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as-beS'tOS  (asbcs^'tos,  az-),  n.  1.  Mineral,  a.  a fibrous 
amphibole,  used  for  making  incombustible  or  fireproof 
articles,  b.  the  mineral  chrysolite,  similarly  used.  S.  a 
fabric  woven  from  asbestos  fibers,  used  for  theater  cur- 
tains, firemen’s  gloves,  etc.  3.  Theat.  a fireproof  cur- 
tain. Also,  as-bes^tus.  [t.  L,  t.  Gk.:  unquenchable;  r. 
ME  asbeston,  t.  OF]  — as*bes*tine  (Ssbes^tYii,  Sz-), 
adj. 
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lat’s  why  special  medication  is  preferred 


fe®  CHILDREN  SUPPRETTES™  are  specially 
iulated  to  stop  vomiting  and  nausea  in  children— 
4.1y  and  with  minimal  complications. 

t \NS  are  administered  rectally— often  the  best 
\ in  the  vomiting  patient. 

^e  exclusive  WANS  formula  provides  both 
amine  maleate  and  sodium  pentobarbital  for 
'tiveness  . . . contains  no  phenothiazines  or  local 
rhetics. 

le  unique  Supprette  delivery'  system  rapidly 
;ses  effective  levels  of  medication  . . . with  no 
hr  fatty  acids  to  affect  absorption  or  cause  local 
tition. 

IANS  SUPPRETTES  require  no  refrigeration  . . . 
Iibrication  other  than  water  . . . and  dissolve 
pletely,  with  virtually  no  leakage. 

\for  children  over  12  years  of  age  and  adults 
iringfroni  nausea  and  vomiting,  consider  higher- 
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SUPPRETTES 

rectal  antinauseant/antiemetic 

pyrilamine  maleate  25  mg;  sodium  pentobarbital  30  mg 
Warning:  may  be  habit  forming 

‘Based  on  usage  by  dosage  form;  data  gathered  by  independent  research 
organization. 


CRIPTION:  WANS®  Children:  (Blue)  pyrilamine  maleate 
ig  and  pentobarbital  sodium*  V2  gr  (30  mg)  scored  for 
osage.  WANS*  No.  1:  (Pink)  pyrilamine  maleate  50  mg 
pentobarbital  sodium*  V*  gr  (50  mg)  scored  for  'A  dosage. 
NS*  No,  2:  (Yellow)  pyrilamine  maleate  50  mg  and 
obarbital  sodium*  I'A  gr  (100  mg)  scored  for  '/a  dosage. 

\RNING;  may  be  habit  forming. 

sTRAINDICATIONS:  Infants  under  6 months.  Acute 
rmittent  porphyria,  known  hypersensitivity  to  barbiturates 
ntihistamines,  known  previous  barbiturate  addiction, 
ere  hepatic  impairment,  CNS  injury,  senility,  and  presence 
ncontrolled  pain. 

RNINGS:  Barbiturates  may  be  habit  forming.  Pre-existing 
chologic  disturbances  may  be  aggravated.  Idiosyncratic 
ctions  may  occur.  Acquired  sensitivity  may  result  in  allergic 
:tions.  Safety  in  pregnancy  has  not  been  established. 

£CAUTIONS:  Use  cautiously  with  other  sedative,  hypnotic 
larcotic  agents.  Use  with  caution  in  patients  with  acute  or 
)nic  hepatic  disease,  fever,  hyperthyroidism,  diabetes 
litus,  severe  anemia,  congestive  heart  failure,  or  a history 
Irug  dependence  or  suicidal  tendencies.  May  impair 
tness  and  coordination  with  increased  accident  risk. 


ADVERSE  REACTIONS:  Drowsiness,  fatigue,  vertigo, 
incoordination,  tremor,  muscle  weakness,  ataxia,  hypotension, 
respiratory  depression,  delirium  and  coma.  Dryness  of  nose, 
mouth,  and  throat,  pupillary  dilatation  or  blurred  vision,  urinary 
retention,  abdominal  pain,  nausea,  vomiting,  diarrhea,  and 
hypersensitivity  reactions.  Overdose  may  result  in  hallucina- 
tions, excitement,  ataxia,  incoordination,  athetosis,  convulsions, 
and  death. 

DOSAGE  AND  ADMINISTRATION:  Rectally,  children  2-12 
years  of  age,  one  WANS®  CHILDREN  every  6-8  hours  as 
required.  Children  under  2 years  of  age  may  receive  '/z 
the  above  dosage.  Adults:  Rectally,  one  WANS*  No.  1 Supprette™ 
to  inhibit  mild  nausea  and/or  vomiting;  one  WANS®  No.  2 
Supprette  to  control  pernicious  vomiting.  Repeat  doses  for 
adults  should  be  4 to  6 hours  apart,  not  to  exceed  four  doses  in 
24  hours.  Moisten  finger  and  Supprette  with  water  before 
inserting.  Optimum  dosage  must  be  determined  in  each  case  by 
the  clinical  response. 
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Legislative  and  medical  service  topics  set  for  TMA  conference 

The  1976  Texas  Medical  Association’s  Conference  on  Legislation 
and  Medical  Service  is  set  for  Jan  17  at  the  Joe  C.  Thompson  Confer- 
ence Center  in  Austin. 

Keynote  speaker  for  the  conference  will  be  Richard  L.  Lesher,  PhD,  of 
Washington,  D C.  Dr.  Lesher  is  president  of  the  Chamber  of  Com- 
merce of  the  United  States.  He  will  speak  on  the  topic,  “Can  Capi- 
talism Survive?’’ 

Other  featured  guest  speakers  will  present  insights  on  various  na- 
tional legislative  issues.  Rep  J.  J.  Pickle  of  Austin,  a member  of  the 
House  Ways  and  Means  Committee,  will  discuss  congressional  issues, 
especially  those  facing  the  powerful  Ways  and  Means  Committee. 
Proposed  legislative  actions  relatingto  medical  manpowerand  medi- 
cal education  will  be  covered  by  Dr.  Tom  E.  Nesbitt  of  Nashville.  Dr. 
Nesbitt  serves  as  speaker  of  the  House  of  Delegates  of  the  American 
Medical  Association. 

The  prospects  for  national  health  insurance  legislation  in  1976  will 
be  addressed  by  Dr.  Edgar  T.  Beddingfield  of  Wilson,  NC.  Dr.  Bed- 
dingfield  is  chairman  of  the  AMA’s  Council  on  Medical  Legislation, 
in  addition,  the  upcoming  conference  will  include  panel  sessions  and 
updated  reports  on  professional  standards  review  organizations,  the 
role  of  TMA  in  easing  or  resolvingthe  professional  liability  insurance 
crisis  in  Texas,  achieving  maximum  effectiveness  on  issues  before 
the  Congress  and  Texas  Legislature,  and  the  association’s  multi- 
faceted approach  to  representing  physicians  on  issues  which  impose 
economic  restraints  upon  them. 

A series  of  Curbstone  Consultations,  informal  discussion  sessions, 
will  conclude  the  program. 

Registrants  will  be  guests  of  TMA  for  luncheon;  the  Texas  Employers 
Insurance  Association  will  host  a cocktail  party  at  the  conclusion  of 
the  conference. 

The  conference  is  open  to  all  members  of  the  Texas  Medical  Associa- 
tion. Personal  invitations  are  being  extended  to  presidents,  presi- 
dents-elect,  and  secretaries  of  county  medical  societies,  and  chair- 
men and  members  of  Legislative  Committees  of  county  medical 
societies  and  the  Woman’s  Auxiliary. 

There  will  be  an  Orientation  Program  for  new  members  of  the  as- 
sociation. In  addition,  TMA  boards,  councils,  and  committees  will 
meet  the  weekend  of  the  conference. 
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Report  analyzes  distribution  of  Texas  physician  population 

The  Texas  Medical  Association  has  just  released  its  report  Distribution 
of  Physicians  in  Texas  1973,  the  second  in  a planned  annual  series  of 
publications  on  the  physician  population  of  Texas. 

The  report  analyzes  in  detail  several  variables  relatingto  physicians 
in  the  state  including  major  professional  activity,  specialty,  age,  sex, 
and  place  of  medical  education.  The  data  presented  in  the  report  were 
developed  from  special  tabulations  of  the  American  Medical  Associa- 
tion Physician  Masterfile,  1973,  which  is  maintained  by  the  AMA 
Center  for  Health  Services  Research  and  Development. 

According  to  an  overview  of  the  non-federal  physician  population  in 
Texas  as  of  Dec  31, 1973,  there  were  14,717  non-federal  physicians 
in  the  state.  Of  these,  13,394  were  active  and  classified  by  major 
professional  activity  and  specialty:  491  were  not  classified  by  major 
professional  activity;  and  832  were  inactive.  Of  the  13,394  active  and 
classified  physicians,  10,467  (78.1%)  were  in  direct  patient  care, 

1 ,980  (14.8%)  were  in  graduate  training;  and  947  (7 . 1 %)  were  in 
non-patient  care  activities.  By  major  specialty  group,  2,808  (21%) 
were  in  general  practice;  3, 190  (23.8%)  were  in  the  medical  special- 
ties; 4, 135  (30.9%)  were  in  the  surgical  specialties:  and  3,261 
(24.3%)  were  in  other  specialties. 

The  largest  percentage  of  all  physicians  (21%)  and  the  largest  per- 
centage of  physicians  in  office-based  practice  (26.9%)  designated 
general  practice  as  their  primary  specialty.  The  six  largest  special- 
ties, accounting  for  60.8%  of  all  non-federal  Texas  doctors,  include 
general  practice,  internal  medicine,  general  surgery,  obstetrics/ 
gynecology,  pediatrics,  and  psychiatry. 

The  report  also  indicated  that  there  were  744  active  and  classified 
non-federal  female  physicians  in  Texas,  or  5.6%  of  all  non-federal 
physicians  as  of  Dec  31, 1973.  The  number  of  female  physicians  in- 
creased by  63  (9.3%)  between  1972  and  1973.  The  report  s findings 
showed  some  significant  differences  in  the  percentage  of  all  males 
and  females  in  certain  specialties.  Specifically,  a significantly  higher 
percentage  of  all  females  than  males  were  in  pediatrics,  anesthesio- 
logy, psychiatry,  and  pathology.  In  comparison  with  males  and  with 
the  percentage  of  all  non-federal  physicians  who  were  female,  fe- 
males were  overrepresented  in  the  medical  and  the  other  specialties. 
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underrepresented  in  general  practice 
and  the  surgical  specialties,  and  were 
concentrated  in  fewer  specialties. 

In  regard  to  medical  education,  the  re- 
port showed  11,630  (86.8%)  of  the 
13,394  active  and  classified  non- 
federal  physicians  in  Texas  to  be 
graduates  of  United  States  medical 
schools.  Medical  schools  in  39  states 
and  70  foreign  countries  have  con- 
tributed physicians  to  Texas.  Gradu- 
ates of  Texas  medical  schools  num- 
bered 6,253  (46.7%)  of  theTexas 
physician  population. 

Approximately  450  copies  of  the  re- 
port will  be  distributed  to  health 
related  and  health  care  planning 
groups  within  organized  medicine, 
state  and  regional  governmental 
units,  medical  schools,  the  regional 
office  of  the  Department  of  Health, 
Education  and  Welfare,  Blue  Cross- 
Blue  Shield,  and  others. 

Delegates  scrutinize 
current  medical  issues 

Major  medical  issues  of  the  day  came 
underdose  scrutiny  bytheTexas 
Medical  Association’s  House  of  Dele- 
gates Nov  8-9  in  Austin.  Policy  de- 
cisions were  made  on  a wide  range  of 
recommendations  presented  by  ten 
reference  committees. 

Among  its  actions,  the  House  of  Dele- 
gates approved  a resolution  which 
proposed  that  it  be  considered  ethical 
fora  physician  to  bill  a Medicaid  pa- 
tient on  a personal  basis  for  usual, 
customary,  and  reasonable  fees  for 
their  professional  services,  in  lieu  of 
accepting  assignments  under  the 
Medicaid  Program.  The  delegates  fur- 
ther requested  that  the  Council  on 
Tax-Financed  Health  Care  review  this 
action  to  pursue  any  appropriate  leg- 
islative action  to  provide  physicians 
this  option. 

In  its  report,  the  Reference  Commit- 
tee on  Professional  Insurance  re- 
viewed for  the  delegates  recent  activi- 
ties of  TMA  in  its  efforts  to  effect  a 
solution  to  the  professional  liability 


insurance  crisis  in  Texas.  The  house 
also  gave  its  wholehearted  support  to 
the  two  physician  members  of  the 
Medical  Liability  Study  Commission 
and  promised  patience  in  awaitingthe 
commission’s  report. 

In  the  area  of  government  health  pro- 
grams, the  delegates  reviewed  current 
problems  involving  health  planning, 
economic  restraints.  Medicare,  Medi- 
caid, sterilization  procedures,  nursing 
homes  and  home  health  care,  physi- 
cians’ fees,  social  security  adminis- 
tration, professional  standards  review 
organizations,  the  privacy  act,  uni- 
form claim  forms,  length-of-stay  cri- 
teria, refund  request  letter,  and  other 
issues. 

In  regard  to  the  Privacy  Act  of  1974 
and  its  impact  on  medical  practice,  it 
v/as  pointed  out  that  most  of  the  bur- 
den to  keep  information  private  is  on 
federal  agencies  and  intermediaries. 
An  individual  patient  may  request  ac- 
cess to  his  own  information  in  federal 
files  and  be  given  access  if  the  infor- 
mation is  not  considered  dangerous 
to  give;  for  example,  disability  exa- 
minees might  have  access  to  their 
state  and  federal  files. 

The  delegates  received  information 
on  a TMA  survey  designed  to  accumu- 
late data  on  the  costs  physicians  in- 
cur in  the  operation  of  their  practices. 
The  survey  is  scheduled  to  be  mailed 
during  January. 

Education/legislation 

The  House  of  Delegates  approved  the 
concept  of  full  funding  of  residencies 
in  the  state  and  the  development  of 
an  adequate  number  of  residencies 
for  medical  school  graduates  in  the 
state.  In  this  regard,  the  delegates  ap- 
proved the  recommendations  report- 
ed in  the  December  issue  of  Texas 
Medicine.  In  addition,  the  delegates 
endorsed  full  fundingfor  undergradu- 
ates in  the  Texas  medical  schools  so 
that  existing  programs  may  expand 
to  their  full  capacities. 

Proposed  legislation  continues  to  be 
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a topic  of  current  interest  to  the  dele- 
gates. The  house  expressed  its  op- 
position to  proposed  health  man- 
power provisions  which  would  place 
the  number  and  location  of  medical 
residencies  under  federal  control  and 
require  that  all  medical  students  re- 
pay the  government  for  federal  aid  to 
medical  schools. 

In  their  discussion  of  legislative  is- 
sues, the  delegates  reaffirmed  their 
recognition  of  TEXPAC  as  the  political 
arm  of  the  association  and  urged 
member  support  of  the  program. 

Fee  collection  guidelines 

The  House  of  Delegates  adopted 
guidelines  for  hospital-based  physi- 
cians’ fee  collection.  This  reaffirmed 
a position  previously  approved  by  the 
Board  of  Councilors  that  separate, 
direct  billing  of  the  patient  by  the  phy- 
sician is  the  most  acceptable  and  de- 
sirable arrangement  for  hospital- 
based  physicians.  The  delegates  set 
forth  the  following  items  for  estab- 
lishing such  a legal  and  ethical  prac- 
tice: 

*Each  item  of  the  professional  com- 
ponent of  each  service  must  be  listed 
on  the  patient’s  bill  and  identified 
clearly.  This  must  be  done  in  percent- 
age contracts  and  other  types  of  legal- 
ly acceptable  contractual  arrange- 
ments between  the  physician  and  the 
hospital.  A fee  schedule  must  be 
established  by  each  individual  hospi- 
tal-based physician  for  services  ren- 
dered. 

^Professional  fees  so  collected  must 
not  be  comingled  with  hospital 
funds. 

*A  charge  may  be  made  for  the  col- 
lection of  these  professional  fees.  The 
collection  fee  should  be  at  a rate  com- 
mensurate with  the  cost  of  accounting 
or  secretarial  services  for  accounts 
receivable  billing;  not  at  a rate  for 
accounts  turned  over  for  collection  as 
a bad  debt. 


Association  dues 

A uniform  dues  policy  for  all  cate- 
gories of  membership  for  physicians 
who  join  TMA  after  July  1 of  each  year 
was  adopted  by  the  delegates.  This 
provides  a uniform  procedure  for 
counties  and  encourages  physician 
participation.  Members  joining  com- 
ponent county  societies  after  July  1 
shall  pay  only  one-half  of  the  TMA 
dues  for  that  year.  In  the  interest  of 
uniformity,  the  delegates  also  ap- 
proved a recommendation  that  dues 
for  physicians  on  leave-of-absence 
status  be  increased  from  $5  to  $10. 
The  change  would  place  dues  for  mil- 
itary, intern,  resident,  and  leave- 
of-absence  members  at  $10  and 
would  add  a subscription  to  Texas 
Medicine  for  those  on  leave-of-ab- 
sence.  The  delegates  instructed  the 
Council  on  Constitution  and  Bylaws 
to  draft  the  necessary  bylaws  amend- 
ment to  effect  this  change. 

Other  actions 

An  amendment  was  approved  relating 
to  the  professional  role  of  licensed 
physicians.  This  resolution  stated  that 
in  the  delivery  of  professional  medical 
care,  it  is  illegal,  unethical,  and  con- 
trary to  quality  health  care  for  the 
physician  to  allow  a nonphysician  to 
direct  patient  care  or  otherwise  inter- 
fere with  the  physician-patient  rela- 
tionship. 

In  addition,  the  delegates  adopted  an 
amendment  which  proposed  that  TMA 
work  in  concert  with  theTexas  De- 
partment of  Health  Resources  to  initi- 
ate a program  to  humanize  and  maxi- 
mize the  understanding  and  the  hand- 
ling of  the  sudden  infant  death  syn- 
drome in  Texas.  Testimony  before  the 
Reference  Committee  on  Scientific 
Activities  pointed  out  that  there  is  a 
need  for  all  physicians  to  recognize 
that  the  sudden  infant  death  syn- 
drome actually  exists,  that  patholo- 
gists should  not  feel  a specific  obli- 
gabon  to  find  an  actual  cause  of  death 
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because  in  the  true  syndrome,  noth- 
ing should  be  found,  and  that  there 
is  an  increasing  need  for  qualified  and 
interested  pathologists  to  perform 
these  autopsies. 

Recognitions 

The  delegates  commended  both 
Pauline  Duffield,  former  librarian, 
and  Max  Jones,  formerTMA  business 
manager,  on  their  long-time  service 
to  the  Association.  Mr.  Jones  retired 
from  the  association  in  September 
after  22  years  of  service;  Miss  Duf- 
field retired  in  December  following  23 
years  of  service. 

Appreciation  was  expressed  to  Dr. 
Andres  Goth,  professor  and  chairman 
of  pharmacology  at  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  for  his  time  and  expertise  in 
reviewing  all  materials  published  in 
the  Federal  Register  relating  to  pro- 
posed regulations  by  the  Food  and 
Drug  Administration. 

Recognition  was  also  extended  to  Dr. 
Stanley  J.  Dudrick  of  Houston  who  re- 
ceived the  Brookdale  Award  in  Medi- 
cine from  the  American  Medical  As- 
sociation and  to  students  from  Baylor 
College  of  Medicine  who  won  the  an- 
nual Texas  Medicine  Award  for  excel- 
lence in  scientific  writing. 


TMA  publishes  directory 
for  continuing  education 

The  Texas  Medical  Association  has 
announced  the  publication  of  its 
1976  Texas  Continuing  Education  Di- 
rectory for  Physicians.  The  sixth  an- 
nual edition  of  the  directory  is  sched- 
uled to  be  mailed  to  all  TMA  mem- 
bers in  early  January. 

This  year’s  directory  includes  166 
continuing  education  courses,  10 
courses  which  are  held  on  a regular 
basis  throughout  most  of  the  year, 
and  a listing  of  1976  meetings  of  41 
Texas  medical  organizations.  The  di- 
rectory has  greatly  expanded  since 


its  first  edition  which  included  43 
courses. 

Updated  listings  of  continuing  educa- 
tion courses  will  continue  to  be  listed 
throughout  the  year  in  the  “Continu- 
ing Education”  column  in  the  journal. 

Speakers  scheduled 
for  Annual  Session 

The  Texas  Medical  Association’s  An- 
nual Session  program.  May  6-9  in 
Dallas,  will  be  expanded  this  year  by 
American  Cancer  Society  (Texas  Di- 
vision) and  TMA  Committee  on  Can- 
cer cosponsorship  of  five  well-known 
and  knowledgeable  guest 
speakers. 

The  speakers  include  Drs.  Oscar 
Auerbach,  East  Orange,  NJ;  Milton 
Boniuk,  Houston;  Edwin  R.  Fisher, 
Pittsburgh;  Edgar  L.  Frazell,  San  An- 
tonio; and  Cushman  D.  Haagensen, 
New  York. 

Dr.  Auerbach,  senior  medical  investi- 
gator at  East  Orange’s  Veterans  Ad- 
ministration Hospital,  is  widely  recog- 
nized for  his  work  in  the  field  of  chest 
disease  and  the  effects  of  smoking. 

His  assignments  duringtheTMA  an- 
nual meeting  include  talks  on  “De- 
velopment of  Pulmonary  Emphy- 
sema” and  on  “Smoking  and  Can- 
cer.” Dr.  Auerbach’s  work,  which 
spans  nearly  50  years,  includes  au- 
thorships and  co-authorships  of  120 
papers,  teaching  assignments  at  vari- 
ous medical  colleges,  consultant  ap- 
pointments, as  well  as  numerous 
honors  and  awards  for  his  research. 

A specialist  in  ophthalmology  and 
ophthalmic  pathology.  Dr.  Boniuk  has 
taught  at  Baylor  College  of  Medicine 
since  1961.  Duringthistime,  he  has 
published  some  50  papers  and  made 
some  170  presentations.  A former 
president  of  the  Houston  Ophthalmo- 
logical  Society,  Dr.  Boniuk  has  served 
on  the  editorial  boards  of  several 
medical  publications.  He  has  also 
worked  extensively  with  the  National 
Institute  of  Neurological  Diseases  and 
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Blindness.  Dr.  Boniuk  will  speak  be- 
fore the  Section  on  Ophthalmology  on 
the  “Conservative  Management  of 
Uveal  Melanomas.” 

An  expert  on  breast  cancer,  Dr.  Fisher 
will  address  theSection  on  Surgery 
on  “Newer  Concepts  of  the  Pathology 
of  Breast  Cancer.”  He  will  join  Dr. 
Haagensen  in  discussing  “The  Con- 
troversy Overthe  Treatment  of  Oper- 
able Breast  Carcinoma”  duringthe 
Continental  Breakfast  program.  Dr. 
Fisherwill  also  participate  in  a panel 
session  concerning  breast  cancer. 
Professor  of  pathology  at  the  Univers- 
ity of  Pittsburgh,  Dr.  Fisher  presently 
serves  as  chief  pathologist  on  the  Na- 
tional Surgical  Adjuvant  Breast  Proj- 
ect with  the  National  Cancer  Institute. 
He  is  a consultant  reviewer  with  the 
American  Heart  Association  and  on 
the  Board  of  Scientific  Advisors  of  the 
Cancer  Research  Center  at  the  Ellis 
Fischel  State  Cancer  Hospital  in  Co- 
lumbia, Mo. 

An  expert  on  head  and  neck  tumors. 

Dr . Frazell  will  speak  to  the  Section 
on  Surgery  during  the  1976  session. 
His  work  includes  extensive  experi- 
ence at  the  Memorial  Hospital  in  New 
York  City  on  salivary  gland  and  thy- 
roid tumors. 

Finally,  Dr.  Haagensen  will  make  a 
presentation  to  the  Section  on  Family 
Practice  regarding  “Methods  of  Diag- 
nosis of  Breast  Disease  and  When  to 
Operate.”  He  will  also  participate  in 
two  discussion  sessions  on  the  sub- 
ject of  breast  cancer.  A foremost  au- 
thority on  breast  cancer.  Dr.  Haagen- 
sen is  associated  with  the  Columbia 
Presbyterian  Medical  Center  in  New 
York. 


Correction 

Dr.  Elmer  E.  Cooper  has  notified  the 
editors  of  an  error  in  his  article,  “As- 
pirin and  Myocardial  Infarction 
Study,”  in  the  October  1975  issue, 
page  84,  paragraph  7.  Ages  of  pa- 
tients in  the  study  will  be  30  through 
69  years  rather  than  39-69. 


TMA  produces 
public  service  spots 

The  Texas  Medical  Association’s 
Communication  Department  has  pro- 
duced four  public  service  announce- 
ments to  be  aired  by  Texas  radio  and 
television  stations  throughout  the 
coming  year. 

The  30-second  announcements 
feature  the  topics  of  volunteer  blood 
donations,  self-pollution  (smoking, 
alcohol  and  drug  abuse,  and  obesi- 
ty), high  blood  pressure,  and  pre- 
natal care. 

Produced  under  the  direction  of  the 
Council  on  Communication  and  in 
cooperation  with  the  Texas  Associa- 
tion of  Broadcasters,  new  announce- 
ments will  be  released  every  90  days. 
The  message  on  blood  donations,  re- 
leased in  mid-November,  will  be 
followed  by  the  spot  about  self-pollu- 
tion. 

“The  Gift  of  Life,”  a booklet  pro- 
moting volunteer  blood  donations, 
is  available  to  supplement  the  mes- 
sage to  the  public. Free,  limited  quan- 
tities can  be  obtained  from  the  Com- 
munication Department,  TMA,  1801 
N Lamar  Blvd,  Austin  78701. 

This  is  the  second  such  public  ser- 
vice announcement  campaign  under- 
taken by  TMA  in  cooperation  with  the 
TAB.  The  initial  campaign  in  1973  re- 
ceived good  reception  from  the  pub- 
lic and  Texas  broadcasters. 
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study  commission 
continues  deliberations 

The  Medical  Professional  Liability 
Study  Commission  conducted  four 
days  of  meetings  during  November 
to  continue  deliberations  on  the  mal- 
practice issue. 

At  one  session,  Joe  Christie,  chair- 
man of  the  State  Board  of  Insurance, 
cited  some  preliminary  findings  of  a 
claims  study  by  the  National  Associa- 
tion of  Insurance  Commissioners. 

The  study  showed  that  86%  of  the 
number  of  claims  by  adults  are  re- 
ported within  two  years  after  the  ini- 
tial incident.  Claims  against  doctors 
constituted  64%  of  all  claims.  Hospi- 
tals and  emergency  rooms  were  the 
sites  for  78%  of  the  claims.  Mis- 
takes in  procedure  were  cited  in 
56%  of  all  claims  against  doctors 
with  more  than  half  of  that  number 
involving  procedures  which  were  al- 
legedly improperly  performed.  Al- 
leged mistakes  in  diagnosis  made  up 
26%  of  the  claims.  The  preliminary 
NAIC  study  was  based  on  1,200 
claims. 

The  study  commission  also  heard  a 
joint  underwriting  association  (JUA) 
report  which  showed  that  158  doc- 
tors and  seven  hospitals  had  taken 
JUA  professional  liability  coverage 
as  of  Oct  31. 

A report  was  also  received  on  the 
Board  of  Medical  Examiners’  polic- 
ing efforts  and  its  need  for  additional 
personnel  to  expand  operations. 

At  the  final  November  session,  com- 
mission chairman.  Page  Keeton,  said 
he  felt  that  the  problem  will  not  be 
solved  by  changes  in  the  medical  lia- 
bility insurance  rate-making  pro- 
cedures and  policy  forms  alone.  He 
called  the  quality  control  of  doctors 
and  hospitals  the  “obvious  area  of 
importance.’’  He  also  said  the  com- 
mission planned  to  study  the  court 
system  prior  to  making  any  recom- 
mendations regarding  a solution  to 
the  problem. 

The  next  meeting  of  the  commission 
was  scheduled  for  Dec  19. 


Health  testimony  given 
at  White  House  forum 

Testimony  before  the  White  House 
Forum  on  Domestic  Policy  Nov  1 1 in 
Austin  covered  a broad  range  of  cur- 
rent national  issues  including  health 
policies.  Representing  the  medical 
profession  at  this  public  meeting 
conducted  by  Vice  President  Nelson 
Rockefeller  and  cabinet  officials 
were  Drs.  Milton  Davis  of  Dallas  and 
Mario  Ramirez  of  Rio  Grande  City. 

Dr.  Davis  addressed  his  remarks  to 
the  impact  of  certain  federal  laws 
and  programs  upon  the  delivery  of 
health  care.  He  pointed  out  the  vari- 
ous factors  which  deter  health  care 
to  the  underserved  including  harsh 
federal  requirements,  service  re- 
strictions, fee  differentials,  and  eco- 
nomic restraints. 

“At  a time  when  physicians  are  being 
forced  to  practice  ‘defensive  medi- 
cine’ to  avoid  legal  jeopardy,’’  Dr. 
Davis  stated,  “restrictions  on  out- 
patient services  can  make  it  unsafe 
even  to  see  welfare  and  certain  other 
patients.’’ 

The  Dallas  physician  warned  against 
political  promises  which  overlook 
fiscal  realities.  He  stated,  “Nearly  all 
of  the  public  dissatisfaction  with 
federal  health  care  programs  is  re- 
lated to  the  public’s  not  getting  some- 
thing they  thought  they  were  getting, 
usually  because  of  cost  restric- 
tions.’’ 

He  urged  the  federal  government 
not  to  disregard  established  entities 
within  the  health  care  system.  He 
cited  as  an  example  the  Department 
of  Health,  Education  and  Welfare’s 
development  of  their  own  set  of  diag- 
nosis, disease  and  operation  coding 
when  Current  Procedural  Terminol- 
ogy (CPT)  exists  and  has  been  shown 
to  be  workable. 

Dr.  Davis  also  touched  upon  the 
areas  of  federal  control  and  stan- 
dardization of  federal  health  pro- 
grams, the  duplication  of  programs, 
and  federal  regulatory  procedures. 

In  closing  his  testimony,  Dr.  Davis 
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presented  the  forum’s  participants 
several  recommendations  by  which 
government  could  reduce,  consoli- 
date, and  improve  the  administra- 
tion of  federal  health  programs. 

His  recommendations  suggested 
that  government  should  1)  stop 
equating  standardization  and  con- 
trols with  quality,  2)  enlist  the  co- 
operation of  the  private  sector,  3) 
utilize  time-proven  vehicles,  4)  re- 
tain confidentiality  of  patients’  rec- 
ords, 5)  use  as  little  compulsion  as 
possible,  6)  review  and  amend 
statutes  and  regulations  which  tend 
to  concentrate  outpatient  services  in 
institutional  settings,  7)  critically 
evaluate  new  and  untried  programs, 
8)  require  federal  officials  to  seek 
cooperation  from  the  voluntary  sec- 
tor as  a policy  of  the  administration 
of  federal  departments,  and  9)  mini- 
mize the  effects  of  inflation  on  health 
care  costs  by  amortizing  the  public 
debt  and  gradual  elimination  of  defi- 
cit financing. 

A different  perspective  on  the  prob- 
lems of  health  care  costs  and  deliv- 
ery was  presented  by  Dr.  Ramirez 
who  testified  before  a session 
chaired  by  Secretary  David  Mathews 
of  the  Department  of  Health,  Educa- 
tion, and  Welfare. 

Dr.  Ramirez  told  the  group  of  his  in- 
volvement with  the  American  Medical 
Association’s  Committee  on  Health 
Care  of  the  Poor  and  the  problems 
of  the  poor  in  his  home  area  in  South 
Texas.  Dr.  Ramirez  said  that  of  the 
approximately  one  million  migrant 
farm  workers  in  America,  half  come 
from  Texas,  and  over  half  of  these 
come  from  his  part  of  the  state. 

While  the  government  has  tried  to 
help  with  grants  and  migrant  health 
clinics,  Dr.  Ramirez  said  that  much 
of  the  money  goes  for  administrative 
costs  and  too  little  actually  goes  for 
health  care.  Another  problem  of  the 
migrants  is  that  continuity  of  care 
cannot  be  provided  under  most  cir- 
cumstances. 

According  to  Dr.  Ramirez,  an  insur- 


ance policy,  such  as  is  available  to 
Medicaid  recipients,  would  help 
solve  the  migrant  problem.  He  cited 
a pilot  program  being  conducted  by 
the  Laredo-Webb  County  Health  De- 
partment which  is  proving  to  be  a 
resounding  success. 

With  regard  to  national  health  insur- 
ance, Dr.  Ramirez  expressed  the 
hope  that  the  government  would  not 
undertake  a prohibitively  expensive 
program.  He  added,  “We  all  agree 
that  some  type  of  assistance  is 
needed,  possibly  complete  coverage 
forthe  medically  indigent,  partial  as- 
sistance for  others  dependent  on 
their  needs,  and  catastrophic  cover- 
age for  all  through  mechanisms  that 
are  mutually  acceptable.  Prior  to 
these  undertakings  it  would  seem  to 
me  that  we  should  educate  our  nation 
with  regard  to  basic  health  care  and 
with  regard  to  our  health  resources 
and  the  wise  utilization  of  same. 
There  is  a tremendous  vacuum  to 
this  regard  both  amongst  the  young 
as  well  as  amongst  the  older.’’ 

Dr.  Ramirez  also  included  in  his 
testimony  an  account  of  the  escalat- 
ing costs  of  health  care  in  small  com- 
munities in  particular  due  to  the 
requirements  of  government  pro- 
grams and  other  problems  such  as  a 
shortage  of  doctors  in  certain  areas. 

PA  rules  adopted  by  board 

The  Texas  State  Board  of  Medical  Ex- 
aminers has  issued  physician’s  as- 
sistants rules  and  regulations  as  of- 
ficially adopted  by  the  board  Nov  2. 
Approval  by  the  board  to  supervise  a 
particular  physician’s  assistant  must 
be  obtained  by  each  proposed  super- 
vising physician  by  filing  an  applica- 
tion with  the  board  on  forms  pro- 
vided by  the  board. 

According  to  the  rules,  a patient 
must  give  written  consent  for  any 
medical  services  rendered  by  the 
physician’s  assistant.  In  addition,  a 
notice  is  to  be  posted  in  the  supervis- 
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ing  physician’s  office  explainingthe 
term  “physician's  assistant”  and  the 
functions  of  the  position.  The  assist- 
ant must  wear  a name  tag  with  the 
designation  “physician’s  assistant” 
so  that  the  assistant  is  not  mistaken 
fora  licensed  physician. 

The  board  ruled  that  there  should  be 
no  separate  billing  for  the  services 
of  the  physician’s  assistant  as  these 
services  shall  be  considered  part  of 
the  total  services  of  the  physician. 
The  regulations  also  set  forth  guide- 
lines for  the  supervision  of  the  per- 
formance of  a physician’s  assistant 
by  the  licensed  physician  and  other 
details  regarding  the  employment  of 
the  assistant. 

Duties  which  the  physician’s  assist- 
ant may  perform,  as  set  forth  by  the 
regulations,  include  those  which  do 
not  require  the  exercise  of  inde- 
pendent medical  judgment,  as  as- 
signed by  the  supervising  physician 
who  is  responsible  for  the  perform- 
ance of  such  tasks  and  who  retains 
direct  control  and  supervision  of  the 
physician’s  assistant. 

The  physician’s  assistant  is  not 
allowed  to:  1)  perform  any  task  or 
function  withoutthe  supervising  phy- 
sician being  either  physically  pres- 
ent or  immediately  available  to  pro- 
vide further  guidance,  except  in 
life  threatening  emergencies; 

2)  make  a final  or  definitive  diagno- 
sis of  a disease  or  ailment  or  the 
absence  thereof  independent  of  the 
supervising  physician:  3)  independ- 
ently prescribe  any  treatment  or  a 
regimen  thereof;  4)  prescribe, 
order  or  dispense  medication,  or 
sign  prescriptions  on  behalf  of  the 
supervising  physician,  or  have  pre- 
scription blanks  available  that  have 
been  presigned  or  stamped  by  the 
physician,  ororderthe  refillingof  a 
prescription,  except  as  authorized 
by  other  provisions  of  the  law;  5)  re- 
place the  supervising  physician  in 
making  visits  in  the  hospital,  clinic, 
nursing  home,  emergency  room  or 
home;  6)  independently  initiate  or 
change  any  orders  on  a patient’s 


chart  in  hospitals,  clinics,  nursing 
homes  or  other  places  where  patient 
charts  are  used;  7)  treat  any  pa- 
tient before  the  physician  has  seen 
the  patient  and  ordered  the  method 
of  treatment,  except  in  life  threaten- 
ing emergencies;  8)  maintain  an  of- 
fice separate  from  the  supervising 
physician;  9)  perform  acupuncture 
in  any  form;  10)  independently  dele- 
gate a task  assigned  to  him  by  the 
supervising  physician:  H)  perform 
endoscopic  examinations  and/or 
procedures:  12)  perform  spinal 
punctures:  and  13)  list  his  or  her 
name  in  any  telephone  directory  or 
other  directory  intended  for  public 
use,  utilizingthe  title  “Physician’s 
Assistant,”  “PA,”  or  any  other  term 
that  would  indicate  he  or  she  is  a 
physician’s  assistant. 


TMA  comments  on  standards 
for  JCAH  hospital  manual 

The  Texas  Medical  Association,  in  a 
letter  to  Roger  G.  Olin,  director  of 
the  Department  of  Hospitals  and 
Health  Facilities  at  the  American 
Medical  Association,  has  commented 
upon  the  proposed  revised  stan- 
dards of  the  Medical  Staff  Section  of 
the  Joint  Commission  on  Accredita- 
tion of  Hospitals’  Manual  for  Hos- 
pitals. 

TMA  expressed  its  concern  that  the 
responsibilities  placed  upon  the  vol- 
untary medical  staff  chiefs  of  section 
may  become  so  time-consuming  and 
onerous  that  the  staff  physicians 
may  be  reluctant  to  assume  this  re- 
sponsibility. In  addition,  TMA  sug- 
gested that  the  section  entitled 
“Staff  Reappointment/Reappraisal” 
be  reevaluated  in  order  to  clarify  the 
responsibilities  of  the  section  chiefs 
who  apparently  must  certify  as  to  the 
mental  and  physical  capabilities  of 
every  physician  in  the  department. 

It  was  suggested  that  the  language 
section  could  be  drafted  to  indicate 
that  complete  and  detailed  reapprai- 
sal of  the  physical  and  mental  capa- 
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adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 

Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


li'auase'  Ointment 

brand  of  Sutilains 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

^ Deerfield,  Illinois  60015 


Please  see  next  page  for  prescribing  information. 


Tfi3Ui3S6  OintlflBIlt  brand  of  Sutilains 


ulcers 


TERRY  V.  CARLE.  M.D,,  CLINICAL  INSTRUCTOR,  DEPT.  OF  PHYS.  MED.  & REHAB,, 
CRAIG  REHABILITATION  HOSPITAL.  UNIVERSITY  OF  COLORADO 


After  six  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


burns 


DALE  B.  DUBIN.  M.D..  DIPLOMATE. 

AMERICAN  BOARD  OF  PLASTIC  SURGERY,  TAMPA.  FLORIDA 


Before  treatment  . . . 


48  hours  following  treatment  with  TRAVASE 
Ointment  on  right  hand;  left  hand  is  control. 


Travase"  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns. 

Decubitus  ulcers, 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities. 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue, 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  Vt  to  Vz  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 
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bilities  of  a physician  would  not  be 
required  unless  there  had  been 
received  by  the  staff  reports  of 
changes  or  deterioration  in  physical 
or  mental  capabilities. 

The  TMA  Committee  on  Hospitals 
will  continue  to  monitorthis  situa- 
tion. 

Drug  guidelines  cited 
as  example  for  professions 

The  Drug  Enforcement  Administra- 
tion has  recognized  the  Harris 
County  Medical  Society  for  its 
guidelines  for  prescribing  ampheta- 
mines and  barbiturates.  The  Soci- 
ety’s guidelines  are  listed  in  the  Sep- 
tember issue  of  Registrant  Facts,  the 
quarterly  publication  of  the  DEA  as 
an  example  of  the  kind  of  support 
the  professions  can  give  DEA. 

The  Drug  Enforcement  Administra- 
tion encourages  and  supports  the 
concept  of  self-regulation  and  volun- 
tary compliance.  This  includes  the 
adoption  of  prescribing  guidelines 
by  the  various  regulated  professions 
which  address  themselves  to  prob- 
lem areas  not  directly  covered  by 
regulations. 

Harris  County’s  amphetamine  guide- 
lines follow: 

1.  Recommend  total  ban  on  pre- 
scribing amphetamines  and  meth- 
amphetamines  except  in  clearly  rec- 
ognized conditions  where  these 
drugs  are  indicated:  narcolepsy  and 
selected  cases  of  hyperactive  and 
brain  damaged  children. 

2.  Each  physician  is  asked  to  ex- 
amine individual  prescribing  prac- 
tices to  insure  that  all  prescription 
orders  for  drugs  with  an  abuse  po- 
tential are  written  with  caution. 

3.  Physicians  should  counsel  pa- 
tients receiving  such  medication  that 
potential  danger  exists  and  every 
precaution  should  be  made  to  keep 
such  drug  usage toa  minimum. 

4.  Physicians  are  asked  to  make 
specific  effort  to  insure  that  multiple 
prescription  orders  are  not  being 


obtained  by  the  patient  from  dif- 
ferent physicians. 

In  addition  physicians  in  the  medical 
society  are  asked  to  obtain  detailed 
drug  histories  from  all  patients,  to 
discourage  patients  from  using  bar- 
biturates, other  sedatives  and  hyp- 
notics, and  minortranquilizers  if 
satisfactory  alternatives  are  avail- 
able, to  prescribe  these  drugs  only 
when  they  are  clearly  indicated,  and 
to  limit  sharply  the  size  of  prescrip- 
tions particularly  of  the  intermedi- 
ate-acting barbiturates  (amobarbi- 
tal,  pentobarbital,  secobarbital,  and 
related  drugs  alone  or  in  combina- 
tion) and  of  non-barbiturate  hyp- 
notics. 


Arthritis  conference  conducted 

A 1975  Governor’s  Conference  to 
focus  on  education  and  better  under- 
standing of  patients  with  arthritis 
was  conducted  in  Houston  in  late 
October  by  the  Texas  Rehabilitation 
Commission  Counselors. 

Attending  the  conference  were  45 
such  counselors  selected  from  over 
the  state.  A variety  of  speakers  were 
secured  forthe  meeting  including 
rheumatologists,  an  orthopedic  surg- 
geon,  a physical  therapist,  an  oc- 
cupational therapist,  a social 
worker,  a nurse,  and  labor  and  insur- 
ance representatives. 

Conclusions  reached  by  the  partici- 
pants of  the  meeting  included  the 
following: 

1.  Formal  liaison  work  is  to  be  car- 
ried out  between  each  Arthritis 
Foundation  chapter  and  each  Texas 
Rehabilitation  Commission  Area. 

2.  The  Texas  Rehabilitation  Commis- 
sion counselors  will  be  invited  to 
each  of  the  Arthritis  Clinics  not  only 
to  visit  but  to  develop  participation. 

3.  TheTexas  Rehabilitation  Commis- 
sion counselors  have  been  invited  to 
join  the  allied  health  professions 
sections  of  the  Arthritis  Foundation. 

4.  The  AFL-CIO  is  encouraged  to 
appoint  a liaison  person  to  work 
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with  the  Texas  Rehabilitation  Com- 
mision  to  help  retrain  labor  union 
members  who  develop  arthritis  and 
can  no  longer  keep  up  the  demands 
of  their  trade. 

5.  TheTexas  Rehabilitation  Commis- 
sion and  the  Arthritis  Foundation 
need  to  strive  to  better  educate 
employers  regarding  hiring  prac- 
tices of  citizens  with  arthritis. 

6.  There  needs  to  be  improvement 
of  disability  insurance  contracts  to 
provide  for  the  deserved  goal  of  re- 
turn to  work  on  a part-time  percent- 
age basis. 


Conference  sponsored 
for  minority  students 

Minority  medical  students  from 
across  Texas  gathered  at  Baylor 
College  of  Medicine  Nov  15  for  a 
day-long  seminar  focusing  on  the  op- 
portunities and  challenges  facing  mi- 
nority physicians. 

Accordingto  William  G.  Louis,  Re- 
gion III  director  of  the  Student  Na- 
tional Medical  Association  (SNMA), 
which  hosted  the  seminar,  partici- 
pants were  introduced  to  the  newly 
implemented  SNMA  Clinical  Precep- 
torship  Program  funded  jointly  by 
the  National  Health  Service  Corps 
and  the  Office  of  Health  Resources 
Opportunity. 

“The  SNMA  has  received  a $100,000 
grant  to  support  six-to-ten  week  pre- 
ceptorships  for  75  minority  medical 
students  at  any  of  the  40  Health  Ser- 
vice Corps  facilities  in  the  United 
States,”  Louis,  a second-year  Baylor 
medical  student,  explained.  “This 
new  program  provides  a unique  op- 
portunity for  minority  students,  and 
we  are  hopeful  that  the  minority  stu- 
dents from  Texas’  medical  schools 
will  take  advantage  of  it.” 

In  addition  todiscussingthe  National 
Health  Service  Corps  program,  par- 
ticipants learned  about  other  SNMA 
programs.  Also  on  the  program  was 
Dr.  Shirley  Marc-Brown,  director  of 


the  Central  Recruitment  Council  in 
Boston,  who  discussed  the  Boston 
Area  Preceptorship  Program,  and 
Dr.  S.  Carl  Harvey,  member  of  Bay- 
lor College  of  Medicine’s  admission 
committee,  who  discussed  minority 
admissions  to  medical  schools. 
“Beyond  informingthe  participants 
about  SNMA’s  programs  and  other 
opportunities,”  stated  Louis,  “we 
hope  to  increase  their  awareness  of 
the  need  for  more  primary  care  phy- 
sicians, particularly  minority  physi- 
cians, and  to  stimulate  their  interest 
in  pursuing  careers  in  this  area.” 

Dr.  Edward  A.  R.  Lord,  president  of 
the  Houston  Medical  Forum,  ad- 
dressed the  group  on  “The  Role  of 
the  Minority  Physician  in  the  Com- 
munity,” and  Dr.  Ronald  Haley,  a 
family  practitioner  and  assistant 
professor  of  community  medicine  at 
Baylor,  discussed  “Primary  Care 
and  the  Minority  Physician.” 


Model  letter  developed 

TheTexas  Medical  Association’s 
House  of  Delegates  adopted  a recom- 
mendation Nov9thatthefiscal  in- 
termediary of  a government  health 
program  should  not  overturn  a hos- 
pital utilization  review  committee  de- 
cision without  an  onsite  evaluation. 
The  delegates  further  contended  that 
only  that  part  of  the  hospital  record 
relating  to  the  point  at  issue  should 
be  copied  and  sent  to  the  fiscal  in- 
termediary or  the  government 
agency. 

The  recommendation  included  a mod- 
el letter  explaining  termination  of 
benefits  to  the  patient.  This  letter 
which  has  been  sentto  chiefs-of-staff 
in  Texas  hospitals  follows: 

Dear  Patient: 

This  is  a notice  of  termination  of 
(Medicare  or  Medicaid)  benefits.  This 
action  is  not  the  fault  of  yourdoctor 
or  this  hospital.  The  federal  govern- 
ment regulations  require  termination 
of  payment  accordingto  predeter- 
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mined  criteria  of  medical  necessity. 

If  the  utilization  review  committee 
of  this  hospital  does  not  perform  this 
directed  act,  the  hospital  is  subject 
to  severe  financial  penalties  from  the 
federal  government  through  their 
agent  (specify  the  designated  fiscal 
intermediary).  This  means  that,  ef- 
fective (date),  you  will  be  held  respon- 
sible for  the  cost  of  further  hospitali- 
zation duringthis  episode  of  illness. 

Any  concern  you  have  about  this 
denial  of  benefits  from  the  govern- 
ment program  underwhich  you  are 
covered  should  be  directed  to:  Secre- 
tary, Department  of  Health,  Educa- 
tion and  Welfare,  Washington,  D C, 
and  your  congressman. 

Sincerely  yours, 
(U/R  Chairman) 


Health  planning  division 
to  implement  federal  law 

Among  other  things,  the  Texas 
Health  Planning  and  Development 
Act,  passed  by  the  64th  Texas  Legis- 
lature to  implement  the  federal 
health  planning  law,  created  the  Divi- 
sion of  Health  Planning  and  Re- 
source Development,  under  a 
bureau  of  the  same  designation. 

Each  is  responsible  to  the  Texas  De- 
partment of  Health  Resources. 

The  Division  of  Health  Planning  and 
Resource  Development  is  headed  by 
Stanley  R.  Stout,  director.  Functions 
of  the  division  include  health  plan- 
ning, development  and  implementa- 
tion, studies,  health  policy  involve- 


ment, project  review,  areawide  de- 
velopment and  assistance,  program 
management,  public  information 
and  education,  planning  coordina- 
tion, and  data  base  maintenance. 
Current  emphasis  is  focused  on  de- 
velopment and  assistance  to  the  12 
areas  of  the  state  which  are  develop- 
ing health  systems  agencies  to  deal 
with  their  respective  health  planning 
problems.  The  division  is  working 
with  each  of  these  area  agencies  in 
an  effort  to  achieve  federal  approval 
of  these  as  HSAs.  Further  assistance 
will  be  provided  in  helpingthe  HSAs 
prepare  a health  systems  plan  and 
an  annual  implementation  plan. 


Action  to  block  rollbacks 
urged  by  subcommittee  staff 

Quick  action  has  been  urged  by  the 
House  Health  Subcommittee  staff  to 
block  rollbacks  in  Medicare  reim- 
bursement rates  for  physicians  dur- 
ing the  current  fiscal  year. 

Charging  that  the  Department  of 
Health,  Education  and  Welfare's 
index  for  calculating  reimburse- 
ment has  had  the  “unintended  and 
unanticipated  effect”  of  pushing 
some  current  payment  levels  below 
those  of  last  year,  the  staff  said  in  a 
report  that  Congress  will  have  to 
movequickly  “in  orderto  make  it  as 
administratively  feasible  as  possible 
to  modify  the  current  situation.” 

The  subcommittee  is  headed  by  Rep. 
Dan  Rostenkowski  (D-lll). 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 

in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 


at  press  deadline  and  are  for  comparison 

purposes  only. 

Most  daily  newspapers  list  up-to-the 

minute  values 

on  mutual  funds.) 

1975 

3 Years 

5 Years 

Current 

Through 

Ended 

Ended 

Dividend 

Investment  Media' 

11/30/75 

12/31/74 

12/31/74 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+22.0% 

-35.1% 

-26.6% 

1.6% 

Loomis-Sayles  Mutual  Fund 

+ 21.5% 

-29.7% 

-21.1% 

3.7% 

Mercantile  Bank  Equity  Fund 

+33.2% 

-46.9% 

-36.1% 

3.8% 

Mercantile  Bank  Fixed  Income  Fund 

+ 1.9% 

-17.2% 

- 8.5% 

8.2% 

T Rowe  Price  Growth  Stock  Fund 

+37.6% 

-43.3% 

-33.5% 

2.0% 

T Rowe  Price  New  Income  Fund 

+ 0.3% 

N/A 

N/A 

8.0% 

Stein  Roe  & Farnham  Balanced  Fund 

+24.1% 

-29.6% 

-20.8% 

3.3% 

Standard  & Poor  500  Stock  Average 

+ 33.1% 

-32.8% 

-25.5% 

Dow  Jones  Industrial  Average 

+39.7% 

-30.7% 

-22.9% 

'Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


WASHINGTON:  PSRO  HELD  CONSTITUTIONAL.  On  Nov  18  the  U S Supreme 
Court  summarily  upheld  the  constitutionality  of  a federal  law  establishing  profes- 
sional standards  review  organizations.  The  Court  upheld  a lower  federal  court 
ruling  that  rejected  challenges  to  the  law  filed  by  the  Association  of  American 
Physicians  and  Surgeons. 

AUSTIN:  TMA  SUIT  CHALLENGES  PSRO  DESIGNATIONS.  Judge  Jack  Roberts  of 
the  U S District  Court  for  the  Western  District  of  Texas  heard  three  days  of  testi- 
mony in  the  suit  filed  by  certain  physicians  and  the  Texas  Medical  Association 
against  the  Department  of  Health,  Education  and  Welfare  contestingthe  rules 
and  regulations  relatingto  PSRO  area  designations  Nov  18,  19,  and  20.  Atthis 
timethe  judge  took  the  case  under  advisement.  A complete  report  on  the  PSRO 
situation  in  Texas  will  be  carried  in  the  journal. 

AUSTIN:  WHITE  HOUSE  FORUM.  Federal  health  policy  was  part  of  the  discussion 
at  a White  House  Public  Forum  on  Domestic  Policy  held  in  Austin  Nov  11.  The 
forum  was  one  of  a series  of  six  regional  meetings  conducted  in  cities  across  the 
country  by  Vice  President  Nelson  Rockefeller  and  cabinet  officials.  The  forum 
focused  on  four  broad  areas  of  domestic  policy:  economic  growth,  resource  de- 
velopment, social  policy,  and  community  building.  Testifying  in  relation  to  health 
care  matters  were  Drs.  Milton  Davis  of  Dallas  and  Mario  Ramirez  of  Rio  Grande 
City.  At  the  morning  session  chaired  by  the  vice  president,  Dr.  Davis  presented  a 
statement  which  pointed  out  the  impact  of  certain  federal  laws  and  programs  up- 
on the  delivery  of  health  care  as  seen  by  a private  practitioner.  Dr.  Ramirez 
testified  on  health  costs  and  delivery  in  a session  chaired  by  HEW  Secretary 
David  Mathews.  (See  related  news  article,  p 13.) 

WASHINGTON:  AMA  LEGISLATIVE  STANDS.  The  American  Medical  Association’s 
Council  on  Legislation  and  the  AMA  Board  of  T rustees  recently  took  policy  posi- 
tions with  respect  to: 

• opposing  HR  15,  S 774,  and  S 815  which  would  repeal  the  present  lobbying 
law  and  would  increase  the  government’s  regulation  of  lobbying,  identification, 
and  disclosure: 

• supporting  S 2026  which  would  assist  states  to  provide  for  people  under  21  who 
are  eligible  forthe  early  and  periodic  screening,  diagnosis,  and  treatment  bene- 
fits under  Medicaid; 

• opposing  S 1504  which  would  include  Part  A,  Medicare,  the  coverage  of  out- 
patient drugs  listed  in  the  formulary  to  be  established  by  HEW; 

• opposing  provision  of  S 1357,  the  Health  Manpower  Shortage  Area  Assistance 
Act,  which  would  require  mandated  service  as  the  condition  of  medical  school 
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admission  and  a condition  to  receive  a capitation  funding  (other  aspects  of  the 
bill  are  covered  by  existing  AMA  policy); 

• supporting  HR  8212,  which  would  extend  the  federal  grant  and  contract  pro- 
grams for  emergency  medical  service  system; 

• opposing  HR  6699  and  S 1504  which  would  provide  for  the  establishment  of 
fee  schedules  under  Medicare  and  Medicaid; 

• supporting  HR  1690,  which  would  increase  the  allowable  income  tax  deduc- 
tions for  corporate  donations  of  medical  supplies  to  charitable  organizations  car- 
mgforthe  ill,  the  needy,  and  infants; 

• opposing  S 2018,  which  would  establish  a federal  workers’  compensation  sys- 
tem, on  the  basis  that  the  states  are  improving  their  programs  and  that  work- 
men s compensation  should  remain  a state  responsibility; 

• supporting  the  extension  of  present  Communicable  Diseases  Act  and  the 
venereal  disease  provisions  of  HR  8278,  but  opposing  provisions  in  HR  8278 
which  would  establish  a national  institute  for  health  information  which  would  re- 
quire that  prescription  packages  be  labeled  with  all  of  the  names  of  the  drug,  its 
purposes  and  contraindications.  The  board  reiterated  its  support  of  legislation 
drafted  by  the  AMA  proposing  labeling  requirements. 

ALBANY:  ARBITRATION  FAVORED  BY  BAR  AS  AN  ALTERNATIVE.  While  rejecting 
arbitration  as  a panacea,  a committee  of  the  Bar  Association  of  the  City  of  New 
York  has  expressed  approval  of  continued  use  of  the  method  as  an  alternative  to 
courtroom  litigation.  The  comment  on  the  arbitration  plan  appeared  in  a com- 
prehensive report  on  current  malpractice  insurance  crisis  issued  by  Cyrus  R. 
Vance,  president  of  the  New  York  association. 

WASHINGTON:  AHA  STATES  BILL  WOULD  INCREASE  HOSPITAL  CHARGES.  In- 
creasing the  federal  minimum  wage  and  over-time  compensation  would  inevitably 
force  increases  in  hospitals  charges  to  patients  if  quality  services  are  to  be  main- 
tained, according  to  a statement  by  the  American  Hospital  Association  to  the 
Labor  Standard  Subcommittee  of  the  House  Committee  on  Education  and  Labor. 
The  AHA  s comments  concern  HR  10130,  a bill  introduced  by  subcommittee 
chairman,  Rep  John  Dent  (D-Pa).  The  bill  would  increase  the  federal  minimum 
wage  by  increments  to  $3  per  hour  by  Jan  1,1978.  Thereafter,  the  minimum 
wage  would  be  tied  to  the  consumer  price  index.  The  bill  would  also  increase  the 
rate  for  over-time  from  1.5  to  2.5  times  an  employee’s  hourly  rate. 

WASHINGTON:  PHYSICIAN  FEE  SCHEDULE  PROPOSAL.  A bill  that  would  estab- 
lish physicians’  fee  schedules  under  Medicare  and  Medicaid  has  been  opposed 
by  the  American  Medical  Association.  Under  the  bill,  HR  6699,  physicians 
participating  in  fee  schedule  programs  to  be  set  up  by  state  governors  would 
be  required  to  accept  scheduled  amounts  as  full  payment,  and  their  payment 
would  not  be  subject  to  the  usual  deductible  and  co-insurance.  Physicians  who 
did  not  participate  would  be  paid  on  the  basis  of  present  reimbursement  pro- 
grams, subject  to  deductible  and  co-payment. 

LOS  ANGELES:  DOCTOR  SUES  MEDICAL  ASSOCIATION.  The  Los  Angeles  County 
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Medical  Association  is  being  sued  over  professional  liability  insurance  rates  by  a 
physician  who  practices  in  Ventura  and  Los  Angeles  counties.  The  suit  reportedly 
claims  that  Hartford  and  Phoenix  insurance  companies  and  the  medical  associa- 
tion have  conspired  to  restrain  fair  trade  and  monopolize  the  medical  “malprac- 
tice” insurance  field.  Filed  in  Los  Angeles  Superior  Court,  the  suit  seeks  $120 
million  in  alleged  damages  and  asked  the  court  to  declare  that  the  agreements 
between  LACMA  and  the  insurance  companies  constitute  unfair  business  prac- 
tices and  monopolistic  restraint  of  fair  trade,  making  them  void  and  unen- 
forceable. 

ORANGE  COUNTY,  CALIF:  INSURANCE  COMPANY  FILES  SUIT  AGAINST  MEDI- 
CAL ASSOCIATION.  A $900  million  suit  has  been  filed  against  Orange  County 
(Calif)  Medical  Association  by  American  Benefits,  Inc.,  a medical  management 
agency  in  Orange  that  offers  “malpractice”  arbitration  programs.  The  lawsuit 
alleges  that  the  medical  association  conspired  to  interfere  with  trade  and  to 
create  a monopoly.  The  suit  also  charges  OCMA  with  libel  for  publicizing  in  its 
newsletter,  a warning  by  the  state  insurance  commissioner  to  use  caution  in  deal- 
ingwith  unfamiliar  organizations  that  offer  malpractice  insurance,  suggesting 
that  physicians  verify  the  company’s  authenticity  through  the  commissioner’s 
office. 

WASHINGTON:  MEDICARE  PROCESSING  COSTS.  According  to  the  General  Ac- 
counting Office,  it  costs  $12.39  to  process  a single  Medicare  bill  through  the 
Social  Security  Administration’s  Division  of  Direct  Reimbursement.  The  average 
cost  of  processing  the  same  sort  of  bill  is  $7.31  by  the  T ravelers  Insurance  Group; 
$7.28  by  Mutual  of  Omaha;  $3.81  by  Chicago  Blue  Cross;  and  $3.55  by  Maryland 
Blue  Cross. 

WASHINGTON:  DRUG  SUIT  FILED.  Another  federal  suit  against  HEW’s  Maximum 
Allowable  Costs  Drug  Reimbursement  Program  was  filed  Oct  20  by  the  Pharma- 
ceutical Manufacturers  Association.  The  suit,  filed  in  the  U S District  Court  for 
the  District  of  Columbia,  contends  that  the  HEW  plan  will  adversely  affect  the 
quality  of  patient  care  and  will  “require  federal  officials  and  employees  to  exer- 
cise supervision  and  control  over  the  practice  of  medicine.”  The  regulations,  pub- 
lished in  the  Federal  Register  last  July,  were  challenged  by  the  American  Medical 
Association’s  suit  filed  July  29  seekinga  permanent  injunction  barring  enforce- 
ment of  the  regulations.  Action  on  the  case  is  pending  HEW’s  filing  of  a reply 
brief  to  the  challenge,  which  is  expected  soon. 

WASHINGTON:  HEW  RELEASES  SOME  MEDICAID  EARNINGS.  Twenty-eight 
Texas  physicians  were  included  in  a list  of  215  doctors  in  19  states  and  the 
District  of  Columbia  who  received  $100,000  or  more  in  Medicaid  payments  in 
1974.  The  names  of  the  Texas  doctors  have  been  carried  by  at  least  one  major 
Texas  newspaper.  One  Texas  doctor  listed,  HEW  has  acknowledged,  was  inac- 
curately reported.  The  identity  of  the  physicians  was  released  by  the  department 
under  the  requirements  of  the  Freedom  of  Information  Act  after  it  was  requested 
by  several  newspapers.  In  a statement  released  with  the  names,  HEW  officials 
stressed  that  the  fact  that  these  physicians  had  received  such  amounts  from 
Medicaid  should  not  be  construed  as  any  evidence  of  wrongdoing. 
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On  any  new  car 
or  truck  you  lease 
through  the 
Texas  Medical 
Association, 
you’ll  save  time 
and  taxes. 


Texas  Medical  Association  Automobile  Lease  Program  features: 


• Low  lease  cost. 

• Tax  savings. 

• Positive  cash  flow. 

• No  required  record  keeping. 

• Choice  of  vehicle  and  equipment. 


Custom-tailored  lease  to  your 
requirements. 

Total  maintenance  on  all 
Lincoln-Mercury  products. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77036 


TEXAS  MEDICINE 


ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY 

Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 
The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  angina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


mw 


(isosorbide 

dinitrate) 

20  mg. 

Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

• To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

• To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  Is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation.  

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  LABORATORIES  INC.^ 

New  York,  New  York  10017  ® 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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can 

ALCOHOLISM 

be  treated 
in  2 weeks? 


The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today 
It  is  a medical  program  100%  controlled  by  physicians  who  daily 
funckides-'’'^'^'^*^  psychosomatic  and  psychiatric  problems.  ^ 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management  . . . teaches  alternative 
behaviors,  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress 
anxiety,  depression  and  the  desire  for  an  alcoholic 
high  ; introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physioloqic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

^ sense  one  based  on  what  we  know  about 

addirUnn  sociology,  and  psychology  of  alcohol 

not  uhnred^^^'^^  mystique  involved  and  unproven  modalities  are 

patients  treated  from  October  1970  to  October  1974 
48/0  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  on^year 

SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 

• Amencan  Hospital  Association  & Texas  Hospital  Association 

, ^ ^ ^^‘^redited  as  a full-service  psychiatric  facility 

Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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TEXAS  MEDICINE 


COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION 

Texas  Medical  Association’s  1976  Conference  on  LegisMion  and 
Medical  Service  will  be  held  Jan  16-18,  1976,  at  the  Joe 
Thompson  Conference  Center  in  Austin.  The  Conference  wi 
open  at  9 am,  and  close  at  4:30  pm.  Registrants  will  be  guests 
of  the  Association  for  lunch,  and  the  Texas  Employers  Insur- 
ance Association  will  host  a cocktail  party  at  the  conclusion  of 
the  conference.  The  keynote  speaker  will  be  Richard  L Lesher, 
PhD,  Washington,  DC,  President,  Chamber  of  Commerce  of  the 

United  States. 

(For  further  details,  see  story  on  p.  6.) 


Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd; 
Austin  78701 


CURRENT  MEETINGS  IN  TEXAS 


EMERGENCY  MEDICAL  SERVICES  SYM- 
POSIUM, Hilton  Inn,  Austin,  Jan  28-29, 
1976.  Coordinated  by  Tex  Dept  of  Health 
Resources.  Emergency  Medical  Services  Di- 
vision. Emphasis  on  emergency  medical  care 
as  a comprehensive  system.  Registration 
fee,  $15.  Registration  held  from  7:30  ^ 
through  9:16  am  on  Jan  28.  Speakers  in- 
clude Charles  E King.  Drs.  Fratis  L Duff 
Floyd  A Norman.  Robert  E Streicher,  Da^d 
R Boyd.  Contact:  Tex  Dept  of  Health  Re- 
sources, Emergency  Medical  Services  Di- 


CURRENT  NATIONAL  MEETINGS 


PSYCHIATRIC  AUDIT  TEAM  SEMINAR 

The  Texas  Medical  Foundation  has  announced  the  scheduling 
of  a Psychiatric  Audit  Team  Seminar  (PATS)  for  Jan  13-14, 
1976  in  Dallas.  The  PATS  will  be  conducted  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals.  The  program  seeks  to 
provide  health  care  facilities  with  the  mechanism  for  measuring 
and  documenting  the  quality  of  care  they  are  delivering. 


Contact:  Texas  Medical  Foundation,  7800  Shoal  Creek,  Suite 
390W,  Austin  78757 


TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC 

The  annual  meeting  of  the  Texas  Society  of  Pathologists,  Inc, 
will  be  held  at  the  Hilton  Inn,  Fort  Worth,  beginning  at  8:30 
am,  Jan  24,  1976.  Topics  of  discussion  include  recent  advances 
in  thyroid  function  tests,  current  thoughts  on  clindamycin  cloi- 
tis,  perspective  on  coronary  artery  bypass  surgery,  blood  gases-- 
clinical  implications,  pathology  around  the  world,  spectrum  o 
renal  cystic  diseases,  and  perspective  of  current  blood  banking 
practices. 

Contact:  Ms.  Iris  Wenzel,  1801  N Lamar  P.lvd,  Austin  78701 


72nd  ANNUAL  CONGRESS  ON  MEDICAL 
EDUCATION,  Palmer  House.  Chicago,  Jan 
30-Feb  1,  1976.  Presented  by  Council  on 
Medical  Education  of  American  Medical 
Association  in  collaboration  with  Associa- 
tion for  Hospital  Medical  Education, 
American  Medical  Student  Association, 
American  Society  of  Allied  Hea.lth  Profes- 
sions. Federation  of  State  Medical  Boards 
of  the  United  States,  Intern  and  Resident 
Business  Session  (AMA).  Sessions  open 
to  all  Congress  participants  except  busi- 
ness meetings  of  organizations  and  those 
as  specified  in  program.  Registration  fees: 
$5.  students;  $25.  others.  Contact;  AMA, 
635  N Dearborn  St,  Chicago  60610. 


TEXAS  ACADEMY  OF  FAMILY  PHY- 
SICIANS, Aspen  Colo,  Jan  24-31,  1976. 

Guest  speakers  are  Dr.  Ronald  Mahoney, 
Clinical  Assoc  Prof,  UT  at  Houston,^  Di- 
rector Cardiopulmonary  Dept,  and  Direc- 
tor Maximal  Stress  Lab  and  Cardiac  Cath 
Lab;  Dr.  Donald  G Pansegraw,  Director 
Maximal  Stress  Lab  and  Cardiac  Rehabili- 
tation Service,  St,  Paul’s  Hospital,  Dallas, 
Topics,  cardiology  and  pulmonai-y  prob- 
lems. Fee  for  scientific  program,  $75.  Ac- 
ceptable for  25  hours  prescribed  credit, 
AAFP.  Contact:  Donald  C Jackson.  Exec 
Dir,  1905  N Lamar  Blvd,  Austin  78705. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  122-125. 
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Calendar  of  Listings 

m Denotes  Texas  Meetings 


JANUARY 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, New  Orleans,  Jan  30-Feb  4,  1976.  Dr.  CV 
Heck,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  COLORADO 
REGIONAL  MEETING,  Colorado  Springs,  Colo,  Jan 
16-17,  1976.  Dr.  Robert  V Elliott,  St.  Luke’s  Hospital, 
601  E 19th  Ave,  Denver  80203. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS.  Coro- 
nado, Calif,  Jan  28-Feb  1,  1976.  Dr.  JC  Nemiah,  Sec- 
Gen,  330  Brookline  Ave,  Boston  02216. 

■ AMERICAN  COLLEGE  OF  SURGEONS.  SOUTH 
TEXAS  CHAPTER,  Brownsville,  Jan  29-31,  1976.  Dr. 
Edwin  M Sykes,  Jr,  Sec,  428  Baltimore.  San  Antonio 
78216. 

AMERICAN  ORTHOPAEDIC  FOOT  SOCIETY.  New 
Orleans,  Jan  30,  1976.  Dr.  RA  Mann,  Sec,  6496  Fernhoff 
Rd,  Oakland,  Calif  94619. 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND. 
New  Orleans,  Jan  28-30,  1976.  Dr.  JA  Boswick,  Jr! 
Sec-Treas,  4200  E 9th  St,  Box  2414,  Denver  80220. 

■ EMERGENCY  MEDICAL  SERVICES  SYMPOSIUM, 
Austin,  Jan  28-29,  1976.  Tex  Dept  of  Health  Resources, 
Emergency  Medical  Services  Division,  Box  14986,  Austin 
78761. 

EPILEPSY  FOUNDATION  OF  AMERICA.  Washington, 
DC,  Jan  19-22,  1976.  1828  L St,  NW,  Washington,  DC 
20036. 


INTER-AMERICAN  SYMPOSIUM  ON  INTERNAL 
MEDICINE,  Mexico  City,  Jan  12-16,  1976.  Dr.  James  F 
Hammarsten,  The  University  of  Okla  Health  Sciences 
Center,  College  of  Medicine.  Dept  of  Medicine,  Box 
26901,  Oklahoma  City  73190. 

SOCIETY  OF  THORACIC  SURGEONS,  Washington 
DC,  Jan  26-28,  1976.  WG  Purcell,  Bus  Mng,  111  E 
Wacker  Dr,  Chicago  60601. 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH 
New  Orleans.  Jan  23-24,  1976.  Dr.  JR  Montgomery,  Sec- 
Treas,  1200  Moursund  Ave,  Houston  77026. 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Snow- 
mass,  Colo,  Jan  24-31,  1976.  Donald  C Jackson,  Exec 
Dir,  1906  N Lamar  Blvd.  Austin  78706. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan  16-18, 
1976.  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar 
Blvd,  Austin  78701. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Fort  Worth, 
Jan  23-26,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Aus- 
tin 78701. 


US  VIRGIN  ISLANDS  MEDICAL  SOCIETY,  St.  Thom 

Dr.  Harold  A Hanno,  Sec.  Bo; 
1442,  St,  Thomas,  VI  00801. 


FEBRUARY 


AMERICAN  COLLEGE  OF  CARDIOLOGY,  New 
leans,  February,  1976.  William  D Nelligan,  Exec 
9650  Rockville  Pike,  Bethesda,  Md  20014. 


Or- 

Off, 


AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIA- 
Boston,  Feb  3-7,  1976.  Ms.  M Block,  Admn  Sec. 
1866  Broadway,  12th  Floor,  New  York  10023. 


AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Bal  Harbour,  Fla,  Feb  29-Mar  6 
1976.  Dr.  John  G Bellows,  Dir,  30  N Michigan  Ave,  Chi- 
cago 60602. 

■ DISTRICT  I MEDICAL  SOCIETY  OF  THE  TEXAS 
MEDICAL  ASSOCIATION,  El  Paso,  Feb  7,  1976.  Dr. 
Laurance  N Nickey,  Sec-Treas.  1616  N Oregon,  El  Paso 
79902. 


■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Feb  26-27,  1976.  SE  Cock- 
rell, Jr,  Exec  Off,  202  W French  Place,  San  Antonio  78212. 

NOAH  WORCESTER  DERMATOLOGICAL  SOCIETY, 
Hollywood,  Fla,  Feb  28-Mar  6,  1976.  Dr.  H Plotnick,  Sec- 
Treas,  1160  David  Whitney  Bldg,  Detroit  48226. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLO- 
GY, Miami  Beach,  Fla,  Feb  29-Mar  6,  1976.  Dr.  John  Bel- 
lows, Exec  Off.  30  N Michigan  Ave,  Chicago  60602. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  Feb  18-20,  1976.  Mrs.  Floy  Bleker, 

Exec  Sec.  4300  N Lamar  Blvd.  Austin  78766. 

SOUTHEASTERN  SURGICAL  CONGRESS,  New  Or- 
leans, Feb.  8-12,  1976.  Dr.  AH  Letton,  Sec-Dir,  315  Boule- 
vard NE,  Suite  600,  Atlanta  30312. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Fort 
Worth,  Feb  29-Mar  3,  1976.  Robert  E Monroe,  Exec  Sec- 
Treas,  1117  W 42nd,  Austin  78766. 


MARCH 

alpha  epsilon  delta,  Tuscaloosa,  Ala,  Mar  31- 
Apr  3,  1976.  7 Brookside  Circle,  Bronxville,  NY  10708. 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Juan,  PR, 
Mar  6-10,  1976.  JO  Kelley,  Exec  Off,  226  E Michigan 
St,  Milwaukee  63202. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  & 
BACTERIOLOGISTS,  Boston,  Mar  20-23,  1976.  9660 

Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  DIOPTER  & DECIBEL  SOCIETY,  San 
Diego,  Calif,  Mar  14-21,  1976.  Dr.  Albert  C Esposito, 
Exec  Dir,  Suite  100,  Medical  Center  Bldg,  420-422  11th 
St,  Huntington,  WVa  26701. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION,  New 
Orleans,  Mar  6-7,  1976.  Louis  R Giancola.  Exec  Dir, 
1400  Hicks  Rd,  Rolling  Meadows,  111  60008. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Seattle,  Mar  18-19, 
1976.  1718  Gallagher  Rd,  Norristown,  Pa  19410. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen,  Colo,  Mar 
1-6,  1976.  Registration  Division,  1818  Gaylord  St,  Denver 
80206. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION,  Atlanta,  Mar  21-26,  1976. 
1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  Va  22209. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  In- 
dia, Mar  17-Apr  4,  1976.  Exec  Offices,  147-41  Sanford 
Ave,  Flushing,  NY  11366. 

NEVADA  TUMOR  REGISTRY  OF  THE  NEVADA 
CANCER  CONTROL  INSTITUTE,  Las  Vegas.  Nev, 
Mar  11-12,  1976.  Ms.  Irene  S Peacock,  1800  W Charles- 
ton Blvd,  Las  Vegas,  Nev  89102. 
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NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  Mar  29-Apr  1,  1976.  1480  Tulane  Ave, 
New  Orleans,  La  70112. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  McAllen,  Mar  11-18,  1976.  Iris  Wen- 
zel, 1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Mar 
4-6,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 
78701. 


APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY.  Toronto. 
Apr  26-May  1,  1976.  Stanley  A Nelson,  Exec  Off,  401B 
W 66th  St,  Suite  302A,  Minneapolis  65436. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Philadelphia, 
Apr  12-15,  1976.  Dr.  Robert  G Frazier,  1801  Hinman  Ave, 
Evanston,  111  60204. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Louis- 
ville, Apr  20-23,  1976.  Dr.  John  C Finerty,  Pres,  LSU 
Medical  Center,  Suite  1610,  Canal  LaSalle  Bldg,  New 
Orleans  70112. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles.  Apr  23-26,  1976.  William  T Mal- 
oney, Exec  Off,  6 Beacon  St,  Boston  02108. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Las  Vegas, 
Nev,  Apr  4-8,  1976.  Eloi  Bauers,  JD,  Exec  Vice-pres/ 
Counsel,  2100  Dain  Tower,  Minneapolis  66402. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Den- 
ver, Apr  27-30,  1976.  James  W Dilley,  Exec  Dir,  2807 
Central,  Evanston,  111  60201. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia. 
Apr  6-8,  1976,  Dr.  EMward  C Rosenow,  Jr,  4200  Pine  St, 
Philadelphia  19104. 

■ AMERICAN  GERIATRICS  SOCIETY,  INC.  Houston, 
Apr  21-22,  1976.  10  Columbus  Circle,  New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Miami  Beach,  Fla,  Apr 
22-27,  1976.  Fred  Kern,  Jr,  Pres,  4200  E 9th  Ave, 
Denver  80220. 

AMERICAN  BRONCHO-ESOPHAGOLOGICAL  ASSO- 
CIATION, Palm  Beach,  Fla,  Apr  27-28,  1976.  Dr.  LW 
Pratt,  Sec,  37  Lawrence  Ave,  Fairfield,  Me  04937. 

AMERICAN  FERTILITY  SOCIETY,  Las  Vegas,  Nev, 
Apr  6-8,  1976.  Dr.  JC  Weed.  Med  Dir,  1608  13th  Ave  S, 
Suite  101,  Birmingham,  Ala  36206. 

AMERICAN  MEDICAL  ELECTROENCEPHALOGRA- 
PHIC  ASSOCIATION,  Savannah,  Ga,  Apr  7-11,  1976. 
Dr.  WA  Stephenson,  Sansum  Medical  Clinic,  Inc,  PO 
Drawer  LL,  Santa  Barbara,  Calif  93102. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Cincinnati,  Apr  24-29,  1976.  HN  Schulz,  Exec 
Dir,  160  N Wacker  Dr,  Chicago  60606. 

AMERICAN  OTOLOGICAL  SOCIETY.  Palm  Beach.  Fla, 
Apr  26-26,  1976.  Dr.  GD  Taylor,  Sec-Treas,  221  Marshall 
Taylor  Dr  Bldg,  Jacksonville,  Fla  32207. 

AMERICAN  SOCIETY  FOR  ARTIFICIAL  INTERNAL 
ORGANS,  San  Francisco,  Apr  1-3,  1976.  Mrs.  KK 

Burke,  Exec  Dir.  ASAIO  National  Office,  Box  777, 
Boca  Raton,  Fla  33432. 


AMERICAN  SOCIETY  FOR  EXPERIMENTAL  PATH- 
OLOGY, Anaheim,  Calif,  Apr  11-16,  1976.  Dr.  GB  Mider, 
Blxec  Off,  9660  Rockville  Pike,  Bethesda,  Md  20014. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PSY- 
CHOANALYSIS,  New  York,  Apr  13,  1976.  Dr.  M Ren- 
don, Sec,  333  E 30  St,  New  York  10016. 

ASSOCIATION  OF  CONVALESCENT  HOMES  AND 
HOSPITALS  FOR  ASTHMATIC  CHILDREN,  Laa 
Vegas,  Nev,  Apr  1-2,  1976.  I Friedman,  Exec  Vice-pres, 
Spring  Valley  Rd,  Ossining,  NY  10662. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  Washington, 
DC,  Apr  9-10,  1976.  Suite  1720,  2 Park  Ave,  New  York 
10016. 


MAY 


■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  May  10-13,  1976.  Dr.  Warren 
H Pearse,  Exec  Off,  1 E Wacker  Dr,  Suite  2700,  Chicago 
60601. 

■ AMERICAN  COLLEGE  OF  SURGEONS.  NORTH 
TEXAS  CHAPTER,  Dallas,  May  16,  1976.  Dr.  RC  Jones, 
Sec,  6323  Harry  Hines,  Dallas  76235. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  McAllen.  May  20-23,  1976.  Geraldine 
Midgley.  Exec  Off,  Box  1287,  Uvalde  78801. 

■ SOUTHWEST  ALLERGY  FORUM.  San  Antonio.  May 
22-25,  1976.  Dr.  Peter  B Kamin,  601  Oak  Hills  Medical 
Bldg,  San  Antonio  78229. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Houston, 
May  3-6,  1976.  Dr.  Jack  A Barney,  Sec-Treas,  708  Physi- 
cians & Surgeons  Bldg,  Oklahoma  City  73103, 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  May  6-9,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION, 
Dallas,  May  7,  1976.  Dr.  Frank  J Kelly,  Sec-Treas,  Box 
647,  Amarillo  79177. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas. 
May  7-8,  1976.  Dr.  Jeff  R Moore,  Box  3766,  Amarillo 
79106. 


JUNE 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY,  INC, 
Las  Vegas,  Nev,  Jun  13-16,  1976.  Dr.  Richard  H Moiel, 
Sec,  601  Medical  Towers,  1709  Dryden  St,  Houston  77026. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
TEXAS  CHAPTER,  Dallas,  June,  1976.  Dr.  CB  Shuey, 
Jr,  Sec,  3600  Gaston  Ave,  Dallas  76246. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER, Houston,  Jun  9-13,  1976.  Box  9928,  Austin  78766. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE.  Bos- 
ton, Jun  21-23,  1976.  Dr.  Elliot  L Sagall,  464  Brookline 
Ave,  Boston  02215. 

■ AMERICAN  MEDICAL  ASSOCIATION,  Dallas,  Jun  27- 
Jul  1,  1976.  535  N Dearborn,  Chicago  60610. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Houston,  Jun  16-17,  1976.  Dr.  A Bryan  Spires,  Southwest 
Tower  Bldg,  Suite  900,  211  E 7th  St,  Austin  78701. 
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Texas  Medical  Association 


CONFERENCE  ON  LEGISLATION 
AND  MEDICAL  SERVICE 

Saturday,  January  17,  1976  — Austin 


FEATURED  SPEAKERS: 

“Can  Capitalism  Survive?” 

RICHARD  L.  LESHER,  PhD,  Washington,  DC 
President,  US  Chamber  of  Commerce 

“1976 — A Year  of  Legislative  Decision  for 
Medical  Manpower  and  Education” 

TOM  E.  NESBITT,  MD,  Nashville 
Speaker,  AMA  House  of  Delegates 

“Issues  Before  Congress  and  the  Ways  and 
Means  Committee” 

HON.  J.  J.  "JAKE”  PICKLE,  Austin 
Representative,  10th  Congressional  District  of  Texas; 
Member,  US  House  of  Representative  Ways  and 
Means  Committee 

“Is  This  the  Year  for  National  Health 
Insurance?” 

EDGAR  T.  BEDDINGFIELD,  MD,  Wilson,  NC 
Chairman,  AMA  Council  on  Legislation 


PANEL  SESSIONS: 

Update  on  Professional  Standards  Review  Organiza- 
tions/TMA’s  Role  in  Resolving  the  Professional  Liability 
Insurance  Crisis/Achieving  Maximum  Effectiveness  on 
Issues  Before  Congress  and  the  Texas  Legislature/ 
TMA's  Multi-Faceted  Approach  to  Representing  Physi- 
cians on  Issues  Which  Impose  Economic  Restraints 
Upon  Them 


PLUS:  CURBSTONE  CONSULTATIONS 
AND  ORIENTATION  PROGRAM 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions; anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions;  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROGRIG 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pm  worms  and 
roundworms. 

Antimmth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
m clinical  studiesl^  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  mgestion... 
doesn't  stain  stools,  Imen  or 
clothmg. 

One  prescription  can 
economically  treat  the  entire 
family 

ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Pi Aworms,  roundworms  controlled 
with  n single,  non-stnining  dose  of 


antiminth 

(pyrantel  pamoate) 


*Data  on  file  at  Roerig. 


OliAL  SUSPENSION 


Please  see  prescribing  information  on  facing  page. 
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to  the  profession  on  request. 
Eli  Lilly  and  Company  ' 
Inilianapnlk,  Indiana  4f>70A 

600062 

Sputum  cytopathological  findings 
in  former  asbestos  workers 

S,  Donald  Greenberg,  MD;  George  A.  Hurst,  MD;  William  T.  Matlage,  MD; 

Charles  S.  Christianson,  MD;  Irby  J.  Hurst,  MD;  Linda  C.  Mabry,  CT 


Cigarette  smoking  asbestos  workers  con- 
stitute a high-risk  group  for  the  potential 
development  of  lung  cancer.  The  Tyler 
Asbestos  Workers  Program  was  begun  in 
July  1974  to  examine  890  former  asbes- 
tos workers,  approximately  90%  of  whom 
are  cigarette  smokers.  As  of  April  1975, 
456  former  workers  had  been  studied  by 
sputum  cytopathology;  217  (48%)  were 
found  to  have  mild  squamous  epithelial 
atypias,  20  (4%)  severe  atypias,  and  1 
(0.3%)  malignant  cells  of  a squamous 
carcinoma.  Sputum  cytopathology  has 
been  found  to  be  an  excellent,  simple, 
noninvasive,  painless,  and  inexpensive 
means  of  early  detection  of  premalignant 
and  malignant  lesions  of  the  lungs. 

One-third  (33%)  of  these  former  as- 
bestos workers  had  ferruginous  bodies  in 
their  sputum.  The  ferruginous  bodies  were 
most  numerous  in  aerosol-induced  sputa 
specimens  and  could  be  readily  identified 
by  the  routine  Papanicolaou  stain. 

Introduction 

The  Tyler  Asbestos  Workers  Program  has 
been  developed  for  former  asbestos 
workers  in  order  to  provide  them  the  most 
up-to-date  care  for  the  early  detection  and 
treatment  of  pulmonary  diseases,  par- 
ticularly carcinoma.  Approximately  90% 
of  these  men  are  also  cigarette  smokers, 
and  this  along  with  their  previous  occupa- 
tional asbestos  exposure  renders  them  90 
times  more  likely  than  the  general  popu- 
lation to  develop  carcinoma  of  the  lung.^  ^ 
The  cohort  for  the  program  is  composed 


From  the  Department  of  Pathology,  Baylor 
College  of  Medicine,  and  the  East  Texas  Chest 
Hospital,  Tyler,  Texas. 

Supported  in  part  by  Contract  No.  l-CN-45-66 
of  the  National  Cancer  lnstitutee.Division  of 
Cancer  Control  and  Rehabilitation,  to  the  Texas 
Chest  Foundation.  s. 


of  890  former  amosite  asbestos  workers, 
most  of  whom  still  live  within  a 150-mile 
radius  of  Tyler,  Texas.  The  plant  operated 
between  1954  and  1972.  The  program 
began  in  July  1974,  and  is  ongoing.  Each 
former  worker  is  scheduled  for  a complete 
interview,  physical  examination,  and  lab- 
oratory diagnostic  studies  including  com- 
plete blood  count  and  urinalysis,  roent- 
genogram of  the  chest,  electrocardiogram, 
spirometry,  and  sputum  cytopathology 
which  serves  as  the  heart  of  the  program. 
Through  April  1975,  1,184  sputum  speci- 
mens from  456  workers  had  been  studied 
and  the  results  serve  as  the  basis  of  this 
report. 

Material  and  Methods 

Sputum  is  collected  by  both  aerosol 
inhalation  duringthe  initial  clinic  visit 
and  early  morning  cough  at  home.  All 
sputa  are  collected  directly  into  60% 
alcohol  which  serves  as  an  instant  fixative. 
Three  sequential  early  morning  home-col- 
lected sputa  are  mailed  to  the  cytopatho- 
logy laboratory  and  pooled  into  one.  Spu- 
tum induction  is  carried  out  by  transoral 
inhalation  of  a few  breaths  of  an  ultrasonic 
aerosol  mist  of  8%  solution  of  sodium 
chloride  in  water.  After  inhaling  as  few  as 
three  to  five  breaths,  the  patient  yields 
an  adequate  specimen  which  is  collected 
directly  into  60%  alcohol  in  the  sputum 
container.  The  sputum  specimens  are 
poured  into  a Petri  dish  and  the  cyto- 
technologist,  using  curettes,  selects  out 
portions  of  cellular  aggregates,  debris, 
and  particulate  matter  and  transfers  them 
onto  four  prelabeled  microscopic  slides 
which  have  been  coated  with  a thin  layer 
of  albumin.  The  cellular  material  is  spread 
thinly  and  evenly  over  the  slide  by  a sec- 
ond slide  which  is  not  albumin  coated.  The 
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slides  to  be  stained  are  then  placed  in 
95%  ethyl  alcohol  in  a Coplin  jar  and 
subsequently  stained  in  the  routine  man- 
ner by  the  Papanicolaou  technique.  The 
remainder  of  the  specimen  is  utilized  for 
preparation  of  a cell  block.  The  sediment 
for  the  cell  block  is  placed  into  a tissue 
embedding  bag,  passed  through  the  rou- 
tine tissue  fixatives,  and  embedded  in 
paraffin.  The  paraffin  blocks  of  the  sedi- 
ment are  sectioned  and  stained  with  hema- 
toxylin and  eosin  and  Prussian  blue  for 
iron. 

Screening  of  the  Papanicolaou-stain- 
ed sputum  smears  averages  five  to  seven 
minutes  per  slide.  Black  ink  dots  are 
placed  by  atypical  cells  and  green  ink  dots 
by  ferruginous  bodies.  The  total  number 
of  ferruginous  bodies  per  specimen  (four 
slides)  is  reported  as  follows:  few,  1 to 
14;  moderate,  15  to  29;  and  many,  more 
than  30.  For  quality  control,  the  cyto- 
pathology  slides  of  10%  of  all  negative 
sputa  specimens  are  rescreened. 

The  sputa  specimens  are  reported  as 
unsatisfactory  (saliva),  no  atypia,  mild 

1.  Photomicrograph  of  sputum  showing  a dumbbell- 
shaped  ferruginous  body.  Note  the  adjacent  cluster 
of  free  alveolar  macrophages.  Papanicolaou  stain, 

X 260. 


atypia,  severe  atypia,  and  positive  for 
carcinoma.  Free  alveolar  macrophages 
must  be  identified  in  order  for  the  speci- 
men to  be  considered  adequate;  other- 
wise it  is  presumed  to  be  unsatisfactory. 
Mild  atypias  include  squamous  metaplasia 
and  mild  dysplasias.  Severe  atypias  in- 
clude moderate  and  severe  dysplasias. 

The  term  “dysplasia”  is  used  to  imply 
dyskaryosis.  The  squamous  metaplasia 
and  the  dysplasias  are  thought  to  be  re- 
versible atypias  of  the  bronchial  epitheli- 
um. “Positive  for  carcinoma”  includes 
both  carcinoma  in  situ  and  invasive  carci- 
noma. We  are  applying  this  nomenclature 
of  descriptive  terminology  to  represent 
the  progression  of  epithelial  atypias  from 
the  mildest  change  of  simple  squamous 
metaplasia  to  the  development  of  frank 
squamous  carcinoma. 

Results 

Ferruginous  bodies  have  been  found  in 
the  sputa  of  approximately  one-third  of 
the  former  asbestos  workers.  Less  than 

2.  Photomicrograph  of  sputum  showing  a lance- 
shaped ferruginous  body.  Papanicolaou  stain, 

X260. 
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1 % of  those  tested  have  failed  to  produce 
satisfactory  specimens.  Thus  far,  only 
one  former  worker  has  been  found  to  have 
cells  positive  for  squamous  carcinoma  in 
his  sputa.  He  was  a 76-year-old  Cau- 
casian man  who  had  worked  in  the  as- 
bestos plant  from  1954  to  1961.  He  was 
also  a chronic  cigarette  smoker  of  180 
pack  years.*  Initial  sputum  examination 
disclosed  both  ferruginous  bodies  (Figs 
1,  2)  and  malignant  cells  of  squamous 
carcinoma  (Fig  3).  A roentgenogram  of 
the  chest  showed  reticular  infiltrates  con- 
sistent with  interstitial  fibrosis  in  the  low- 
er lobes  of  both  lungs;  however,  no  local- 
izing lesion  was  seen.  Fiberoptic  bron- 
choscopy revealed  an  ulcerating  lesion  of 
the  bronchus  intermedius  which,  by  brush- 
ing, washing,  and  biopsy,  was  positive 
for  squamous  carcinoma  (Fig4).  Media- 
stinoscopy and  other  routine  laboratory 
studies  showed  no  metastasis,  and  a right 
exploratory  thoracotomy  was  performed. 
When  visceral  pleural  metastases  were  dis- 


*Three packs  of  cigarettes/day/50  years. 


3.  Photomicrograph  of  sputum  revealing  two  large 
malignant  cells  of  squamous  carcinoma.  Papani- 
colaou stain,  X 260. 


covered,  the  carcinoma  was  considered 
to  be  unresectable  and  the  operation  was 
terminated.  The  patient  refused  both  radi- 
ation therapy  and  chemotherapy,  and 
died  of  probable  ventricular  fibrillation 
six  months  after  diagnosis.  Necropsy  re- 
vealed the  squamous  cell  carcinoma  of 
the  bronchus  intermedius  (Fig  5)  with 
metastases  to  right  bronchial  lymph  nodes, 
right  visceral  pleura,  and  pericardium. 
Asbestosis  with  interstitial  fibrosis  was 
present  in  both  lower  lobes  of  the  lungs 
(Figs  6,  7)  and  centrilobular  emphysema 
was  present  in  the  upper  lobes. 

Twenty  former  workers  (4%)  have  had 
sputa  with  severe  epithelial  atypias,  and 
48%  have  had  mild  atypias,  the  majority 
of  which  are  squamous  metaplasia. 

In  the  group  of  former  workers  whose 
sputa  has  yielded  ferruginous  bodies,  the 
aerosol  method  of  sputum  specimen  in- 
duction has  provided  for  more  frequent 
recovery  of  the  bodies  than  spontaneous 
sputa  alone.  Also,  by  our  methods  of 
quantitation,  the  aerosol-induced  sputa 
specimens  contain  a larger  number  of 


4.  Photomicrograph  of  the  tissue  preparation  of 
the  bronchial  biopsy.  Note  nest  of  malignant  cells 
of  squamous  carcinoma.  Hematoxylin  and  eosin 
stain,  X 145. 
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5.  Gross  photograph  of  a coronal  section  of  the 
right  lung.  Note  the  irregular  white  squamous 
carcinoma  (arrow)  involving  the  bronchus  inter- 
medins. 


6.  Gross  photograph  of  coronal  section  of  right 
lung.  There  is  diffuse  interstitial  fibrosis  of  the 
lower  lobe  (arrow). 


ferruginous  bodies.  This  appears  to  be 
even  more  significant  when  one  considers 
that  the  aerosol-induced  specimen  is  a 
single  specimen,  while  the  spontaneous 
specimen  is  a pool  of  three.  The  sputa 
specimens  with  severe  epithelial  atypias 
were  equally  distributed  between  aerosol- 
induced  and  spontaneous  specimens. 

Discussion 

While  the  first  cases  of  pulmonary  fibrosis 
caused  by  asbestos  inhalation  were  report- 
ed in  1929,3  and  the  first  case  of  lung 
cancer  associated  with  asbestos  in  1935,'* 
it  was  not  until  19682  epidemiologic 
studies  established  the  role  of  asbestos 
in  the  development  of  lung  cancer  in  ciga- 
rette smoking  asbestos  workers. 

The  Tyler  asbestos  plant  was  in  opera- 
tion between  1954  and  1972,  employing 
890  men  who  processed  amosite  asbestos 
mined  in  South  Africa. 

For  many  years,  sputum  cytopathology 
has  been  known  to  be  a useful  clinical 
laboratory  means  of  early  detection  and 
diagnosis  of  lung  cancer,  yielding  positive 
results  in  up  to  80%  of  cases. ^ Only  re- 
cently, however,  has  the  role  of  fiberoptic 
bronchoscopy  been  established  in  the 
localization  of  superficial  endobronchial 
carcinomas.®  Serial  roentgenograms  of  the 
chest  will  not  permit  truly  early  detection 
of  lung  cancer  because  such  a cancer 
must  grow  and  double  for  more  than  five 
years  before  it  becomes  large  enough  to 
be  seen  by  the  radiologist.'^ 

Thus  far,  in  the  Tyler  Asbestos  Workers 
Program,  only  one  of  456  former  workers 
has  had  a sputum  cytopathologic  diag- 
nosis of  squamous  carcinoma.  Although 
the  roentgenogram  of  this  man’s  chest 
showed  no  localizing  lesion,  the  cancer 
found  by  fiberoptic  bronchoscopy  in  the 
bronchus  intermedius  had  already  metas- 
tasized to  the  visceral  pleura  and  was 
nonresectable  for  cure.  Twenty  of  these 
456  former  workers  have  severe  atypia 
of  epithelial  cells  in  their  sputa.  Close 
clinical  and  cytologic  follow-up  of  these 
20  patients  is  presently  in  progress.  As 
the  program  continues,  all  890  former 
workers  will  be  examined  and  reexamined 
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routinely  at  six-month  intervals  or  more 
often  depending  upon  cytopathologic  and 
clinical  findings  in  each  case. 

As  yet,  no  statistical  correlations  can 
be  made  between  the  association  of  fer- 
ruginous bodies  (Fig  8)  and  atypical 
epithelial  cells  in  the  sputa,  but  in  the 
future,  as  more  data  are  gained,  this  will 
be  of  great  interest.  Even  now,  one  can 
state  that  the  finding  of  ferruginous  bodies 
in  such  numbers  indicates  significant  as- 
bestos exposure,  because  from  1972  to 
1975,  not  one  such  body  had  been  found 
in  similar  cytopathologic  examinations  of 
12,000  sputa  specimens  from  the  general 
public  in  the  Cytopathology  Laboratory  of 
the  Harris  County  Hospital  District,  Hous- 
ton, Texas. 

Conclusion 
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Sputum  cytopathology  is  an  excellent, 
simple,  noninvasive,  painless,  and  inex- 
pensive means  for  early  detection  of  ma- 
lignant and  premalignant  lesions  of  the 
lung,  and  no  special  techniques  are  neces- 
sary for  the  identification  of  ferruginous 
bodies. 


7.  Photomicrograph  of  tissue  preparation  from  right 
lower  lobe  of  lung  showing  a deeply  stained  fer- 
ruginous body  with  associated  free  alveolar  macro- 
phages and  fibroblasts.  Prussian  blue  stain,  X 170. 


8.  Artist’s  sketch  of  a club-shaped  ferruginous  body 
with  associated  free  alveolar  macrophages. 
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Lead  health  hazards 
from  smelter  emissions 


The  El  Paso  City  County  Health  Depart- 
ment began  an  investigation  of  a large 
custom  smelter  in  its  city  in  December 
1971  in  preparation  for  a court  case  filed 
by  the  city  for  violations  of  Texas  rules 
and  regulations  governing  air  pollution. 
The  smelter  has  been  in  operation  since 
1887,  producing  lead,  copper,  and  zinc 
from  over  800,000  metric  tons  of  ore 
concentrates  shipped  to  this  central  loca- 
tion. During  the  investigation,  it  was  de- 
termined that  the  smelter  had  emitted 
1,012  metric  tons  of  lead,  as  well  as  508 
metric  tons  of  zinc,  1 1 metric  tons  of 
cadmium,  and  1 metric  ton  of  arsenic 
from  its  stacks  into  the  surrounding  at- 
mosphere from  1969  through  1971.1-2 

The  emission  of  particulate  lead  into 
atmosphere  has  been  of  concern  not  only 
in  El  Paso  but  throughout  the  United 
States,  where  it  is  estimated  that  166,000 
metric  tons  of  particulate  lead  alone  is 
emitted  into  the  atmosphere  each  year.^ 
The  principal  source  of  this  emission  is 
from  the  automobile,  and  this  has  led  to  a 
growing  realization  that  this  source  may 
be  a widespread  and  potentially  important 
source  of  lead  absorption  among  chil- 
dren.Chronic  ingestion  and  in- 
halation of  particulate  lead  from  contami- 
nated dust,  soil,  and  air  may  account  in 
part  for  the  higher  mean  blood  lead  levels 
of  urban  as  compared  to  rural  children, ^ 
and  may  account  for  the  increased  lead 
levels  seen  in  children  living  near  busy 
roadways.® 

While  automobiles  may  be  the  major 
source  of  lead-bearing  particulate  mat- 
ter, stationary  sources  such  as  smelters 
can  create  environmental  concentrations 
of  lead  which  should  be  closely  watched 
and  monitored.  High  levels  of  lead  concen- 
trations in  the  vicinity  of  stationary 
sourcesi-i®  are  particularly  possible 


where  climatic  conditions  such  as  aridity, 
low  wind  velocity,  and  frequent  thermal 
inversions  minimize  opportunities  for  pol- 
lutant dispersion.  Studies  of  human  lead 
absorption  in  such  areas  as  described 
might  illustrate  further  the  potential 
health  hazard  posed  by  particulate  lead 
and  its  role  and  route  of  absorption  from 
the  environment. 

In  our  studies,  first  we  determined  lead 
concentrations  in  particulate  matter  col- 
lected with  high-volume  samplers 
throughout  El  Paso  from  1969  through 
1971.  After  consulting  with  appropriate 
authorities  concerning  the  measured  lead 
levels  in  the  ambient  air,  we  then  pro- 
ceeded to  determine  blood  lead  levels  in  a 
sample  of  persons  living  throughout  El 
Paso.  Results  of  this  initial  study  caused  us 
concern  and  thus  began  an  extensive 
study  of  exposure  of  these  people  to  lead 
in  dust,  soil,  paint,  food,  water,  and  pot- 
tery. Our  purpose  was  to  ascertain  the 
prevalence  and  severity  of  lead  absorp- 
tion in  this  locale,  and  to  evaluate  the  role 
of  particulate  lead  in  lead  uptake  (Fig  1). 

Background 

El  Paso  is  located  in  the  extreme  western 
part  of  Texas  alongside  the  Rio  Grande 
River  adjoining  Ciudad  Juarez, Chihua- 
hua, Mexico.  According  to  the  1970 
United  States  census,  it  has  a population 
of  322,261. 

The  topography  of  the  area  is  moun- 
tainous with  the  City  of  El  Paso  separated 
by  the  Franklin  Mountains  and  the  Juarez 
Mountains  to  the  south  in  Mexico.  The 
area  is  semidesert  and  arid  to  the  extent 
that  rainfall  supports  only  limited  vegeta- 
tion (10  to  25  cm  of  rainfall  per  year). “ 
Winds  are  moderate  (annual  average  13.5 
km  per  hour)i2  but  a fine,  gritty  dust  be- 
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comes  airborne  particularly  during 
March  and  April.  Thermal  inversions 
occur  on  70%  of  the  mornings. 

Air  Sampling 

Airborne  concentrations  of  lead,  zinc, 
cadmium,  and  arsenic  were  determined 
from  particulate  matter  collected  with 
high  volume  samplers,  and  the  size  dis- 
tributions of  the  suspended  particulate 
matter  collected  were  determined.  In  ad- 
dition, heavy  metals  concentrations  were 
determined  in  dust  collected  from  dustfall 
jars,  and  ratios  of  lead  to  bromine  were 
determined  in  suspended  particulate 
samples  for  correlation  and  identification 
of  lead  derived  from  automobile  gasoline 
sources. 

Ambient  air  samples — property  line 
samples  both  upwind  and  downwind — 
were  collected  at  and  around  the  smelter 
from  60  to  1 20  meters  from  the  base  of  the 
main  smelter  stacks  and  at  39  other  loca- 
tions in  El  Paso.  All  collections  were  made 
according  to  methods  standardized  by  the 
Texas  Air  Control  Board. Determina- 
tions of  heavy  metals  concentrations  in  the 
samples  were  made  by  atomic  spectro- 
photometry and  arsenic  concentrations 
by  an  arsine  method. 

Property  line  samples  at  the  smelter  in 
1971  contained  an  annual  mean  lead  con- 
centration of  92/xg/m3  with  ranges  from 
15  to  269  /j.g/m^.  Concentration  levels  fell 
rapidly  with  distance  from  the  smelter 
and  reached  normal  background  levels  at 
distances  of  4 to  5 km.  Cadmium,  zinc,  and 
arsenic  levels  were  also  highest  near  the 
smelter  and  decreased  with  distances 
from  the  smelter.  From  June  1972 
through  July  1973  lead  concentrations 
were  again  highest  downwind  of  the  smel- 


ter with  a 12-month  mean  of  43  p.g/rr\^ 

(Figl). 

Other  sources  of  lead  emissions  in  the 
city  v^ere  investigated,  however,  no  ap- 
preciable heavy  metals  concentrations 
were  found  at  any  of  14  other  potential 
sources. 

Determinations  of  particle  size  distri- 
bution of  the  particulate  matter  were 
made  once  a month^^  from  August  1972 
through  July  1973  at  a site  some  250 
meters  from  the  smelter  with  the  use  of 
an  Anderson  particulate-sizing  head  at- 
tached to  a high  volume  sampler.  The  data 
collected  showed  42%  of  the  particulate 
mass  contained  particles  below  2.0  pm  in 
diameter.  Lead  determinations  were 
again  made  by  atomic  absorption  spectro- 
photometry of  each  size  fraction  col- 
lected, and  the  highest  lead  concentra- 


1.  Air  lead*  cadium*  zinc*  and  arsenic'\  concen- 
trations (suspended  particulates),  by  distance  from 
smelter,  El  Paso. 


♦Annual  mean,  1971.  fSix-month  mean,  1972. 
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*Mean:  August  1972-July  1973.  fMean:  January- 
July  1973. 

2.  Size  distribution*  and  lead  contenff  of  airborne 
suspended  particulates,  El  Paso. 


3.  Lead/bromine  ratios*  in  airborne  particulate 
samplesf  in  El  Paso,  February  1972  and  April- 
July  1973. 


tions  were  found  in  the  particle  sizes 
below  1.0  in  diameter*  (Fig  2). 

Commercial  gasoline  used  in  automo- 
biles contains  an  additive  tetraethyl  lead 
and  the  exhaust  gases  from  the  combus- 
tion of  this  fuel  in  an  internal  combustion 
engine  contain  lead  and  bromine  in  a ratio 
of  2.6  to  Samples  taken  from  a 

site  200  meters  from  the  smelter  in  Feb- 
ruary 1972  showed  a mean  lead-bromine 
ratio  of  62.8  and  samples  taken  in  May 
1973  from  the  same  location  had  a mean 
ratio  of  1 1 .2.^^  Other  samples  taken  in 
1973  at  other  locations  showed  the  ratio 
to  decrease  rapidly  with  distance  from  the 
smelter,  and  to  approach  a baseline  value 
of  approximately  2.6  at  5 to  6 km  from  the 
smelter  (Fig3). 

Dustfall  samples  were  collected  from 
October  1970  through  July  1971  at  the 
smelter  and  at  ten  other  sites  in  the  city.^® 
Dustfall  was  greatest  at  the  smelter  and 
decreased  with  distance  from  the  smelter. 
Determinations  of  heavy  metal  concentra- 
tions in  the  dust  likewise  showed  the  high- 
est at  the  smelter  (10  months  means,  204 
mg/m^  per  month  for  lead,  86  for  cad- 
mium, 999  for  zinc,  553  for  arsenic  and 
1,511  for  copper).  In  areas  shielded  by 
the  mountains,  background  levels  were 
observed  closer  to  the  smelter  than  in 
open  areas  of  the  Rio  Grande  River  Valley 
(Fig4). 


* Respiratory  lead  absorption  is  inversely  pro- 
portioned to  particle  size.  Reports  indicate  that  at 
least  30%  of  particles  below  2 urn  in  diameter 
are  retained  and  subsequently  absorbed  in  the 
lungs.  Between  10  and  30%  of  particles  of  2 to 
5 p.m,  and  almost  none  larger  than  5 ^m,  are  re- 
tained.^’^*-  Large  particles,  however,  may  be 
swallowed,  contributing  to  gastrointestinal 
absorption. 

fDeterminations  performed  by  Dr.  Jimmy 
Payne,  Texas  Air  Control  Board,  Austin,  Texas, 
with  use  of  an  x-ray  fluorescence  technic. 
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Soil  Sampling 

After  discovering  the  unusually  high  con- 
centrations of  lead  existing  in  the  ambient 
air  surrounding  the  smelter,  it  was  de- 
cided to  survey  lead  concentrations  in  the 
soil  in  the  surrounding  area.  Since  lead- 
bearing particles  are  heavier  in  mass,  it 
was  believed  that  this  would  define  the 


area  influenced  by  the  emissions.  Soil 
samples  were  collected  at  some  99  sites  in 
El  Paso  and  at  three  remote  sites.  Only 
trace  amounts  of  lead  (less  than  50  ppm) 
were  found  in  the  soil  at  the  remote  sites. 
Within  the  city,  highest  levels  in  1972  were 
found  within  200  meters  of  the  smelter. 
The  mean  lead  level  was  3,457  ppm,  and 
the  range  of  lead  concentrations  found 


4.  Lead  in  dustfall  (mg/M^/month)  El  Paso,  October  1970-July  1971  (10-month  mean 
values). 
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was  from  560  to  1 1 ,450  ppm.  Levels  of 
lead  in  the  soils  fell  rapidly  in  the  first  2 to 
3 km  from  the  smelter,  but  remained 
above  background  levels  for  as  far  as  10 
km.  Similar,  but  less  extensive,  distribu- 
tions were  noted  for  zinc,  cadmium,  and 
arsenic.  Distribution  patterns  for  all  the 
metals  were  rechecked  in  1973  and  were 
found  to  be  virtually  unchanged  from  the 
1972  patterns  (Fig  5). 


Dust  Sampling 

Household  dust  samples  also  were  col- 
lected from  51  locations  in  the  city.  High- 
est values  of  lead  concentration  were 
found  in  Smeltertown,  a small  housing 
area  adjacent  to  the  smelter.  Geometric 
mean  lead  content  of  all  samples  collected 
from  July  1972  through  June  1973  at 
these  locations  was  22,191  ppm  lead;  zinc. 


5.  Lead  surface  soil  levels  in  El  Paso,  Texas,  and  Dona  Ana  County,  New  Mexico. 
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cadmium,  and  arsenic  levels  \were  also 
highest  in  Smeltertown  and  all  levels 
declined  rapidly  with  distance  from  the 
smelter. 

Food  and  Water  Sampling 

Food  and  water  samples  were  also  ob- 
tained and  analyzed  for  lead  during  our 
investigation;  however,  no  lead  contents 
of  any  appreciable  amounts  were  found  in 
these  samples. 

Human  Studies 

Initial  testing  of  whole  blood  lead  levels 
was  conducted  from  January  to  April  1972. 
Whole  blood  lead  levels  of  greater  than 
40  /j.g/100  ml  were  found  in  94,  or  43%, 
of  223  persons  living  within  1 .6  km  of  the 
smelter,  in  28,  or  8% , of  363  living  from 
1.6 to 3.2  km  away,  and  6,  or  1%,  of  425 
living  beyond  3.2  km.  A whole  blood  level 
of  40  ng  or  more/100  ml  is  considered  by 
the  surgeon  general  to  be  indicative  of  “un- 
due lead  absorption,”  and  a confirmed 
level  of  80  /.g/lOO  ml  or  more  is  consid- 
ered to  represent  “unequivocal  lead  poi- 
soning.” Four  children  with  blood  lead 
levels  of  80  to  90  //g/100  ml  were  found; 
all  were  Smeltertown  residents,  and  their 
ages  were  2,  3,  and  4 years,  respectively. 
No  children  were  found  to  have  symptoms 
of  acute  lead  poisoning. 

At  this  point  in  our  investigation,  we 
realized  that  with  our  limited  facilities  and 
manpower,  properly  defining  the  problem 
and  carrying  out  our  responsibilities  would 
require  additional  assistance.  We  confer- 
red with  the  Environmental  Protection 
Agency;  Department  of  Health,  Education 
and  Welfare;  and  the  Center  for  Disease 
Control  and  requested  assistance. 


An  epidemiological  group  from  the 
Bureau  of  Epidemiology,  US  Public  Health 
Service,  Center  for  Disease  Control  in  At- 
lanta, Ga,  coordinated  by  Dr.  Philip  J. 
Landrigan,  was  assigned  to  assist  us  in 
further  definingthe  lead  problem  in 
El  Paso. 

In  August  1972,  a random  sample  sur- 
vey was  undertaken  in  the  13  census  tracts 
most  closely  adjacent  to  the  smelter  to  de- 
fine the  distribution  of  blood  lead  values 
more  precisely  and  to  determine  the  en- 
vironmental influence  of  the  particulate 
lead  on  the  citizens  of  this  area. 

The  determinations  and  findings  of  the 
epidemiological  group  are  summarized  as 
follows:  The  survey  area  was  divided  along 
census  tract  boundaries  into  three  roughly 
concentric  sections,  each  1.6  to  2.6  km  in 
diameter,  with  the  smelter  at  the  center. 
Area  I included  Smeltertown,  population 


6.  Distribution  of  blood  lead  levels  in  persons  1-19 
years  old  by  area,  El  Paso,  August  1972. 
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^Number  of  children  tested. 
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500  (estimated  from  1970  United  States 
census  data),  a cluster  of  adobe  buildings 
200  meters  from  the  smelter,  as  well  as 
Old  Fort  Bliss,  a group  of  wood  and  stucco 
tenement  buildings.  Mean  annual  family 
incomes  in  the  three  areas  were  $7,020, 
$6,143,  and  $5,487  respectively  (1970 
United  States  census  data). 

To  obtain  data  on  the  prevalence  of 
blood  lead  levels  greater  than  40  /xg/100 
ml  that  would  be  accurate  within  plus  or 
minus  5%,  we  calculated,  given  an  antici- 
pated overall  prevalence  rate  of  10%, 
that  100  persons  would  need  to  be  sur- 
veyed in  each  area  for  each  age  group.  Ac- 
cordingly, on  the  basis  of  family  composi- 
tion data,  estimated  from  the  1970  United 
States  census,  220  households  were  se- 
lected in  Area  1, 400  in  Area  II,  and  320  in 
Area  III.  Because  of  a paucity  of  occupied 
units  in  Area  I,  all  families  were  included. 

In  Areas  II  and  III,  households  were  se- 
lected by  blocks  according  to  the  ran- 
domization procedure  described  by 
Serfling,!^  and  approximately  2%  of 
households  were  so  selected.  No  substitu- 
tions were  allowed  for  vacant  houses  or 
for  families  that  refused  to  participate.  Of 
the  940  housing  units  selected,  107  were 
unoccupied,  and  interviews  were  obtained 
in  670,  or  80.4%,  of  the  remaining  833 
units.  In  the  group  from  1 to  19  years  of 
age,  this  survey  netted  758  of  an  antici- 
pated 1,200  individuals.  This  low  count  ap- 
pears to  have  resulted  from  a somewhat 
lower  than  expected  number  of  children 
per  family  and  from  the  high  frequency  of 
unoccupied  housing  units. 

From  each  person  surveyed,  informa- 
tion was  obtained  on  length  of  residence 
at  current  and  previous  addresses,  occu- 
pation or  school  attended,  the  average 
number  of  hours  spent  out-of-doors  each 
day,  and  prior  history  of  blood  lead  test- 


ing or  treatment  for  undue  lead  absorp- 
tion or  lead  poisoning.  For  children  below 
the  age  of  5 years,  parents  were  asked 
whether  there  was  pica.  A venous  blood 
sample  for  lead  analysis  was  drawn  (in  a 
lead-free  vacuum  tube)  from  all  persons 
1 to  19  years  old  and  from  every  second 
person  above  that  age.  Duplicate  lead  de- 
terminations were  performed  by  a modi- 
fied Delves-cup  atomic  absorption  pro- 
cedure.If  a person  in  the  study  popula- 
tion had  had  a blood  lead  assay  by  atomic 
absorption  spectrophotometry  within  the 
preceding  six  months,  no  new  sample  was 
obtained,  and  instead  the  results  of  the 
prior  test  were  used;  that  situation  ap- 
plied to  242  persons,  all  of  them  from 
Area  I. 

In  each  home  visited,  paint,  particu- 
larly on  interior  surfaces  accessible  to 
children,  was  checked  for  flaking  orteeth- 
marks,  and  two  or  more  full-thickness 
paint  samples  were  chipped  off  for  lead 
analysis. Any  pottery  vessel  used  for 
food  preparation  or  storage  was  tested 
for  lead  release.  From  each  home,  one  to 
two  surface  soil  and  one  to  three  house- 
hold dust  samples  were  collected  for  lead 
analysis. 18 

The  highest  blood  lead  levels  were 
found  in  Area  I;  the  mean  there  was  shown 
by  analysis  of  variance  with  use  of  an 
F-tesfi®  to  be  significantly  higher  than  the 
means  in  Areas  II  and  II  (p<  0.001). 

Within  Area  I the  highest  prevalence  of 
blood  lead  levels  of  40  to  59  /xg/100  ml 
and  also  of  60  /xg/100  ml  and  above  was 
noted  in  Smeltertown.  Prevalence  rates 
elsewhere  in  Area  I were  between  those  in 
Smeltertown  and  those  in  Areas  II  and  III 
(Fig  6).  The  findings  in  Areas  II  and  III  did 
not  differ  significantly  from  one  another. 

Highest  lead  levels  were  noted  in  the 
youngest  age  groups.  In  Area  I,  55%  of 
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children  1 to  4 years  old  had  levels  of  40 
to  59  ;ag/100  ml,  and  14%  had  levels  of 
60  Mg/ 100  ml  or  higher  (Fig  7);  the  high- 
est level  noted  was  83  /tg/100  ml  in  a 
2-year-old  girl  in  Smeltertown.  Levels  in 
the  older  age  groups  were  lower;  levels 
greaterthan  40  fig/lOO  ml,  however, 
were  observed  in  27  % of  children  5 to  9 
years,  and  in  14%  of  those  10  to  14  years 
old  from  the  three  areas  surveyed.  Sig- 
nificant differences  were  noted  in  all  age 
groups  between  mean  levels  in  Area  I and 
those  in  Areas  II  and  111. 

Analysis  according  to  sex  showed  no 
consistent  differences  in  the  groups  1 to 
4 and  5 to  9 years  of  age.  From  the  age  of 
10  onward,  however,  mean  levels  were 
higher  in  males.  The  male-female  differ- 
ence was  greatest  in  Areas  II  and  III,  and 
in  all  areas  it  became  more  highly  signifi- 
cant with  increasing  age. 

The  frequency  of  pica  was  low  in  all 


areas.  No  children  in  Area  I with  blood 
lead  levels  greaterthan  60  /ig/lOO  ml 
gave  a positive  history  for  pica,  whereas 
one  3-year-old  child  in  Area  II,  with  a blood 
level  of  63  /xg/lOO  ml,  had  pica  for  dirt. 

No  significant  relation  was  formed  in  any 
age  group  between  hours  spent  per  day 
out-of-doors  and  blood  lead  level.  There 
were  also  no  significant  relations  between 
blood  level  and  school  attended  or  occupa- 
tion. Three  households  in  the  sample  pop- 
ulation were  known  to  include  smelter 
employees;  in  none  of  those  were  any  chil- 
dren with  lead  levels  greaterthan  40 
Mg/100  ml  found.  In  Area  I a relation  was 
observed  between  length  of  residence  and 
blood  lead  levels;  only  five,  or  18%,  of  28 
subjects  1 to  19  years  old  who  had  moved 
into  Area  I in  the  two  years  before  the  sur- 
vey had  blood  lead  levels  greaterthan  40 
Mg/ 100  ml,  whereas  56,  or 43%,  of  130 
children  who  had  lived  there  for  two  or 


7.  Survey  results  and  population  projections  according  to  area  and  age  group,  El  Paso, 
August  1972. 


Area 

Age  Group 
(Years) 

No. 

Tested 

— Survey  Results 
% with 
Blood  Lead 
40-59  ng 
/lOO  ml 

% with 

Blood  Lead 
>60  »tg 
/100  ml 

A \ V./^UIULIUII  1 1 t/J  *>.  C k lU  ■ ■ ' 

No.  Estimated  No.  Estimated  No. 

Persons  with  Blood  with  Blood 

1-19  Years  Lead  40-59  ng  Lead  > 60  ng 

of  age*  /100  ml  /100  ml 

I 

1-4 

49 

55 

14 

88 

48 

13 

5-9 

101 

34 

11 

131 

44 

14 

10-19 

109 

25 

6 

203 

50 

11 

20t 

98 

16 

0 

II  & III 

1-4 

83 

23 

4 

4,770 

1,092 

172 

5-9 

124 

12 

0 

6,179 

747 

0 

10-19 

292 

3 

1 

13,123 

360 

180 

20+ 

513 

3 

1 

Totals 

1,369 

9+ 

2t 

24,494 

2,341 

390 

'From  1970  US  Census.  tPopulation-weighted  average  excluding  ages  >20  years. 
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more  years  had  such  levels.  In  Areas  II 
and  III  emigration  from  Smeltertov\/n  did 
not  contribute  importantly  to  the  distribu- 
tion of  blood  lead  levels;  only  four,  or  8%, 
of  the  49  children  in  those  areas  with  lev- 
els greater  than  40  /.g/lOOmI  had  moved 
in  within  two  years,  and  only  one  of  the 
four  immigrants  had  come  from  Smelter- 
town.  No  data  were  obtained  on  the  fre- 
quency with  which  children  living  outside 
Smeltertown  may  have  visited  there. 

Paint  Exposure 

Atotal  of  1,600  paint  samples,  256,  667, 
and  677  by  area,  respectively,  were  col- 
lected for  lead  determination  during  the 
random  sample  survey.  A lead  content  of 

1.0%  or  higher  by  dry  weight  was  found 

in  at  least  one  paint  sample  from  30%  of 
the  homes  studied  in  Area  I,  from  35%  in 
Area  II,  and  from  25%  in  Area  III.  Within 
Area  I,  paint  with  greaterthan  1.0%  lead 
was  noted  in  23%  of  Smeltertown  homes 
(primarily  adobe  construction)  and  in 
43  % of  those  outside  Smeltertown  (pri- 
marily frame  buildings).  Flaking  paint  was 
observed  in  87  of  95  households  examined 
in  Area  I,  and  in  240  of  446  of  those  in 
Areas  II  and  III.  Paint  with  teethmarks  was 
noted  in  3 of  20  houses  examined  in  Area 
I,  and  in  3 of  349  in  Areas  II  and  III.  The 
lead  content  of  toothmarked  paint  tended 
to  be  high  (means  of  2.6%  in  Area  I,  and 
5.2%  in  Areas  II  and  III).  Blood  lead  levels 
of  children  1 to  6 years  old  living  in  homes 
with  toothmarked  paint,  however,  did 
not  tend  to  be  higher  than  those  of  other 
young  children  living  in  the  same  areas: 
four  of  eight  children  exposed  to  tooth- 
marked lead  paint  in  Area  I had  blood  lev- 
els of  40  to49  ju.g/100  ml,  whereas  the 
levels  in  four  were  less  than  40  ,ag/100 


ml.  One  4-year-old  child  in  Area  II,  who 
lived  in  a home  with  11.1%  paint  lead  con- 
tent, had  a blood  level  of  61  /xg/lOO  ml, 
whereas  seven  other  children  in  Areas  II 
and  III  who  were  exposed  to  as  much  as 
3.4%  lead  in  toothmarked  paint  all  had 
levels  less  than  40  /-,g/100  ml.  The  ex- 
posure rates  of  children  1 to  4 years  old 
to  paint  with  1.0%  or  more  lead  content 
were42, 33,  and  30%,  respectively,  in 
the  three  survey  areas.  The  prevalence  of 
a blood  lead  level  of  greater  than  40 
Mg/100  ml  was  nearlythe  same  for  chil- 
dren exposed  in  their  homes  to  paint  with 

1.0%  or  more  lead  as  for  those  without 

such  an  exposure  (prevalence  rates  of 
32%  and  39%). 

Pottery  Exposure 

Pottery  vessels  were  found  to  have  been 
used  for  food  storage  or  preparation  in 
37,  or6%,  ofthe670  homes  visited.  The 
number  with  a lead  release  of  greater 
than  100  fig/lOO  ml  was  2 of  6 in  Area  I, 

7 of  19  in  Area  II,  and  3 of  12  in  Area  III. 
Another  2 vessels  in  Area  II  and  5 in  Area 
III  had  lead  release  of  7 to  99  ppm.ij:  A 
positive  relation  existed  between  blood 
lead  levels  in  subjects  1 to  19  years  old 
and  lead  release  from  pottery:  6 of  13 
children  exposed  to  pottery  with  lead 
release  of  greater  than  100  ppm  had 
blood  lead  levels  of  greater  than  40 
Mg/ 100  ml,  and  the  group  mean  level  was 
37  Mg/100  ml;  in  contrast,  only  1 of  14 
children  exposed  to  pottery  with  lead  re- 
lease below  100  ppm  had  a blood  lead  level 
of  greaterthan  40  Mg/100  ml,  and  the 
group  mean  level  was  29Mg/100  ml. 


t Lead  release  of  greater  than  100  ppm  was  con- 
sidered capable  of  causing  acute  severe  poison- 
ing, and  release  of  7 to  99  ppm  might  cause 
chronic  poisoning  with  continued  use.® 
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Soil  Exposure 

A total  of  466  surface  soil  samples  were 
collected — 82,  184,  and  200  by  area,  re- 
spectively. The  geometric  mean  lead  level 
in  the  samples  from  Area  I (1,791  ppm) 
was  found  to  be  significantly  higher  than 
those  in  the  samples  from  Area  II  (684 
ppm)  and  Area  III  (370  ppm);  mean  levels 
in  the  latter  two  areas  did  not  differ  sig- 
nificantly from  one  another.  In  Area  1,  a 
significant  relation  (p=lessthan  0.05) 
was  found  between  soil  lead  content  and 
blood  lead  levels  in  subjects  1 to  19  years 
old  (Fig  8).  The  geometric  mean  soil  con- 
tent at  the  homes  of  children  with  blood 
lead  levels  of  greater  than  40/;.g/100  ml 
was  2,587  ppm;  for  children  with  blood 
levels  below  40  ;iig/100  ml  the  mean  was 
1,419  ppm.  This  relation  was  not  found  in 
Areas  II  and  III,  presumably  because  of  the 
much  lower  mean  soil  lead  level. 

Dust  Exposure 

Five  hundred  and  ninety-four  household 
dust  samples  were  obtained — 106,  234, 
and  254  by  areas.  Again  the  geometric 
mean  lead  content  was  significantly  higher 
in  Area  I (mean  of  4,022  ppm  for  Area  I 
versus  922  ppm  for  Area  II  and  816  ppm 
for  Area  III).  In  Area  I a highly  significant 
relation  (p  less  than  0.0001)  was  noted 
between  the  lead  content  of  household 
dust  and  lead  levels  in  the  blood  of  chil- 
dren 1 to  19  years  old  (Fig  8).  Children 
with  blood  levels  of  greater  than  40 
/xg/100  ml  lived  in  homes  where  the  geo- 
metric mean  lead  content  in  dust  was 
6,447  ppm,  whereas  those  with  blood  lev- 
els less  than  40 /tg/100  ml  lived  in  homes 
where  dust  contained  2,067  ppm.  No  posi- 
tive relation  was  found  between  household 
dust  and  blood  lead  levels  in  Areas  II  and 


III,  presumably  because  of  the  much  lower 
mean  lead  level  in  dust. 

Summary 

A whole  blood  lead  level  of  40  /ig/lOO  ml 
was  chosen  in  our  study  as  the  criterion 
of  abnormal  lead  absorption.^i  This  value 
has  been  shown  to  be  two  standard  devia- 
tions above  the  mean  in  populations  of 
children  without  abnormal  lead  expo- 
sure22.23  and  is  the  level  at  which  the  first 
biochemical  manifestation  of  lead  toxicity 
becomes  evident.^  With  this  definition  as 
the  criterion,  abnormal  lead  absorption 

8.  Blood  lead  levels  in  1-19  year  olds  and  household 
exposure  to  lead  in  soil  and  dust  (geometric  mean 
of  household  values),  survey  Area  I,  El  Paso, 
August  1972. 

1972 


BlOOO  lead  levels  I ai  GV.  ) 
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was  found  in  43.2%  of  children  1 to  19 
years  of  age,  and  52.7  % of  those  1 to  9 
years  of  age  living  within  1.6  km  of  the 
smelter.  Abnormal  lead  absorption  also 
was  found  in  9.8%  of  children  1 to  19 
years  of  age  and  17.9%  of  those  1 to  9 
years  of  age  living  from  1.6  to  6.6  km 
from  the  smelter  (Fig  7).  From  these  data 
obtained  in  the  randomized  survey  which 
was  intended  to  be  representative  of  the 
entire  population  in  the  areas  surveyed,  it 
is  possible  to  estimate  the  total  number  of 
children  in  the  survey  areas  who  may  have 
had  blood  lead  levels  greater  than  40 
fig/ 100  ml  at  the  time  of  the  survey.  A 
potential  pitfall  in  this  projection  is  that  it 
is  based  on  a single  series  of  blood  sam- 
ples; thus  both  biologic  and  laboratory 
variations  are  unchecked  by  a second 
series.2i  The  large  number  of  samples 
(758  from  children  1 to  19  years)  and  the 
fact  that  duplicate  analyses  were  per- 
formed on  all  might  be  expected,  however, 
to  minimize  such  potential  sources  of 
error.  It  was  projected,  on  the  basis  of 
1970  United  States  Census  data,  that 
more  than  2,700  children  1 to  19  years  of 
age  in  the  areas  of  El  Paso  surveyed  may 
have  had  blood  lead  levels  of  40 /ig/ 100 
ml  or  higher  at  the  time  of  the  survey 
(Fig  7). 

In  our  study,  various  potential  sources 
and  vectors  of  absorbed  lead  were  con- 
sidered. Paint  ingestion  could  not  ade- 
quately account  for  the  geographic  pat- 
tern or  age  distribution  of  lead  absorp- 
tion in  El  Paso.  Although  some  children 
undoubtedly  ingested  lead-based  paint, 
the  content  of  lead  in  paint  was  no  higher 
in  Area  I than  in  Areas  II  and  III,  and  no 
higher  in  the  homes  of  children  with  blood 
lead  levels  greater  than  40  ^ig/lOO  ml 
than  in  the  homes  of  those  with  lower  lev- 
els. Also,  the  prevalence  in  El  Paso  of  paint 


with  a lead  content  of  greater  than  1.0% 
(30%  prevalence  rate)  was  much  lower 
than  that  in  the  homes  of  Philadelphia 
(57%)  and  New  York  (76%)  children 
with  lead  poisoning^  (Fig  9).  Food  and 
water  were  found  to  have  made  no  more 
than  negligible  contribution  to  lead  up- 
take. Pottery  probably  caused  lead  ab- 
sorption in  some  persons,  as  indicated  by 
the  elevated  mean  blood  levels  in  children 
exposed  to  leaded  pottery,  but  pottery  was 
not  widely  used  for  culinary  purposes, 
and  pottery  with  a potentially  dangerous 
lead  content  was  found  in  only  2.8%  of  the 
homes  visited. 

On  the  other  hand,  environmental  par- 
ticulate lead  or  ambient  lead  levels  in  the 
dust  had  a geographic  distribution  very 
similartothatof  the  blood  lead  levels 
greaterthan  40  fig/lOO  ml.  The  highest 
environmental  levels  of  particulate  lead 
were  found  in  the  dust,  and  a close  rela- 
tion (p  less  than  0.0001)  was  observed  in 
Area  I between  blood  lead  levels  and  con- 
centration of  lead  in  the  dust  (Fig  8). 

These  data  were  taken  to  indicate  that 
chronic  oral  ingestion  and  gastrointesti- 
nal absorption  of  particulate  lead  from 
dust  were  the  major  source  of  lead  up- 
take, at  least  within  1.6  km  of  the  smelter. 
Airborne  particulate  lead  also  appears  to 
have  been  readily  available  for  human 
uptake,  and  ambient  air  lead  levels  in 
Smeltertown  were  sufficient  to  have  pro- 
duced substantial  pulmonary  absorption 
(Fig  l).5.24.25Transpulmonary  uptake  may 
have  been  further  enhanced  by  the  pref- 
erential concentration  of  lead  that  was 
noted  in  the  smaller  size  particles  (Fig  2); 
such  preferential  concentration  has  been 
noted  in  several  previous  studies.26’27 
Particulate  lead  from  soil  appears  to  have 
contributed  relatively  less  to  lead  uptake 
in  El  Paso  (Fig  8).  It  appears  that  the  more 
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mobile  fractions  of  environment  should 
perhaps  focus  on  these  fractions. 

Soil  lead,  although  valuable  as  an  index 
of  environmental  contamination,  appears 
to  be  relatively  immobile  and  thus  less  ac- 
cessible for  absorption.  This  construct 
might  explain  the  findings  in  previous 
studies  of  elevated  dentine,^®  hair,^^  and 
blood  lead  levels  in  children  exposed  to 
high  levels  of  lead  in  dust  or  air  (or  both) 
and  at  the  same  time  \would  explain  the 
failure  to  demonstrate  blood  lead  levels  of 
greater  than  40  /ig/100  ml  in  British  chil- 
dren exposed  to  high  concentrations  of 
lead  in  soil,  but  in  an  area  of  relatively 
heavy  rainfall  and  negligible  air  lead  con- 
tent.3o  Although  our  data  on  the  possible 
importance  of  environmental  particulate 
lead  need  to  be  corroborated  by  future 
studies,  they  tend  to  confirm  the  concept 
that  such  lead  is  biologically  accessible 
and  that  it  may  be  an  important  cause  of 
chronic,  lo\w-level  lead  absorption  in  child- 
hood. 

We  believe  ourfindings  indicate  that 
within  a 1 .6  km  radius  of  itself,  the  El  Paso 
smelterwasthe  principal  source  of  par- 
ticulate lead  in  the  environment.  It  may 
therefore  be  concluded  that  in  that  area. 


the  smelter  was  the  major  source  of  the 
lead  absorbed  by  the  children.  In  addition, 
there  is  evidence  from  our  soil,  air,  and 
dust  data,  that  lead  emitted  by  the  smelter 
had  been  deposited  in  the  environment  at 
a distance  well  beyond  1.6  km.  Whether 
such  lead  may  also  have  contributed  to 
human  absorption  is  less  clear;  there 
appears,  however,  to  be  no  other  source 
of  lead  in  El  Paso  other  than  the  smelter 
that  can  account,  in  Areas  II  and  111,  for  the 
27%  prevalence  among  children  lto4 
years  of  ageand  forthe  12%  prevalence 
among  those  5 to  9 years  of  age  with  blood 
lead  levels  of  greater  than  40  /-.g/lOO 
ml.  Further  studies  of  possible  neuro- 
logic and  psychologic  dysfunction  in  El 
Paso  children  resulting  from  chronic 
low-level  lead  absorption  have  been  con- 
ducted. 

Today,  ambient  lead  levels  in  the  air  of 
El  Paso  have  been  reduced  to  levels  below 
2 /xg/m3  except  for  that  area  of  Smelter- 
town  where  we  found  it  necessary  to  relo- 
cate the  residents.  Continued  progress  in 
the  reduction  of  this  particulate  lead  is 
being  presently  carried  out,  and  further 
reduction  is  projected  in  El  Paso  and  sur- 
rounding areas. 


9.  Lead  content  in  household  dust  samples  in  El 

Paso,  July  1972  to  June  1973,  as  compared  with  Philadelphia.^^ 


Section 

No.  of 

, Lead  Content  (ppm) 

\ 

Studied 

Samples 

Geometric  Mean 

Range 

El  Paso: 

Distance  from  smelter  (km): 

0.0-1.6 

53 

22,191 

2,800-103,750 

1.7-3.2 

219 

2,124 

100-84,000 

3.3-6.4 

209 

1,552 

100-29,386 

>6.4 

48 

973 

200-22,700 

Philadelphia: 

Urban  industrial  area 

16 

3,855 

929-15,680 

Urban  residential  area 

4 

614 

293-939 

Suburban  area 

4 

830 

277-1,517 
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Readers  may  be  interested  in  an  article 
describing  lead  absorption  in  children 
living  near  a smelter  in  Toronto,  Ontario, 
Canada,  which  has  been  published  recent- 
ly in  Science.^* 
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Ornithosis  (chlamydiosis) 
outbreaks  in  Texas 

M.  S.  Dickerson,  MD;  W.  R.  Bilderback,  DVM;  L.  W.  Pessarra,  DVM 


Psittacosis  originally  was  described  as  a 
disease  of  birds  of  the  family  psittaci- 
formes,  and  for  the  most  part  found  in  the 
tropics.  The  transportation  of  these  exotic 
birds  into  temperate  zones  began  about 
1850,  contributing  to  a widespread  distri- 
bution of  the  virus. 

Between  1879  and  1928,  ornithosis  out- 
breaks were  observed  in  Europe,  America, 
and  Australia;  all  were  associated  with 
imported  parrots  and  exotic  birds. 

In  1930  investigators  in  Great  Britain, 
Germany,  and  the  United  States  made  one 
of  the  first  important  breakthroughs  in 
virology  when  they  discovered  the  ornitho- 
sis virus. ^ In  1935,  Levinthal  described 
the  elementary  bodies  in  the  endothelial 
cells  of  inoculated  animals. ^ Simultaneous- 
ly the  same  virus  and  elementary  bodies 
were  discovered  as  the  etiological  agent 
in  human  psittacosis.  Recently  the  organ- 
ism has  been  reclassified  as  a bacterium 
and  is  called  Chlamydia  psittaci,^  hence  the 
disease  in  domestic  fowl  is  now  referred 
to  as  chlamydiosis. 

Although  sporadic  cases  of  human 
ornithosis  have  been  reported  in  Texas 
since  1930,  it  was  not  until  October  and 
November  of  1948  in  Giddings  (Lee  Coun- 
ty) that  the  first  explosive  outbreak  of  hu- 
man ornithosis  occurred  associated  with 
poultry  processing.  This  outbreak  was  in- 
vestigated and  studied  by  a team  from  the 
Texas  State  Health  Department. 

The  findings  revealed  that  there  were 
85  human  cases  and  three  deaths.^  The 
season  was  just  before  Thanksgiving  when 
large  numbers  of  turkeys  were  being  pro- 
cessed. All  humans  who  got  sick  had  been 
handling  turkeys  on  the  processing  line. 

On  the  basis  of  onset  of  illness  and  flock 
processing  records,  a specific  flock  was 
suspected. 

The  second  major  outbreak  occurred 


in  the  same  Giddings  plant  in  December 
of  1951  and  January  of  1952.  There  were 
44  cases  and  four  deaths,  and  the  explo- 
siveness of  the  outbreak  suggested  a com- 
mon source.  It  was  established  for  the 
first  time  that  there  was  a relationship 
between  human  illness  and  the  type  of 
work.  All  the  patients  worked  in  the  kill- 
ing, picking,  and  eviscerating  operation. 

It  appeared  that  both  airborne  infection 
and  direct  contact  were  important  in  the 
method  of  transmission  of  infection.  This 
outbreak  occurred  duringthe  pre-Christ- 
mas processing  period. 

Still  a third  outbreak  in  the  same  plant 
occurred  in  April  and  May  1952;  there 
were  19  cases  but  no  deaths.  This  out- 
break occurred  during  the  post-egg-laying 
period  (April  and  May)  when  large  num- 
bers of  turkey  hens  are  processed.  All 
human  cases  were  confirmed  by  serological 
studies.  Suspensions  of  tissue  from  infect- 
ed turkeys  were  injected  into  the  introperi- 
toneal  cavities  of  white  Swiss  mice.  Ele- 


1.  Human  chlamydiosis  outbreaks  in  Texas  as- 
sociated with  turkey  processing. 


Year 

County  Outbreaks 

Humans 

III 

Human 

Deaths 

1948 

Lee 

1 

85 

3 

1951 

Lee 

1 

44 

4 

1952 

Lee 

1 

19 

0 

Wharton 

1 

11 

0 

1954 

Navarro  1 
McCulloch  i 
Lampasas  f 

« 

200 

0 

1956 

Williamson  1 
Comanche  j 

Harris 

2 

34 

0 

1961 

DeWitt- Lavaca 

2 

20 

0 

1974 

Lampasas 

1 

40 

0 

McLennan 

2 

36 

0 

Gillespie 

1 

3 

0 

Brown 

1 

2 

0 

’During  investigations  12  turkey  flocks  were  found  to  be 
infected  through  isolation  of  the  agent. 
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mentary  bodies  characteristic  of  the  orni- 
thosis agent  were  demonstrated  in  tissue 
smears  stained  bytheGiemsa  method.  In 
December  1952  and  January  1953,  1 1 
cases  of  ornithosis  occurred  in  a poultry 
processing  plant  in  El  Campo,  Texas; 
there  were  no  deaths. 

In  1954,  200  cases  of  human  ornithosis 
were  reported  in  outbreaks  scattered 


throughout  central  Texas,  namely  in  Corsi- 
cana, Brady,  Lampasas,  Taylor,  and  Co- 
manche.^ All  1954  outbreaks  occurred 
near  the  end  of  the  egg-laying  season.  The 
highest  attack  rates  were  in  those  employed 
as  eviscerators,  and  in  pickers  who  were 
exposed  to  airborne  infection.  In  most  of 
the  1954  outbreaks  the  infected  flocks 
were  located.  The  virus  was  recovered  from 


2.  Turkey  hitman  chlamycliosis,  Texas,  1974. 
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turkeys  on  at  least  12  farms  in  three  areas 
of  the  state. 

In  1956  there  was  an  outbreak  of  34 
cases  of  human  ornithosis  in  two  turkey 
processing  plants  in  Houston;  there  were 
no  deaths. 

On  Nov  7,  1961,  20  people  working  in 
a Yoakum  poultry  processing  plant  had  be- 
come ill  with  an  influenza-like  disease, 


characterized  by  chills,  fever,  headache, 
weakness,  and  cough.  A public  health 
team  consisting  of  a physician,  veterinari- 
an, and  a laboratory  technologist  investi- 
gated the  outbreak.  Accurate  records  at 
the  processing  plant  gave  much  of  the 
necessary  basic  information,  such  as  em- 
ployee absenteeism,  age,  sex,  and  race 
information,  date  of  onset  of  illness,  name 


3.  Turkey  chlamydiosis,  Texas,  1974. 
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of  attending  physicians,  work  location  of 
employees,  number  of  condemnations, 
dates  when  specific  flocks  were  processed, 
and  other  important  data.  The  dates  of 
onset  of  the  disease  and  the  possible  span 
of  the  incubation  period  in  human  orni- 
thosis focused  suspicion  on  two  flocks  of 
turkeys  processed  ten  days  to  two  weeks 
priortotheonsetof  the  disease  in  humans. 
The  team  visited  the  premises  from  which 
suspected  infected  turkeys  were  sold  to 
the  plant.  On  one  lot  there  were  six  dead 
turkeys  and  many  sick  ones.  On  a second 
farm  several  miles  away  there  were  sick 
birds.  On  both  farms  sickturkeys  were 
autopsied.  Widespread  pathological 
changes  were  found:  The  pericardium  was 
covered  with  a white  fibrinous  exudate; 
the  pericardial  sac  was  distended  with 
yellowish  fluid;  the  spleen  generally  was 
enlarged;  the  liver  was  mottled  in  appear- 
ance; the  air  sac  was  covered  with  fibrinous 
exudate  and  was  opaque;  and  the  serous 
membrane  generally  was  covered  with  a 
yellowish-white  exudate.  Blood  specimens 
for  complement  fixation  tests  confirmed 
the  human  cases.  Mouse  inoculations  were 
made  from  the  emulsified  viscera  of  the 
diseased  birds.  The  presence  of  inclusion 
bodies  was  confirmatory. 

In  recentyears, Texas  A&M  University 
has  made  laboratory  services  available  to 
turkey  breeders  throughout  the  state. 
Wheneveran  illness  is  noted  in  a flock, 
the  bird  is  dispatched  promptly  to  the 
diagnostic  laboratory.  Continuous  sur- 
veillance of  the  turkey-raising  industry 
since  the  major  ornithosis  outbreak  in 
Yoakum  in  1961  failed  to  establish  a single 
chlamydiosis  diagnosis  up  until  1974. 

Beginning  April  20, 1974  and  continu- 
ing through  June  18,  1974,  laboratory 
confirmation  of  chlamydiosis  was  estab- 
lished in  turkeys  from  seven  different  cen- 
tral Texas  breeding  farms.  Turkeys  from 


the  several  breeding  farms  had  been  pro- 
cessed in  four  plants  in  Texas,  one  in 
Missouri  and  one  in  Nebraska. 

The  first  evidences  of  human  infection 
was  of  explosive  nature,  occurring  in  em- 
ployees of  a turkey  processing  plant  in 
Lampasas.  From  May  1 to  May  21, 40  of 
180  employees  (22%)  developed  illness 
compatible  with  ornithosis  with  symptoms 
of  fever,  headache,  cough,  and  lethargy; 
one  patient  had  an  atypical  pneumonia. 
Fourteen  cases  were  finally  confirmed  by 
complement  fixation  tests.  There  were  no 
deaths.  The  specific  turkey  flock  was  identi- 
fied by  records  and  examinations  as  the 
source  of  the  outbreak. 

Simultaneously,  another  outbreak  de- 
veloped in  a Waco  poultry  processing 
plant.  There  were  two  separate  introduc- 
tions of  diseased  turkeys  in  the  Waco 
plant.  Diseased  turkeys  delivered  to  their 
plant  just  before  May  1 accounted  for  22 
human  cases  with  onset  of  illness  ranging 
from  May  8 to  May  14.  Diseased  turkeys 
slaughtered  from  May  17  to  May  21  ac- 
counted for  14  human  cases  developing 
between  May  28  and  June  5. 

By  means  of  records  and  dates  of  onset 
of  human  illness,  the  farms  from  which 
both  lots  of  turkeys  orginated  were  traced. 
Turkeys  remaining  on  the  farms  had  evi- 
dences of  chlamydiosis. 

About  May  28, 12  out  of  125  employees 
became  ill  with  symptoms  compatible  with 
ornithosis  at  a Carthage,  Mo,  turkey  pro- 
cessing plant.  From  June  18  to  June  21, 

20  of  80  employees  (25%)  became  ill  in 
a Gibbon,  Neb,  plant.  Epidemiological  trac- 
ing of  both  of  these  sources  indicates  the 
infected  turkeys  were  imported  from  farms 
in  central  Texas.  One  Nebraska  patient 
died. 

Three  cases  of  ornithosis  occurred  in  a 
poultry  processing  plant  in  Fredericksburg 
in  July.  The  most  likely  source  were  flocks 
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processed  between  June  24  and  July  3, 
originating  from  farms  in  San  Saba  Coun- 
ty. Also,  two  human  cases  were  found  in 
a poultry  processing  plant  in  Brownwood. 

Flocks  in  which  chlamydiosis  has  been 
established  are  quarantined  by  the  Texas 
Animal  Health  Commission.  The  flock  is 
treated  for  21  days  with  200  gm  Aureo- 
mycin  perton  of  all  mash  ration.  This  is 
followed  by  a withdrawal  period  of  48  hours 
to  eliminate  drug  tissue  residue  before  the 
birds  are  released  for  slaughter. 

The  1974  human  cases  of  ornithosis 
continue  to  pinpoint  the  most  vulnerable 
areas  in  the  processing  plant  wherein  in- 
fection is  most  commonly  acquired,  name- 
ly the  killing,  picking,  and  eviscerating 
operations.  Some  cases  were  noted  to  have 
worked  in  the  hanging  area  and  unloading 
dock.  The  virus  can  be  acquired  in  any 
area  of  poultry  processing  where  aerosol 
is  present. 

No  additional  human  cases  of  poultry- 
associated  ornithosis  occurred  after  July 
10, 1974.  Although  this  turkey  chlamy- 
diosis outbreak  probably  lasted  longer 
than  any  previous  one  in  Texas  and  was 
quite  devastating  to  the  turkey  industry, 
there  were  fewer  human  cases  as  compared 
to  previous  outbreaks.  Perhaps  the  main 
reason  for  lessened  human  morbidity  and 
in  contrast  to  previous  ornithosis  out- 
breaks, this  one  was  detected  first  among 
turkey  flocks,  thus  enabling  improved  sur- 
veillance and  preventive  measures  to  be 
strengthened  within  the  labor  force  in 
the  handling  and  processing  of  poultry. 
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Entrapped  gas 
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Silent  ^ 
partner  of 
GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  S3mdrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage:  one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Carnrick/ Kenilworth,  N.J.  07033  I VS 

Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 
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As  potent  as  the  pain  it  reiieves. 


the  pain  oF 
ains  and  strains 


WO  LITTLE 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


^ k'-’! 


HOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

(m  COHVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIICCOMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr /a  u,  , , 

Each  tablet  also  contains:  aspirin  gr  3 '4,  phenacetin  gr  2!4,  caffeine  gr  J4.  'Warning -may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Effectiveness  across 
the  spectrum  of  most 
common  forms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical  “patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Awake 

I REM 

I Stage  1 


Stage  2 
Stage  3 
Stage  4 


Awake  too  long 


Awake  too  often  during  the  night 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  tailing  asleep 
[common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
jwithin  17  minutes,  on  average.  For  those  with 
'trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
joffers  increased  total  sleep  time  with  fewer 
bocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
jfour  geographically  separated  sleep 
research  laboratories H 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  sale 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


Broad-spectrum 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 

( 15  mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-Spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefit 
effect.  Adn/ts.'  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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WELCOME  TO  THE 
LAND  OF  ABUNDANCE 


...WHERE  ONLY  I ONE  I PRESCHOOLER 
IN  20  GETS  ENOUGH  IRON ! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


•First  Health  and  Nutrition  Examination  Survey,  DHEW  Pub,  No.  (HRA) 
74-1219-1,  National  Center  for  Health  Statistics,  Rockville.  Maryland.  (This 
report  indicates  that  approximately  95%  of  the  children  1-5  years 
iron  intakes  below  the  standaid  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

_ Dietary  Supplement 

with  IRON  Syrup 


Each  teaspoonful  (5  cc)  contains: 

Elemental  Iron 

(as  Ferric  Pyrophosphate) 30  mg 

l-Lysine  HCI  300  mg 

Thiamine  HCI  Bi)  10  mg 

Pyridoxine  HCI  (06)  ^ ^ng 

Vitamin  B12 25  mcgm 

Sorbitol  3.5  gm 

Alcohol  0.75% 


DOSAGE:  Prevention  of  iron-deficiency  anemia— Children  and  Adults 
— 1 tsp.  (5  cc)  daily.  Treatment  of  iron  deficiency  anemia— Children:  1 
tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Salicylanilide 
photocontact  dermatitis 

Donald  E.  Hazelrigg,  MD;  Ross  H.  Daniel,  MD;  Andrew  H.  Rudolph,  MD 


Two  patients  with  photocontact  dermatitis 
to  halogenated  salicylanilides  are  pre- 
sented. Histopathology  of  the  clinical 
eruption  and  the  histopathology  of  the 
photo-patch  test  sites  are  described.  The 
technique  of  photo-patch  testing  is  re- 
viewed and  treatment  of  salicylanilide  pho- 
tocontact dermatitis  discussed. 

Introduction 

At  one  time  halogenated  salicylanilides 
were  extremely  common  antibacterial 
agents  added  to  soaps,  shaving  lotions, 
medicinals,  shampoos,  and  cosmetics. 
Even  though  salicylanilides  and  related 
compounds  have  been  banned  from  such 
use  because  of  their  highly  photosensitiz- 
ing properties,  salicylanilide-induced  pho- 
tocontact dermatitis  continues  to  be  a 
problem. 

Case  Reports 

Case  1:  A 44-year-old  man  was  seen  in 
August  1974  for  evaluation  of  an  eruption 
present  intermittently  for  ten  years  on 
the  face,  neck,  and  arms.  The  eruption  was 
erythematous,  slightly  edematous,  and 
limited  to  areas  exposed  to  sun.  The  past 
medical  history  revealed  diagnoses  of 
chronic  alcoholism,  allergic  asthma, and 
passive  dependent  personality.  Results  of 
physical  examination  were  normal  except 
for  expiratory  wheezes  on  auscultation  of 
the  chest,  and  nontender  hepatomegaly. 
Laboratory  studies,  all  with  normal  re- 
sults, included  complete  blood  cell  count, 
red  blood  cell  indices,  platelets,  sedimen- 
tation rate,  VDRL,  electrolytes,  blood  urea 
nitrogen,  glucose,  blood  gases,  lupus 
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erythematosus  cell  preparation,  anti- 
nuclear antibodies,  urinalysis,  sputum  for 
acid-fast  bacilli,  and  24-hour  urine  for 
uroporphyrins.  Serum  glutamic-oxala- 
cetic  transaminase  and  alkaline  phospha- 
tase were  elevated.  Roentgenogram  of  the 
chest  was  suggestive  of  hyperinflation  and 
a pulmonary  function  test  revealed  severe 
airway  obstruction.  A punch  biopsy  re- 
vealed chronic  dermatitis.  Photo-patch 
testing  was  performed. 

Case  2:  A 50-year-old  black  male  truck 
driver  was  seen  in  August  1973  fora 
cutaneous  eruption,  confined  to  the  sun- 
exposed  areas,  present  for  two  months. 
Abnormal  physical  findings  include  sharp- 
ly demarcated  hyperpigmented  patches 
on  the  face  and  neck.  The  suborbital  and 
submental  areas  were  not  involved.  A 
hyperpigmented  eczematous  eruption  was 
visible  on  the  ears,  extensor  forearms, 
and  hands.Bilateral  cervical  and  axillary 
adenopathy  was  present.  Normal  labora- 
tory data  included  complete  blood  cell 
count,  SMA-12,  SMA-6,  urinalysis,  and 
chest  x-ray.  Skin  cultures  yielded  Staphy- 
lococcus aureus  and  beta-hemolytic  strep- 
tococcus. A punch  biopsy  revealed 
chronic  dermatitis.  Photo-patch  testing 
was  performed. 

Photo-Patch  Testing  Methods 

On  day  one,  the  following  ten  materials 
were  applied  to  Al-Test*  patches  and  fixed 
to  the  patient’s  back  with  Blenderm  tape  in 
two  vertical  rows; 

1.  3,4',5tribromosalicylanilide(TBS) 

2.  3,5  dibromosalicylanilide  (3,5  DBS) 

3.  4',5  dibromosalicylanilide  (4,5  DBS) 

4.  2',3,4',5tetrabromosalicylanilide 
(TBSA) 


*AI-Test  is  a unit  consisting  of  a cellulose  disc 
attached  to  polyethylene-coated  aluminum  foil. 
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5.  3, 3, 4', 5 tetrachlorosalicylanilide 
(TCSA) 

6.  Hexachlorophene 

7.  Bithionol 

8.  3,4,4' trichlorocarbanilide  (TCC) 

9.  4,4'  dichloro-3-trifluoromethylcar- 
banilide  (TFC) 

10.  White  petrolatum  (control) 

All  materials  were  in  white  petrolatum 
base  in  1 % concentration  except  for 
TCSA,  which  was  0.1%.  In  addition,  in 
case  1,  the  patient  was  photo-patch  tested 
with  Irish  Spring  soap  solution  in  four  dif- 
ferent concentrations:  0.1%,  0.5%, 
1.0%,  and  2.0%.  One  row  of  patches  was 
covered  completely  with  black  electrical 
tape  to  prevent  accidental  light  exposure 
and  serve  as  the  control  set. 

On  day  two,  the  row  of  patch  tape  plas- 
ters not  serving  as  the  control  was  re- 
moved and  the  area  was  irradiated  with  a 
bank  of  fluorescent  black  lights  at  a dis- 
tance of  25  cm  for  40  minutes.  The  cov- 
ered control  set  row  was  left  untouched. 

On  day  three,  the  control  patch  test  row 
was  uncovered  and  both  sets  of  patch  tests 
sites  were  inspected  and  graded  as  no  re- 
action or  negative,  weak  (nonvesicular) 
erythematous  reaction  (1+),  strong 
edematous  or  vesicular  reaction  (2+), 
and  extreme  reaction  (3+).  Both  rows  of 
patch  test  sites  were  again  inspected  and 
graded  on  day  four  and  on  day  seven. 

Results  of  Photo-Patch  Tests 

In  case  1,  the  patient  had  a 2+  reaction 
at  all  of  the  salicylanilide  patch  test  sites. 
The  smallest  raised  erythematous  area 
was  11x12  mm  and  the  largest  20x  20 
mm.  The  covered  row,  control  sites,  and 
commercial  soap  solution  sites  were  nega- 
tive. A punch  biopsy  of  the  TCSA  site  re- 
vealed a spongiotic  epidermis,  edematous 


dermis,  and  a perivascular  lymphocytic 
infiltrate  compatible  with  subacute  der- 
matitis. In  case  2,  the  patient  had  a 3-]-  re- 
action to 4',  5 BSA  and  TCSA  and  a 2+  re- 
action to  3,5  BSA  at  72  hours.  The  cov- 
ered row  and  control  sites  were  negative. 

Comment 

Wilkinson,  in  1961,  published  the  first  re- 
port of  photodermatitis  in  53  patients 
caused  by  TCSA  in  two  new  soaps. ^ Nu- 
merous other  reports  followed,  resulting 
ultimately  in  the  removal  of  TCSA  from 
commercial  soap  products.  Bithionol, 
first  reported  as  a contact  photosensi- 
tizer in  1963,2  also  has  been  withdrawn 
from  the  market.  Other  related  com- 
pounds, for  example,  TBS^  and  TCC,^  sub- 
sequently have  been  found  to  be  photo- 
sensitizers and  their  distribution  has 
been  restricted.  Cross  reactivity  between 
these  different  compounds  has  also  been 
demonstrated.®  By  photo-patch  testing, 
Harber  and  associates®  found  the  action 
spectrum  of  salicylanilides  to  be  in  the 
long  ultraviolet  range  (320-450  nm)  and 
not  in  the  sunburn  range  (290-320  nm). 
Subsequently,  this  has  been  confirmed  by 
numerous  other  investigators. 

Clinically,  photocontact  dermatitis  pre- 
sents as  a papulovesicular,  eczematous, 
or  exudative  reaction  occurring  chiefly  in 
the  sun-exposed  areas  such  as  the  face, 
neck,  dorsum  of  hands,  and  the  surface  of 
the  extensor  forearms  (Fig  1).  However, 
any  skin  area  receiving  sufficient  light 
may  manifest  a clinical  reaction.  In 
women,  the  anterior  legs  may  be  involved. 
In  men,  the  left  arm  and  left  side  of  the 
face  and  neck  may  be  more  severely  in- 
volved than  the  right  because  of  time 
spent  drivingthe  automobile. 

The  histologic  findings  vary  with  the 
clinical  pattern  and  are  those  of  acute. 
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Face  (except  upper  eyelids  and  upper  lip  under  nose) 
Neck  (except  submental) 

"V"  of  chest 

Forearms  (lower  extensor  surface) 

Hands  (dorsum) 

Lower  legs  (women) 

Dorsum,  feet  (women) 

Shaded  areas  of  body  spared 


1.  Photocontact  dermatitis  distribution. 


I.  Antibacterials 

Halogenated  salicylanilides 

Bithionol 

Carbanilides 

Hexachlorophene 

Dichlorophene 

II.  Medicaments 

Phenothiazines 
Sulfonamides 
Local  anesthetics 
Sun  screens 

Chlorsalicylamide  (fungicide) 

Tar 

III.  Plants  (most  contain  furocoumarins) 

Umbelliferae  (celery,  carrot,  parsley,  parsnip) 
Rutaceae  (lemon,  lime,  bergamot  oil) 
Moraceae  (fig) 

Luguminosae  (babchi) 

IV.  Miscellaneous 

Optical  bleaches 
Eosin  (lipstick) 

Quinine  (hair  tonic) 

Dyes  (acridine) 

Cadmium 


2.  Contact  photosensitizers. 


subacute,  or  chronic  dermatitis.  If  the 
eruption  is  long  standing,  the  findings  are 
those  of  chronic  dermatitis:  acanthosis, 
hyperkeratosis  with  areas  of  parakera- 
tosis, slight  intercellular  edema  in  the  epi- 
dermis, and  an  upper  dermal  perivascu- 
lar infiltrate  with  predominance  of 
lymphocytes.  Although  the  picture  is  non- 
specific, it  is  suggestive  of  a photosensitiv- 
ity reaction  because  of  the  patchy  charac- 
ter of  the  infiltrate. 

Of  the  many  compounds  capable  of 
causing  photocontact  dermatitis  (Fig  2), 
salicylanilides  are  among  the  most  com- 
mon. The  salicylanilides,  developed  for 
their  antibacterial  activity,  are  members 
of  the  polyphenolic  group,  which  struc- 
turally consist  of  two  benzene  rings  con- 
nected by  a bridge  and  halogen  atoms  and 
phenolic  OH  groups  on  at  least  one  of  the 
rings. Other  members  of  the  group  in- 
clude hexachlorophene,  carbanilide, 
bithionol,  and  fenticlor.  The  bactericidal 
activity  and  skin  binding  power  varies  ac- 
cording to  the  position  of  the  halogen 
atoms.  Salicylanilides  were  found  to  be 
particularly  good  antibacterial  agents  be- 
cause of  their  water  insolubility  and  firm 
binding  to  epidermis.  However,  this  can 
be  a disadvantage  if  sensitivity  develops, 
as  an  antigenic  depot  effect  occurs  with 
chemical  evidence  of  their  persistence  in 
affected  skin  for  several  months.® 

Two  theories  have  been  proposed  to  ex- 
plain the  pathogenesis  of  photocontact 
dermatitis:  (1)  photo-induced  decomposi- 
tion products  which  are  allergens,  and 
(2)  photo-induced  free  radicals  which  com- 
bine with  skin  proteins  to  form  the  aller- 
gen. In  either  case,  it  is  now  thought  that 
the  allergen  formed  then  causes  an  aller- 
gic reaction  mediated  by  immunocompe- 
tent cells,  comparable  to  the  events  in  an 
ordinary  allergic  eczematous  contact 
dermatitis. 
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Photo-patch  testing  is  helpful  in  diag- 
nosing photocontact  dermatitis.  One  may 
use  as  the  patch  test  antigen  the  suspected 
compound  as  a 1 % concentration  in  white 
petrolatum.  Because  of  its  high  photo- 
sensitizing properties  and  possibility  of 
induction  of  photocontact  dermatitis, 

TCSA  should  not  be  used  for  general 
screening  purposes  unless  photoallergy 
to  this  compound  is  strongly  suspected.  It 
then  should  be  used  in  a concentration  of 
0.1%.  Cosmetics  may  be  applied  as  avail- 
able commercially.  Soaps  and  solutions 
may  be  tested  as  a 1.0%  to  5.0%  concen- 
tration in  water  or  white  petrolatum.  The 
light  source  used  in  photo-patch  testing 
must  emit  wave  lengths  in  the  longer  ul- 
traviolet range  (over  320  nm)  as  maxi- 
mum photosensitivity  to  the  halogenated 
salicylanilides  is  in  the  region  of  360  nm.® 
Fluorescent  black  light  tubes  (Westing- 
house,  General  Electric,  Sylvania)  which 
emit  wave  lengths  in  the  320-450  nm 
range  are  an  ideal  light  source.  One  may 
also  use  a hot  quartz  mercury  vapor  lamp 
(Hanovia),  but  a windowgiass  filter  must 
be  used  to  block  the  wave  lengths  in  the 
shorter  ultraviolet  range — 290-320  nm 
— which  are  erythemagenic  and  will  cause 
severe  sunburn  with  the  exposure  time 
needed  for  photo-patch  testing. 

Therapeutically,  avoidance  of  sun  ex- 
posure is  an  absolute  necessity  for  pa- 
tients with  photodermatitis.  Protective 
clothing  such  as  long  sleeves  and  hats 
should  be  worn.  Sufficient  light  to  cause 
dermatitis  will  get  through  some  light 
clothing.  This  occurrence  may  sometimes 
confuse  the  clinical  pictures  as  well.  Sun 
screens  which  block  out  the  long  ultra- 
violet wave  lengths,  for  example,  red  vet- 
erinary petrolatum  (RVP)  and  benzophe- 
nones  are  also  quite  helpful.  The  acute 
phase  of  photodermatitis  should  be 
treated  as  any  other  type  of  acute  derma- 


titis, with  topical  or  systemic  corticos- 
teroids, or  both.  The  patient  must  be  in- 
structed to  discontinue  use  of  the  offend- 
ing agent  and,  in  addition,  to  avoid  all 
products  which  contain  antibacterial  addi- 
tives such  as  the  salicylanilides  and  re- 
lated compounds.  Most  photocontact 
eruptions  will  respond  to  this  treatment 
program.  Unfortunately,  however,  a few 
patients  will  become  persistent  reactors 
to  sunlight  and  may  remain  sensitive  for  a 
number  of  months  or  years. 

Although  many  halogenated  salicylanil- 
ides are  no  longer  found  in  commercially 
available  products,  photosensitivity  to 
these  agents  will  continue  to  appear  be- 
cause of  the  availability  of  older  products 
still  on  the  market  or  in  the  household 
which  contain  these  sensitizing  agents,  or 
because  of  cross  reactivity  to  numerous 
compounds  present  in  yet  available 
products. 
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The  fetal  alcohol  syndrome 

Gilbert  E.  Corrigan,  MD,  PhD 


The  ill  effects  of  ethanol  upon  pregnancy 
have  been  rediscovered^-®  Although  Greek 
and  Roman  literature  spoke  of  the  deforma- 
tion of  human  growth  by  maternal  con- 
sumption of  alcohol,  and  despite  the  fact 
that  numerous  scientists  of  the  1800s  and 
1900s  recognized  the  retardation  in  both 
human  and  animal  species  growing  in  the 
presenceof  maternal  alcoholism,  little  re- 
cent attention  has  been  given  to  the 
phenomenon.®-®  With  the  recent  publication 
by  the  dysmorphology  unit  of  the  Uni- 
versity of  Washington,  (David  J.  Smith, 

MD)  the  fact  of  a fetal  alcohol  syndrome 
is  well  established.^-® 

The  fetal  alcohol  syndrome  is  the  clini- 
cal occurrence  of  mental  retardation, 
growth  failure,  and  certain  physiognomic, 
anatomic,  and  physiologic  features  char- 
acteristically found  in  about  one-half  of 
the  infants  of  severely  alcoholic  mothers. 

As  is  true  in  most  syndromes,  there  is  no 
one  unifying  observable  feature,  but  rather 
a complex  of  morphological  and  be- 
havioral features  which  form  the  syndrome. 
These  are  readily  recognized  and  allow 
the  distinction  of  the  syndrome  which  now 
is  the  third  leading  cause  of  mental  re- 
tardation in  Seattle,  Washington,  where  it 
was  first  described  and  is  presently 
recognized.^-® 

After  the  first  description  of  the  syn- 
drome in  1973,  several  other  workers  pro- 
vided additional  cases  which  corroborate 
the  initial  description.®-^®  Palmerand  as- 
sociates, while  demonstrating  the  growth 
retardation,  microcephaly,  and  physical 
malformations  of  the  progeny  of  alcoholic 
mothers,  also  demonstrated  that  there  is 
little  evidence  for  a malnutrition  factor 
or  genetic  factor  being  responsible  for  the 
syndrome.® 

There  is  solid  evidencethat  alcohol 
72  readily  crosses  the  blood-brain  and  placent- 


al barriers  of  the  fetus.  Both  alcohol  la- 
beled with  radioactive  carbon  (C^^)  and 
blood  sample  specimens  have  demonstrat- 
ed that  the  alcohol  passes  from  the  ma- 
ternal circulation  to  the  fetus  in  approxi- 
mately the  same  concentration  as  in  the 
mother.^^-^2  Clinical  demonstration  of 
neonatal  alcoholic  withdrawal  supports 
these  findings. 

The  effect  of  alcohol  is  direct  toxic 
damage  to  the  fetus.®  The  generalized 
nature  of  the  changes  seen  in  the  fetal 
alcohol  syndrome  support  this  concept. 
The  syndrome  is  heralded  at  birth  by  an 
increased  incidence  of  breech  deliveries. 
The  infant  is  small  in  length  in  comparison 
to  weight.  The  ponderal  indices  for  the 
infants  with  the  syndrome  have  been  with- 
in normal  limits  for  gestational  age,  while 
most  affected  infants  have  been  below  the 
third  percentile  for  weight,  height,  and 
head  circumference.®-^®  There  is  no  de- 
finitive study  of  the  placentas  from  these 
pregnancies,  although  severely  alcoholic 
mothers  have  a fatal  fetal  outcome  in  a sig- 
nificant proportion  of  their  pregnancies. 
Jones,  Smith,  Streissguth  and  Myriantho- 
poulos  recorded  a 17%  perinatal  mor- 
tality in  one  study  group.® 

Many  of  the  mothers  seem  to  share 
common  characteristics  beyond  abnormal- 
ly heavy  alcohol  intake.  These  include  ad- 
vanced age  (28-32  years)  low  average 
weight  change  during  pregnancy  (with 
many  actually  losing  weight),  and  the  oc- 
currence of  cirrhosis,  delirium  tremens, 
and  nutritional  anemia.®  Prospective 
studies  of  heavy  drinking  mothers  with 
well-known  drinking  habits  and  other  bio- 
logical parameters  are  not  available,  and 
they  should  provide  valuable  statistics 
when  they  are  performed.  At  the  present 
time  the  data  from  the  alcoholic  mothers 
indicate  that  all  are  heavy  drinkers  with 
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“excessive"  alcohol  intake.  There  has  been 
no  suggestion  that  the  syndrome  occurs 
in  other  patterns  of  maternal  alcoholism 
such  as  light  or  moderate  “social  drink- 
ing.” Additionally,  the  effects  of  alcohol- 
ism on  human  spermatogenesis  and  pa- 
ternal factors  are  not  known.  The  effects 
of  these  forms  of  alcoholic  consumption 
on  the  infant  are  not  known. 

The  infants  with  the  fetal  alcohol  syn- 
drome are  recognizable  initially  by  their 
short  palpebral  fissures  and  microcephaly. 
Further  analysis  demonstrates  a more  pro- 
found set  of  deviations  which  includes 
epicanthal  folds;  maxillary  hypoplasia 
with  relative  prognathism;  joint  anomalies 
which  limit  the  motion  at  the  elbow,  inter- 
phalangeal,  and  metacarpophalangeal 
joints;  hip  dislocation;  cardiac  anomalies; 
altered  palmar  crease  patterns;  asymme- 
tric ptosis;  anomalous  external  genitalia; 
capillary  hemangiomata;  cleft  palate;  and 
micrognathia.  The  infants  exhibit  prenatal 
and  postnatal  growth  deficiency  associat- 
ed with  intellectual  and  motor  develop- 
ment delay.  This  retardation  is  recogniza- 
ble at  birth  and  is  irreversibly  fixed.^ 
Studies  of  infants  with  fetal  alcohol  syn- 
drome have  demonstrated  borderline-to- 
moderate  mental  deficiency  in  44%  of  the 
cases.  This  represents  the  most  frequent 
problem  in  surviving  children  and  is  us- 
ually accompanied  by  microcephaly.  There 
is  no  report  to  date  of  the  pathologic  find- 
ings in  autopsied  infants  with  the  fetal 
alcohol  syndrome.  The  one  fetal  alcohol 
syndrome  brain  studied  (Dr.  Frederich 
Harvey,  University  of  Washington)  demon- 
strated a serious  disorientation  of  both 
neuronal  and  glial  elements  with  incom- 
plete cortical  development.^ 

The  abnormalities  of  central  nervous 
system  development  are  indicated  by  the 
behavior  of  the  infants.  They  are  tremul- 


ous and  exhibit  fine  motor  dysfunction. 
They  suck  poorly  and  are  awake  more  and 
sleep  less  than  is  usual  for  their  age.  These 
latter  two  behavioral  phenomena,  poor 
suckling  and  irregular  sleeping,  provide 
an  added  burden  to  the  already  compro- 
mised alcoholic  mother.  Serious  iron  de- 
ficiencies have  been  noted  in  some  alco- 
holic mothers,  but  the  deficiency  has  not 
been  linked  to  a fetal-neonatal-infant  con- 
genital condition  such  as  is  seen  with  the 
fetal  alcohol  syndrome.^  However,  more 
data  on  the  maternal  alcohol-nutrition  in- 
teraction are  needed. 

Perhaps  the  most  critical  aspect  of  the 
fetal  alcohol  syndrome  is  the  failure  on  the 
part  of  the  surviving  infants  to  achieve 
normalcy  in  the  indices  of  intelligence 
(mental  deficiency),  motor  age  estimate, 
and  social  quotient.^  The  older  children 
with  the  syndrome  are  described  as  having 
tremulousness,  weak  grasp,  poor  coordina- 
tion, and  are  often  observed  to  engage  in 
repetitive  self-stimulating  behavior  such  as 
head  banging  and  rocking.  When  the  child 
with  fetal  alcohol  syndrome  has  been  rear- 
ed outside  of  the  maternal  alcoholic  en- 
vironment, there  has  been  no  significant 
return  to  normal  intelligence  in  the  limited 
number  of  cases  studied  to  date.^ 

Green  has  reviewed  the  animal  studies 
of  the  fetal  alcohol  syndrome  and  finds 
that  more  data  are  needed  on  both  the  in- 
cidence and  effects  of  alcohol.®  Animal 
studies  utilizing  behavioral,  biochemical, 
and  anatomical  studies  of  the  offspring  of 
alcoholic  miniature  pigs  are  in  progress 
at  the  University  of  Missouri  SinclairCom- 
parative  Research  Farm.  The  interrela- 
tionships between  the  physical  and  mental 
factors  have  to  be  worked  out  as  it  is  not 
known  whether  they  are  independent  or 
interrelated. 
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One  must  be  careful  not  to  confuse  this 
syndrome  with  other  named  syndromes. 
Already  Hall  and  Orenstein  have  noted  that 
most  of  the  major  craniofacial  features  of 
the  offspring  of  chronic  alcoholic  mothers 
can  be  found  in  babies  with  Noonan’s 
phenotype.16  Bianchine  and  Taylor  have 
noted,  however,  that  only  1 of  their  32 
patients  with  Noonan’s  syndrome  had  been 
subjected  to  maternal  alcoholism. They 
suggested  that  such  phenotypic  similarity 
or  overlapping  of  clinical  characteristics 
may  be  based  on  many  factors,  for  ex- 
ample, chromosomal,  genetic,  or  specific 
biochemical  defects.  Jones  and  Smith  have 
reported  that  recognition  of  the  fetal  alco- 
hol syndrome  in  infancy  already  has  been 
confounded  in  clinical  analysis  by  thetri- 
somy-18  syndrome  and  Cornelia  de  Lange’s 
syndrome.^  Other  syndromes,  such  as  the 
Lenz  syndrome,  also  include  microcephaly 
and  small  palpebral  fissures.  The  risks  of 
improper  advice  prompted  by  errors  in 
diagnosis  mandate  precise  diagnosis.  Many 
more  studies  are  required  to  determine 
the  nature  of  these  syndromes  with  more 
certainty  than  is  presently  available. 

Precise  monitoring  of  maternal  alco- 
holism in  maternity  units  and  parental 
clinics  will  certainlyaid  in  distinguishing 
these  syndromes.  Measurements  of  blood 
alcohol,  urine  alcohol,  and  osmolality 
could  be  useful  laboratory  aids.  Since 
several  instances  of  repeated  production 
of  infants  with  fetal  alcohol  syndrome 
have  been  recorded,  recidivist  maternal 
alcoholics  can  be  distinguished.  The  fact 
that  these  mothers  are  older  and  more  er- 
ratic than  other  mothers  in  health  main- 
tenance during  pregnancy  may  be  helpful 
in  identification.  Little  (Johns  Hopkins 
University)  has  developed  programs  for 
interviewing  the  alcoholic  mother  which 
have  not  yet  attained  widespread  clinical 
use,  but  which  will  provide  methods  for 
comparing  groups  of  alcoholic  mothers. 

The  mothers  involved  in  the  fetal  alcohol 


syndrome  are  all  heavy  users  of  alcohol 
with  apparent  daily  ingestion  of  120  cc  or 
more  of  alcohol  each  day.  The  duration 
and  quantity  of  beverage  alcohol  necessary 
for  production  of  all  or  part  of  the  features 
of  the  fetal  alcohol  syndrome  are  unknown. 
There  is  no  accepted  guide  to  maternal 
alcohol  intake  except  to  note  that  alcohol 
is  a cellular  toxin  having  demonstrable  ef- 
fect on  gestation. 8 

A simple  memory  aid  for  some  of  the 
features  of  the  syndrome  is  a series  of  “s” 
sounds:  size,  CNS,  sleep,  suck,  and  slits 
(palpebral).  Physicians  working  in  ma- 
ternal care  and  nursery  situations  should 
be  alert  to  the  syndrome  in  hope  that  al- 
coholic mothers  and  their  children  may  be 
recognized  and  treated. 
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□ Found  useful  in  the  management  of  vertigo"  associated  with 
diseases  affecting  the  vestibular  system. 

o Can  relieve  nausea  and  vomiting  often  associated  with  vertigo?' 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

^INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective-.  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation- 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCll  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  ‘Contraindications. 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on  riV^^yrilVS 

„„ , A division  of  Pfizer  Pharmaceuticals 

New  York.  New  York  10017 
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(meclizine  HCl)  25  mgHablets 
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Documented  bioavailability.. 
Regimen  flexibility 

q.i.d.  or  q 6h  immediately  after  or  between  meals 


E-Mycin* 

erythromycin  enteric-codted  tablets,  Upjohn 

250  mg 

Formulated  for  quality... 
Priced  for  economy. 


Upjohn 


Sec  facing  page  for  brief  summary  of  prescribing  information. 
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VciN'*'"  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
i.mycin  enteric-coated  tablets,  Upjohn) 
ycin  Tablets  (erythromycin  enteric-coated  tablets)  are  spe- 
lly  coated  to  protect  the  contents  fronathe  inactivating  effects 
liastric  acidity  and  to  permit  efficient  absorption  when  ad- 
’istered  either  immediately  after  meals  or  when  given  be- 
en meals  on  an  empty  stomach. 

'"cations:  Streptococcus  pyogenes  (group  A beta-hemolytic 
ptococci):  Upper  and  lower  respiratory-tract,  skin,  and  soft- 
ue  infections  of  mild  to  moderate  severity.  Parenteral  benza 
le  penicillin  G is  considered  by  the  American  Heart  Associa- 
I to  be  the  drug  of  choice  in  the  treatment  and  prevention 
streptococcal  pharyngitis  and  in  long-terrh  prophylaxis  of 
umatic  fever.  When  oral  medication  is  necessary  (because 
parenteral  route  is  contraindicated)  or  if  there  is  known 
rgy  to  penicillin,  the  following  recommendations  made  by 
American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
lere  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
linimum  of  10  days;  2)  Erythromycin— Give  for  a minimum 
10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
cin  have  been  reported. 

ha-hemolytic  streptococci  (virdans  group):  Short-term  pro- 
i/laxis  against  bacterial  endocarditis  prior  to  dental  or  other 
’'rative  procedures  in  patients  with  a history  of  rheumatic 
|er  or  congenital  heart  disease  who  are  hypersensitive  to 
licillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
'gery  where  the  organisms  likely  to  lead  to  bacteremia  are 
iim-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
iphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
mild  to  moderate  severity.  Resistance  may  develop  during 
atment.  . ^ 

olotoccus  pneumoniae:  Upper  respiratory-tract  infections 
g.,  otitis  media,  pharyngitis)  and  lower  respiratory-tract  in- 
:tions  (e.g.,  pneumonia)  of  mild  to  moderate  degree. 

'coplasma  pneumoniae  (Eaton  agent,  PPLO);  In  the  treatment 
primary  atypical  pneumonia,  when  due  to  this  organism. 
iponema  pallidum:  Infections  due  to  this  organism. 


Corynebacterium  diphtheriae  and  Corynebacterium  rninutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  ot 
carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma.  . , ... 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 

only.  Extra-enteric  amebiasis  requires  treatment  with  other  agents. 

Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  non-susceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic,  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner-that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  ali  needed  supportive  measures. 

How  supplied:  250  mg — in  bottles  of  100  and  in  unit-dose  pack- 
ages of  100  enteric-coated  tablets.  Caution:  Federal  law  pro- 
hibits dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 


pnionstratcd  biot'Qiiival0nce  of  E-Mycin  taken  immediately  after  meals  or  between  meals. 


Time  After  Administration  of  First  Dose  (hours) 

Regimen  A (after  meals)— One  250  mg  E-Mycin®  tablet  admin- 
I istered  q.i.d.  immediately  after  breakfast,  lunch,  and  dinner, 
and  at  bedtime  with  a snack. 

Regimen  B (between  meals)— One  250  mg  E-Mycin  tablet 
administered  q 6h  at  least  two  hours  after  meals. 


Aq.i.d.  Drug/Food  A q 6h  Drug 

E-Mycin  Study  CS076  on  file  at  The  Upjohn  Company.  The  study 
was  performed  with  twenty-two  normal  male  adult  volunteers 
utilizing  a randomized  two-way  complete  crossover  design. 


'Jo  statistically  significant  (difference  in  area  under 
he  curve  was  observed  from  0-24  hours  or  48-72 
lours  at  the  95%  confidence  level  (p>.05). 

The  data  clearly  demonstrate  that  E-Mycin,  when 
administered  q.i.d.  immediately  after  meals,  pro- 
duced average  serum  levels  equivalent  to  those 
obtained  when  the  drug  was  administered  q 6h  at 
least  two  hours  after  meals. 


E-Mycin 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality. . . priced  for  economy 
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Dialogue 


The  idea  of  a so-called  pa 
package  insert  has  been  aroun 
a longtime.  Many  physicians  al 
use  written  instruction  sheets  t 
provide  patients  with  informati 
about  the  drugs  they  are  taking 
some  physicians  give  verbal  in; 
tions;  but  in  too  many  instance 
these  are  what  I call  eye-glazinj 
ercises.  I have  seen  patients  sit 
glazed  eyes  listening  to  a rapid- 
lecture  by  a hurried  physician  v 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  giv( 
sufficient  understanding  and  tf 
fore  do  not  follow  instructions. : 
think  the  idea  of  an  official  pad 
insert  for  patients  is  a good  one 
Perhaps  we  should  really  think  ^ 
this  kind  of  information  simply ; 
extension  of  drug  labeling. 


The  benefits  of  patient  involvem 

Many  physicians  may  not  i 
ize  how  frequently  a patient  obt 
his  drug  information  from  Auni 
Tillie  or  the  next  door  neighbor, 
this  information  is  almost  alw£ 
bad  or  irrelevant  to  the  case  at  t 
Furthermore,  the  incentive  to  g( 
along  with  a prescribed  progran 
slim  if  the  only  reading  matter  tl 
patient  receives,  along  with  his  | 
scription,  is  a bill. 

As  an  educator  I am  impre 
by  the  principle  that  the  best  wa 
get  someone  to  do  something  is 
involve  him  in  the  process.  So  th 


I think  there  are  advantagi 
well  as  some  real  disadvantage: 
a patient  package  insert.  When 
begin  to  use  semi-medical  or  m 
cal  terms  to  describe  complicat 
or  possible  sequelae  of  disease 
treatment,  you  may  frighten  the 
tient— particularly  since  the  mo 
highly  sophisticated  patient  is  n 
the  one  who  is  going  to  read  the 
sert.  The  patient  who  will  read  it 
the  one  most  susceptible  to  frig 
and  confusion  by  the  language. 

On  the  positive  side,  a pad 
insert  will  probably  give  the  pati 
better  insight  into  why  he  is  beir 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  moi 
time.  But  it  does  not  remove  froi 
the  physician  the  need  or  obliga- 
to explain  the  insert. 


Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  t 
warned  of  the  possibility  of  serio 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  d 
bit  of  good  to  indicate  that  a pati 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  frigh 
engendered  by  the  insert  may  po 
sibly  outweigh  the  potential  good 


fli  purpose  of  drug  information 
ne  patient  is  to  get  his  coopera- 
din  following  a drug  regimen. 

"'taration  and  distribution  of 
I int  drug  information 

We  would  hope  to  amass  infor- 
, ion  from  physicians,  medical 
feties,  the  pharmaceutical  indus- 
(iind  centers  of  medical  learning, 
■ultimate  responsibility  for  uni- 
1 labeling  must,  however,  rest 
P the  Food  and  Drug  Administra- 
There  is  nothing  wrong  with 
^agency  saying,  “this  informa- 
; is  generally  agreed  upon  and 
refore  it  should  be  used,”  as  long 
r'ur  process  for  getting  the  infor- 
■ion  is  sound. 

^ Distribution  of  the  information 
'^problem.  In  great  measure  it 
i.:ld  depend  on  the  medication  in 

Istion.  For  example,  in  the  case 
n injectable  long-acting  proges- 
me,  we  would  think  it  mandatory 
;sue  two  separate  leaflets— a 
irt  one  for  the  patient  to  read  be- 
« getting  the  first  shot  and  a long 
i to  take  home  in  order  to  make  a 
ision  about  continuing  therapy, 
nis  case,  the  information  might 
put  directly  on  the  package  and 
i removable  at  all.  But  for  a medi- 
jion  like  an  antihistamine  this 
j)rmation  might  be  issued  sepa- 
ijly,  thus  giving  the  physician  the 
lion  of  distribution.  This  could 
serve  the  placebo  use,  etc. 

I 


|y  the  doctor  can  remove  that  fear 
^20  or  30  minutes  of  conversation. 

I’m  not  suggesting  that  we 
hhold  any  information  from  the 
ient  because,  first  of  all,  it  would 
totally  dishonest  and  secondly,  it 
jid  defeat  the  very  purpose  of  the 
ert.  I do  think  that  a patient  on  the 
th  control  pill  should  know  about 
: incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
: incidence  of  serious  adverse  re- 
;ions,  then  you  have  to  tell  him 
it  a concerned  medical  decision 
s made  to  use  a particular  medi- 
ition  in  his  situation  after  careful 
insideration  of  the  incidence  of 
implications  or  side  effects. 

lotionally  unstable  patients  pose 
pedal  problem 

There  are  patients  who,  be- 
use  of  severe  emotional  problems, 
uid  not  handle  the  information 
ntained  in  a patient  package  in- 
rt.  Yet  if  we  are  going  to  have  a 
ickage  insert  at  all,  we  just  can’t 
ive  two  inserts.  1 think  we  might 
Tiply  have  to  tell  the  families  of 
ese  patients  to  remove  the  insert 
jm  the  package. 

!gal  implications  of  the  patient 
ickage  insert 

Just  what  effect  would  a pa- 


It  is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetakinganti- 
histamines  not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
carmdustry,theA.M.A.andtheF.D.A. 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don't  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffsto  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition— 
without  the  government  forcing  us 
to  do  it.  1 think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
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Sudden  deafness 


William  L.  Meyerhoff,  MD 

Sudden  hearing  loss  is  a medical  if  not  a 
surgical  emergency.  A careful  evaluation 
before  beginning  therapy  is  necessary  to 
uncover  etiologies  v^/hich  are  potentially 
dangerous  and  treatable.  Specific  therapy 
should  be  aimed  at  any  specific  etiology 
uncovered  duringthe  evaluation,  and  non- 
specific therapy  should  be  utilized  to  in- 
crease cochlear  blood  flow,  reduce  intra- 
vascular coagulation,  and  reduce  inflamma- 
tion. Approximately  50%  of  the  patients 
will  recover  some  or  all  of  their  auditory 
function,  while  the  remaining  50%  will 
have  no  recovery  at  all. 

Introduction 

Prosper  Meniere  (1861)  was  probably  the 
first  to  report  a case  of  sudden  hearing 
loss,  and,  although  the  subsequent  litera- 
ture is  replete  with  case  reports,  specula- 
tions, and  observations,  the  many  pre- 
scribed treatments  give  evidence  to  the 
lack  of  understanding  of  the  entity.^  Sud- 
den deafness  is  a perplexing  problem  for 
both  the  patient  and  the  practitioner.  The 
patient  is  faced  not  only  with  the  sudden 
loss  of  one  of  his  major  sense  organs,  but 
the  fear  of  a possible  life-threatening  cause 
such  as  cancer,  brain  tumor,  or  stroke.  The 
practitioner,  on  the  other  hand,  is  faced 
with  a diagnostic  and  therapeutic  dilemma. 
As  the  etiology  in  most  cases  is  speculative, 
should  one  do  nothing  (up  to  50%  of  these 
patients  will  improve  without  therapy)  or 
should  one  begin  diagnostic  and  therapeu- 
tic management  which  is  expensive  and  not 
without  morbidity? 

Clinical  Manifestations 

“The  occurrence  of  sudden  deafness,  mon- 
aural or  binaural,  is  not  a rare  clinical  ob- 
servation.incidence  has  been  esti- 
mated to  approach  1 in  5,000  people  per 


year  or  more.  Many  patients  have  a recent 
history  of  an  upper  respiratory  tract  infec- 
tion, emotional  crisis,  or  sudden  exertion. 
Men  and  women  are  equally  affected,  the 
average  age  being  about  40  years.  The 
hearing  loss  may  develop  suddenly  asso- 
ciated with  a subjective  click  or  over  a 
period  of  several  hours.  Tinnitis  is  the  rule, 
occurring  in  at  least  70%  of  the  cases  and 
often  serving  as  an  aura  to  the  impending 
hearing  loss.^'®  Vertigo  is  an  accompany- 
ing symptom  in  up  to  50%  of  patients  and 
may  be  the  dominant  symptom. 

Predisposing  Factors  and  Etiologies 

Patients  with  diabetes  mellitus,  arterios- 
clerotic vascular  disease,  hypertensive 
heart  disease,  hyperlipoproteinemia, 
anxiety,  and  allergic  diatheses  are  more 
susceptible  to  sudden  hearing  loss  than 
the  average  population.  Although  the 
exact  association  is  not  clear,  it  appears 
to  be  on  a circulatory  basis  with  narrowing 
of  vessel  lumens,  anoxia,  hypercoagula- 
tion, and  sludging  of  blood.^.^.ia.M-ie  jhe 
list  of  known  and  proposed  etiologies  is 
legion. 

Viral  Agents 

Viral  agents  (mumps,  rubella,  influenza, 
mycoplasma,  herpes  zoster,  adenovirus 
type  III,  infectious  mononucleosis,  and 
rubeola)  are  unequivocally  implicated  in 
sudden  hearing  loss  and  probably  repre- 
sent the  single  most  important  etio- 
logy.4.8,9 11  ji-ig  presumed  mechanisms  are 

(1)  neuronitis  or  ganglionitis  (actually  a 
viral  infiltration  of  the  ganglion  or  nerve, 
especially  seen  with  herpes  infection), 

(2)  endolymphatic  labyrinthitis  (actual  in- 
vasion of  the  cochlear  duct  structures  by 
the  viruses  of  mumps,  rubeola,  rubella,  or 
influenza  virus  or  all  of  these),  (3)  peri- 
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lymph  labyrinthitis  (invasion  of  the  peri- 
lymphatic space  by  a viral  agent,  especial- 
ly seen  in  herpes  zoster), and  (4)  vas- 
cular occlusion  (all  viruses).  The  virus  at- 
tacks the  vessel  wall  causing  endothelial 
damage  and  edema.  It  also  causes  platelet 
and  red  blood  cell  disruption  resulting  in 
vasoconstriction,  platelet  agglutination 
and  hypercoagulation. The  diagnosis  of 
viral  disease  may  be  made  by  examining 
blood,  stool,  and  cerebral  spinal  fluid  for 
evidence  of  viral  infection  (antigens,  anti- 
body titers,  and  complement  fixation).  A 
history  of  mumps  parotitis  does  not  rule 
out  the  possibility  of  a subsequent  mumps 
viremia.^®'^* 

Trauma 

Aside  from  the  obvious  hearing  loss  as- 
sociated with  temporal  bone  fractures  and 
concussion,  sudden  hearing  loss  may  also 
be  caused  by  implosive  and  explosive  pres- 
sure changes  on  the  inner  ear.  These  pres- 
sure changes  may  be  mediated  by  altera- 
tions in  cerebral  spinal  fluid  pressure  (via 
the  cochlear  aquaduct  or  internal  auditory 
canal)  or  by  changes  in  middle  ear  pres- 
sure. They  may  be  secondary  to  exertion, 
environmental  pressure  changes  (diving 
and  flying),  or  coughing  and  sneezing. 
Pathological  changes  are  probably  limited 
to  disruption  of  the  round  window  or  oval 
window  annulus  and  subsequent  perilymph 

leak.®.i6i9-24 

Bacterial 

Sudden  hearing  loss  occurs  with  bacterial 
labyrinthitis  which  may  be  secondary  to 
meningitis,  suppurative  otitis  media,  or 
blood-borne  infection  from  a distant  focus. 
The  pathological  process  usually  begins  in 
the  perilymph  but  soon  spreads  to  the  en- 


dolymph  and  causes  total  destruction  of 
the  membranous  labyrinth.  Vertigo  is  us- 
ually severe. 

Toxic 

There  are  many  chemical  agents  known  to 
be  toxic  to  the  labyrinth.  Some  are  ubi- 
quitous (alcohol,  tobacco,  and  carbon 
monoxide)  while  some  are  in  the  form  of 
heavy  metals  (lead,  mercury,  and  gold). 
Others  represent  part  of  our  pharmacologi- 
cal armamentarium  against  disease.  Per- 
haps the  most  common  offenders  are  the 
aminoglycoside  antibiotics  (gentamicin, 
neomycin,  vancomycin,  streptomycin,  and 
kanamycin).  The  hearing  loss  is  not  re- 
versible and  is  preceded  by  vestibular  de- 
pression in  the  case  of  streptomycin  and 
gentamicin.  Renal  function  impairment 
may  lead  to  elevated  blood  levels  of  the 
antibiotic  and  increased  incidence  of  oto- 
toxicity. The  pathological  lesion  is  mainly 
in  the  hair  cells  and  stria  vascularis  of  the 
cochlear  duct.  Aspirin,  furosemide,  and 
ethacrynic  acid  are  also  associated  with 
hearing  loss.  In  the  case  of  aspirin,  the 
hearing  loss  is  always  reversible;  with  furo- 
semide and  ethacrynic  acid  toxicity,  it  may 
be  permanent. 

Tumors 

As  many  as  15%  of  cerebellopontine  angle 
tumors  present  with  sudden  hearing  loss. 
The  neoplastic  growth  interrupts  the  blood 
supply  to  the  inner  ear  by  pressure  on  the 
internal  auditory  artery.  This  results  in  a 
sudden  loss  of  hearing  and  a cochlear 
audiological  picture.®’^®’®® 

Syphilis 

Both  congenital  and  acquired  syphilis 
may  cause  sudden  hearing  loss.  Luetic 
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involvement  of  the  temporal  bone  mani- 
fests as  labyrinthitis,  mononuclear  leu- 
kocytic infiltrate,  and  obliterative  endarteri- 
tis. Endolymphatic  hydrops  has  also  been 
described.  2,6,9,10,26,29 

Miscellaneous 

Sudden  deafness  has  been  reported  with 
most  causes  of  endolymphatic  hydrops 
(Cogan’s  syndrome,  Meniere’s  syndrome, 
and  allergy).  Sudden  deafness  has  also 
been  associated  with  systemic  lupus 
erythematosus,  leukemia,  and  Paget’s 

disease. 

Evaluation 

In  order  to  avoid  overlooking  a potentially 
dangerous  or  treatable  underlying  etiology 
it  is  essential  to  carefully  evaluate  pa- 
tients with  sudden  hearing  loss  before 
treatment  is  begun. 

An  audiogram  will  quantitate  the  de- 
gree of  loss  as  well  as  help  localize  the  site 
of  lesion.  An  electronystagmogram  docu- 
ments associated  vestibular  injury,  and 
internal  auditory  canal  x-rays  aid  in  the 
diagnosis  of  acoustic  neurinoma  or  other 
cerebellopontine  angle  neoplasms.  Hema- 
tological studies  for  syphilis  (FTA-abs), 
hypothyroidism  (T3,  T4),  diabetes  mellitus 
(five-hour  glucose  tolerance  test),  hyper- 
coagulable  state  (prothrombin  consump- 
tion time),  and  hyperlipoproteinemias 
(lipid  fractionation)  complete  the  diagnos- 
tic work-up.  Viral  studies  on  blood,  stool, 
and  cerebral  spinal  fluid  are  expensive, 
difficult  to  obtain,  and  altertherapy  very 

little.4.5.13.17 

Treatment 

Where  a specific  etiology  has  been  eluci- 
dated, therapy  is  directed  toward  its  eradi- 


cation. A history  of  associated  exertion, 
diving,  or  flying  would  suggest  an  oval  or 
round  window  leak  and  an  exploratory 
tympanotomy  would  be  indicated.  Where 
no  etiology  is  apparent,  treatment  should 
include  hospitalization  and  bed  rest,  hepa- 
rin 10,000  units  by  subcutaneous  injection 
daily  for  one  week  for  its  anti-inflamma- 
tory, anticoagulant,  and  lipolytic  proper- 
ties; and  ACTH,  40  units  by  intramuscu- 
lar injection  daily  for  one  week  to  decrease 
platelet  adhesiveness  and  inflammation. 
Low  molecular  weight  of  dextran  (10%), 
500  cc  over  a four-hour  period,  repeated 
every  12  hours  for  one  week,  prevents 
sludging  of  blood  and  rouleau  formation. 
Histamine,  2.75  cc  in  250  cc  of  5%  dex- 
trose and  water  for  two  hours  administered 
intravenously  every  six  hours  for  three 
days,  helps  achieve  vasodilatation  and  in- 
creased cochlear  blood  ^ 

Prognosis 

Although  reports  differ  from  investigator 
to  investigator,  it  is  generally  felt  that  25 
to  30%  of  the  patients  with  sudden  hear- 
ing loss  will  have  complete  auditory  re- 
covery, 25  to  30%  of  the  patients  will 
have  partial  recovery,  and  the  remainder 
will  have  no  recovery.  The  earlier  in  the 
course  of  the  disease  that  therapy  is  be- 
gun, the  better  the  prognosis.^-^'i^-^o 
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Chronic  peritoneal  dialysis 
in  chiidren 


Twelve  children  with  chronic  renal  failure 
maintained  on  either  home  or  hospital- 
based  peritoneal  dialysis  are  discussed. 

A modified  Tenckhoff  catheter  was  used 
in  all  patients,  totaling  854  dialyses  dur- 
ing 91.5  months.  Amongthe  medical  prob- 
lems encountered,  peritonitis  remains  the 
leading  source  of  morbidity  and  mortality. 
However,  this  complication  should  de- 
crease with  use  of  the  larger,  closed  de- 
livery systems,  meticulous  attention  to 
steriletechnique,  and  wider  use  of  home 
dialysis.  Half  of  our  patients  have  been 
maintained  on  home  peritoneal  dialysis. 

For  many  patients,  this  form  of  dialysis  al- 
lows greater  freedom  of  activities  than 
hemodialysis.  Peritoneal  dialysis  offers  a 
safe,  simple,  and  versatile  alternative  to 
hemodialysis  as  a modality  for  treating 
chronic  renal  failure. 

Chronic  renal  failure  which  is  no  longer 
amenable  to  conservative  medical  man- 
agement has  been  treated  by  hemodialysis, 
peritoneal  dialysis,  and  transplantation. 

The  enthusiasm  with  which  hemodialysis, 
with  its  greater  efficiency  and  speed,  was 
greeted,  relegated  chronic  peritoneal 
dialysis  to  a secondary  position  in  the 
treatment  of  chronic  renal  failure  until  a 
recent  report^  put  these  modalities  into 
perspective.  The  availability  of  permanent 
indwelling  Silastic  catheters^  and  the  in- 
troduction of  automatic  cyclers^  have  not 
only  made  peritoneal  dialysis  the  preferred 
form  of  therapy  in  many  instances,  but 
have  allowed  some  patients,  who  would 
otherwise  need  to  remain  hospitalized,  to 
return  home  on  a home  treatment  program. 
This  is  especially  true  in  the  pediatric  pa- 
tient, for  whom  widespread  facilities  for 
hemodialysis  do  not  exist  and  for  whom 


parental  fear  of  hemodialysis  is  often  an 
insurmountable  problem. 

While  facilities  exist  at  The  University  of 
Texas  Medical  Branch  for  center-based 
chronic  hemodialysis  of  outpatient  chil- 
dren, home  peritoneal  dialysis  is  encour- 
aged whenever  it  seems  to  be  the  thera- 
peutic modality  offering  the  greatest 
chance  for  maximal  patient  rehabilitation. 

The  following  report  outlines  our  ex- 
periences with  both  hospital-based  and 
home  peritoneal  dialysis  duringthe  past 
six  years. 

Methods 

A modified  Tenckhoff  catheter,  consisting 
of  a straight  Silastic  tube  with  a single 
Dacron  cuff  attached  24  cm  from  the  end 
of  the  tubing,  was  used  in  all  patients.  The 
intraperitoneal  section,  20  cm  long  with 
numerous  perforations  in  the  distal  10  cm, 
was  surgically  inserted  under  direct  vision 
into  the  peritoneal  cavity.  Immediately 
after  implantation,  dialysis  was  initiated, 
with  heparin  added  to  the  dialysate  to  in- 
sure catheter  patency.  Leakage  occasion- 
ally occurred  around  the  catheter  but  us- 
ually stopped  spontaneously  within  24  to 
48  hours.  The  length  and  number  of  dia- 
lyses per  week  for  each  patient  was  such  as 
to  obtain  adequate  biochemical  control 
(blood  urea  nitrogen  in  the  range  of  30  to 
50  mg/100  ml  after  dialysis)  and  restore  a 
sense  of  well-being.  Duringthis  time,  in 
appropriate  situations,  the  parents  were 
instructed  in  the  technique,  both  manual 
and  automatic,*  of  peritoneal  dialysis:  the 
aseptic  preparation  and  modification  of  the 
dialysate,  the  measurement  of  inflow  and 
outflow,  and  the  procedure  and  importance 


♦Automatic  Peritoneal  Cycler  by  American  Medi- 
cal Products  Corporation,  Fairfield,  NJ. 
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with  catheter  survival  time  varying  from  a 
few  days  to  seven  months  with  an  average 
of  2.9  months  (Fig  1).  This  value  is  skewed 
by  the  difficulties  involved  in  maintaining 
a functioning  catheter  in  patient  YP.  If 
patient  YP  is  excluded,  catheter  survival 
time  ranges  from  three  to  seven  months 
with  an  average  of  3.6  months. 

Growth 


of  obtaining  peritoneal  fluid  cultures.  Sam- 
ples, taken  at  the  start  and  end  of  each 
dialysis,  were  cultured  with  theTesturia 
Kit.t  In  addition,  these  parents  were  taught 
to  take  blood  pressure  and  administer  in- 
tramuscular medication.  As  the  parents 
gained  confidence  in  performing  the  dialy- 
sis, nursing  and  physician  supervision 
gradually  diminished  until  the  procedure 
was  performed  entirely  by  the  parents. 
When  this  point  had  been  achieved,  the 
patient  was  allowed  home  for  dialysis. 

The  diagnosis  of  peritonitis  was  sus- 
pected by  the  presence  of  cloudy  fluid, 
abdominal  pain,  and  fever,  and  was  con- 
firmed by  culture.  When  present,  it  was 
treated  with  continual  peritoneal  lavage 
using  antibiotics  (oxacillin  and  gentamicin 
until  sensitivities  were  known)  and  heparin 
in  the  dialysate.  Antibiotics  were  also  giv- 
en parenterally  for  two  to  three  weeks.  If 
peritoneal  infection  resulted  in  catheter 
malfunction,  the  permanent  catheter  was 
removed;  a temporary  catheter  was  then 
inserted  until  the  infection  was  eradicated, 
at  which  time  it  was  removed  and  another 
permanent  catheter  reinserted. 

Results 

Dialysis  Time  and  Catheter  Survival 

Twelve  patients  have  been  maintained  on 
chronic  peritoneal  dialysis  during  the  past 
six  years.  Seven  of  the  12  were  discharged 
to  be  dialyzed  at  home  or  at  their  local 
community  hospital.  Total  time  of  dialysis 
has  ranged  from  2 to  18  months;  home 
dialysis  time  has  varied  from  2 to  18 
months.  Total  dialysis  experience  has  con- 
sisted of  854  dialyses  over  91. 5 months. 


fAyerst  Laboratory,  Inc.,  New  York,  NY. 


Satisfactory  growth  can  be  maintained  in 
patients  on  peritoneal  dialysis.  A repre- 
sentative example  is  presented  in  Fig  2. 
Nine  of  our  12  patients  have  continued  on 
their  predialysis  growth  percentiles;  how- 
ever, 3 adolescent  patients  have  not  grown 
One  of  these  (AM)  was  16  years  old  at  the 
initiation  of  dialysis  and  therefore  could 
not  be  expected  to  grow  significantly. 


Biochemical  control  of  uremia  has  been 
similar  to  that  reported  by  others,i’^  vvith 
predialysis  values  of  blood  urea  nitrogen 
ranging  from  60  to  90  mg/100  ml  and 
postdialysis  values  from  30  to  40  mg/100 
ml.  Electrolytes  have  remained  in  the  nor- 
mal range  except  for  two  patients  (DR  and 
KO)  who  have  required  chronic,  supple- 
mentary therapy  with  an  exchange  resin 
for  hyperkalemia. 

All  patients,  as  expected,  have  remained 
anemic  (hematocrit  values  ranging  from 
11-21%),  but  only  one  patient,  who  is 
surgically  anephric,  has  required  frequent 
transfusions. 

In  the  one  patient  (AM)  in  whom  it  was 
measured,  protein  loss  totaled  91.7  gm 
protein  per  12  liter  dialysis.  This  patient 
remained  anorectic  during  hospital-based 
peritoneal  dialysis.  Because  of  his  de-  ss 


Medical  Complications 


Volume  72,  January,  1976 


Peritoneal  dialysis 


creasGd  caloric  intake  he  became  sympto- 
matic from  hypoproteinemia,  developing 
pleural  effusions  and  edema.  After  being 
on  home  peritoneal  dialysis  for  one  month 
and  undergoing  a consequent  psychologi- 
cal uplift,  this  patient  accepted  his  diet  to 
3 greater  extent  and  his  serum  protein 
levels  increased  to  normal. 

Hypertension  has  been  controlled  in 
most  patients  in  this  series  with  adequate 
dialysis,  diet,  and  medication.  Patient  JR, 
who  had  hyper-renninemia,  required  bilat- 
eral nephrectomy  for  adequate  blood  pres- 
sure control. 

All  patients  have  shown  some  evidence 
of  renal  osteodystrophy.  None  have  had 
bone  pain  or  required  parathyroidectomy; 


all  have  received  phosphate  binders,  sup- 
plemental calcium,  and  vitamin  D. 

Infection 

Pericatheter  abscess  has  occurred  twice; 
both  times  the  causative  organism  was 
Staphylococcus  aureus.  In  one  instance 
this  may  have  led  to  peritonitis. 
Staphylococcus  aureus  was  the  most  fre- 
quent (13/21)  cause  of  peritonitis  in  this 
series;  other  organisms  have  included 
Moraxella(Mima),^  an  unidentified  gram- 
negative rod,i  Proteus,  alpha  streptococ- 
cus,^ and  Candida  albicans. Seven  percent 
of  the  cultures  taken  (two  per  dialysis) 


1.  Months  of  dialysis. 


Patient 

Age 

Sex 

Diagnosis 

Local 

Hospital 

No.  of 
Dialyses 

No.  of 
Catheters 

Episodes  of 
Peritonitis 

DB 

11 

F 

Chronic  pyelonephritis 

5 

2 

80 

2 

3 

DR 

12 

F 

Chronic  pyelonephritis 

7 

4 

79 

6 

5 

JR 

7 

M 

Rapidly  progressive 
glomerulonephritis 

13 

132 

2 

3 

YP 

8 

F 

Dysplastic  kidneys 

- 

9 

72 

9 

2 

AM 

16 

M 

Alport's  syndrome 

3.5 

8.5 

121 

3 

3 

JG 

7 

M 

Congenital  nephrosis 

- 

2 

29 

1 

0 

KO 

4 

F 

Focal  sclerosing 
glomerulonephritis 

3 

2 

48 

4 

2 

AM 

17 

M 

Obstructive  uropathy 

18 

137 

1 

2 

DW 

12 

M 

Rapidly  progressive 
glomerulonephritis 

_ 

4 

68 

1 

1 

SM 

14 

M 

Obstructive  uropathy 

- 

4 

12 

1 

1 

GM 

13 

M 

Obstructive  uropathy 

2 

1 

36 

1 

0 

SE 

13 

M 

Focal  sclerosing 
glomerulonephritis 

2 

1.5 

40 

1 

0 

Total 

13.5 

67.0 

854 

32 

22 

Peritonitis  = 22/854  = 2.5% 

Catheters  = 91.5/32  = 2.9  months/ catheter 


82.5/23  = 3.6  months/catheter  (YP  deleted) 
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have  been  positive  but  not  associated  with 
signs  or  symptoms  of  infection. 

Obstruction 

Obstruction  of  dialysate  flow  can  be  caused 
by  peritonitis,  omental  wrap  or  herniation, 
and  fibrin  plugging  of  the  catheter  fenes- 
trations. The  need  for  catheter  replace- 
ments in  our  series  was  largely  caused  by 
peritonitis  except  in  YP,  who  had  recurrent 
episodes  of  what  was  felt  to  be  ball-valve 
omental  obstruction  of  her  catheter. 

Discussion 

Peritoneal  dialysis  has  been  used  with 
great  efficiency  and  simplicity  since  its 
conception  in  1923.®  However,  the  rapid 
developments  in  hemodialysis  relegated 
peritoneal  dialysis  to  acute  treatment  in 
most  institutions.  Simplicity  could  not  out- 
weigh the  greater  efficiency,  shorter  dialy- 
sistime, and  painlessness  of  hemodialysis; 
in  addition,  the  high  incidence  of  peritonitis 
made  peritoneal  dialysis  less  appealing. 
Major  advances  in  the  peritoneal  procedure 
occurred  with  the  introduction  of  the  multi- 
ple puncture  technique-'^  and  the  Silastic 
catheter.® In  1968  Tenckhoff  and  Schech- 
ter^  described  their  experience  with  a per- 
manent indwelling  Silastic  catheter  fitted 
with  Dacron  cuffs  placed  subcutaneously 
and  outside  the  peritoneum.  This  catheter 
offered  the  advantages  of  Silastic,  reduced 
the  incidence  of  tunnel  abscesses,  and 
eliminated  the  trauma  associated  with 
multiple  punctures. 

Protein  loss  may  be  a significant  prob- 
lem as  intake  may  not  be  sufficient  to 
make  up  for  the  losses  into  the  dialysis 
fluid.  Linder,®  in  studying  nitrogen  bal- 
ance in  six  patients  on  dialysis  for  six 


months  or  longer,  showed  that  nitrogen  in- 
take (11.69  gm  nitrogen  per  day  and  a 
1 gm/kg  body  weight  protein  diet)  was 
often  less  than  the  average  loss  (1 1 to  19 
gm  nitrogen)  on  dialysis  days.  However, 
the  improved  appetite  resulting  from  re- 
versal of  uremia  often  allows  for  more  than 
adequate  protein  intake  on  nondialysis 
days. 

Not  only  may  positive  nitrogen  balance 
be  maintained,  but  children  on  peritoneal 
dialysis  may  grow.^  Nine  of  our  12  pa- 
tients have  maintained  their  predialysis 
growth  percentiles  while  on  dialysis.  Two 
(AM  and  DR)  adolescent  patients  have  not 
grown;  in  the  case  of  patient  AM  this  may 
reflect  his  decreased  protein  intake.  Al- 
though the  increased  protein  intake  neces- 
sary for  growth  may  contribute  to  higher 
levels  of  BUN,  it  is  the  dialytic  treatment 
that  has  been  responsible  for  the  return 
of  these  patients’  appetites.  Any  resultant 
biochemical  abnormalities  have  been  well 
controlled  with  peritoneal  dialysis  and  pre- 

2.  Growth  and  growth  velocity  charts^i  of  JR 
after  starting  peritoneal  dialysis. 

JR  u H 214371  P 
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dialysis  levels  of  BUN  of  80  to  100  mg/100 
ml  may  be  disregarded^  as  long  as  the  pa- 
tient remains  clinically  well. 

Peritonitis,  even  with  improved  cathe- 
ters, remains  the  major  complication  of 
peritoneal  dialysis.  The  incidence  of  2.7  % 
in  this  series  is  somewhat  higherthan 
others  reported  elsewhere. Two  reasons 
for  this  higher  incidence  may  be  the  lack 
of  a large  closed  delivery  system^  and  the 
use  of  an  open  ward  for  peritoneal  dialysis 
rather  than  a separate  dialysis  unit.^®  These 
defects  have  recently  been  corrected  with 
the  opening  of  a new  dialysis  facility  speci- 
fically designed  to  perform  both  peritoneal 
and  hemodialysis  in  children  utilizing  iso- 
lation rooms,  a closed  delivery  system,  and 
especially  designed  filters  to  trap  bacteria. 

Recurrent  episodes  of  peritonitis  with 
the  same  organism  is  an  indication  for 
catheter  removal  as  it  is  the  likely  source 
of  repeated  infection.  When  separate  epi- 
sodes of  peritonitis  occur  in  the  presence 
of  a functioning  catheter,  intraperitoneal 
antibiotic  lavage  may  be  employed. i ® The 
addition  of  heparin  reduces  the  incidence 
of  catheter  clotting.  McKenna  and  associ- 
ates 12  reduced  the  mortality  by  49%  and 
morbidity  by  50%  in  25  patients  with 
severe  peritonitis  by  this  method. 

Catheter  plugging  can  occur  in  the  ab- 
sence of  infection.  This  may  be  due  to 
omentum  wrapping  around  the  catheter'* 
or  herniating  through  the  side  holes  of  the 
catheter.il  This  type  of  herniation  oc- 
curred in  patient  YP,  who  experienced 
numerous  episodes  of  ball-valve  obstruc- 
tion not  associated  with  infection.  When 
decreased  flow  has  resulted  from  fibrin, 
streptokinase  has  been  used  with  variable 
success.il  Catheter  life  in  this  series 
ranged  from  three  to  seven  months,  with 
an  average  of  3.6  months.  Tenckhoff^  has 


reported  survival  ranging  from  7 to  28 
months.  The  average  catheter  life  in  his 
pediatric  patients  is  7.16  months. 

Six  of  our  patients  have  been  maintained 
on  home  peritoneal  dialysis.  A prerequisite 
for  successful  home  dialysis  is  a stable  and 
supportive  home.  Three  patients  have  been 
dialyzed  twice  a week  and  three,  three 
times  a week.  Most  have  been  instructed 
in  the  use  of  an  automatic  cycler,  although 
some  still  preferto  change  bottles  indi- 
vidually because  of  greater  freedom  during 
family  vacations.  Raeand  Pendrayi^  have 
reported  similar  experiences  with  home 
peritoneal  dialysis  patients  who  were  dia- 
lyzed in  cabins,  trailers,  and  motels  and 
enjoyed  swimming,  fishing,  boating,  and 
horseback  riding.  The  versatility,  simplic- 
ity, and  safety  of  peritoneal  dialysis  make 
this  an  ideal  method  of  dialysis  for  such 
patients  as  dialysis  can  be  performed  at 
night  while  the  patient  and  family  sleep. 

Home  peritoneal  dialysis  is  ideally  suit- 
ed for  use  in  uremic  children  in  Texas.  To 
date,  pediatric  dialysis  facilities  forchil- 
dren  are  far  below  what  is  needed  to  pro- 
vide optimal  care  for  these  patients.  Ex- 
isting facilities  are  often  too  distant  to  al- 
lowfor  outpatient  dialysis.  Since  the  tech- 
niques of  hemodialysis  are  more  difficult  to 
master  and  provide  great  anxiety  in  the 
parents  of  some  children,  peritoneal  dia- 
lysis offers  an  ideal  alternative  to  this  form 
of  treatment.  Its  complications  are  less  life 
threatening,  its  technique  easier  to  master. 
With  the  use  of  an  automatic  cycler,  the 
dialysis  can  be  performed  at  night  allow- 
ing norma!  daytime  activities.  We  feel  that 
peritoneal  dialysis  is  an  acceptable  altern- 
ative to  hemodialysis;  home  peritoneal  dia- 
lysis is  particularly  desirable,  while  the 
ultimate  goal  forthesechildren  istrans- 
plantation. 
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Fiberoptic  colonoscopy  and  its  diagnostic 
and  therapeutic  capabilities  are  reviewed. 
A discussion  of  technique  and  technical 
aids  is  presented.  Complications  are 
rare;  these  are  listed.  Economic  advan- 
tage of  colonoscopic  polypectomy  is  dis- 
cussed. 

Introduction 

The  development  of  flexible  fiberoptic  en- 
doscopes has  added  a new  dimension  to 
the  diagnosis  and  treatment  of  colonic  dis- 
orders. With  these  instruments  the  entire 
colon,  and  even  occasionally  the  terminal 
ileum,  is accessibletodirect visual  ex- 
amination. 

Excellent  articles  reviewing  extensive 
experiences  in  colonoscopy  have  been 
published.^-® 

Colonoscopes  ranging  in  length  from 
1 10  cm  to  186  cm  with  controlled,  four-di- 
rection maneuverability  of  the  distal  end 
are  avilable.  Light  is  provided  by  fiber 


glass  bundles  from  an  external  cold  light 
source,  and  a visual  image  is  transmitted 
via  a coherent  bundle  in  which  the  multiple 
fibers  are  in  precisely  the  same  arrange- 
ment at  the  tip  of  the  instrument  and  at  the 
eyepiece.  There  are  channels  for  insuffla- 
tion of  water  and  airto  cleanse  the  lens 
and  to  distend  the  bowel  as  necessary  to 
adequately  examine  the  mucosa.  One  or 
two  channels  are  provided  for  the  passage 
of  various  instruments,  including  irrigat- 
ing catheter,  cytology  brush,  biopsy  for- 
ceps, electrocoagulatingtip  or  resecting 
snare,  and  grasping  forceps.  A teaching 
head  attachment  is  availableto  enable 
simultaneous  observation  by  a second  ex- 
aminer (Figs  1,  2). 

Indications 

General 

Colonoscopy  should  be  performed  in  pa- 
tients in  whom  barium  enema  examination 


1.  Shown  is  a 186-cm  fiberoptic  colonoscope  with 
portable  light  source. 


2.  Control  head  of  colonoscope. 


TEXAS  MEDICINE 


and  standard  proctosigmoidoscopy  fail  to 
make  an  unequivocal  diagnosis.  Certainly 
this  is  true  in  the  patient  with  bleeding  or 
other  symptoms  of  colonic  disease,  but 
also  in  patients  who  are  asymptomatic  but 
who  undergo  studies  because  of  high  po- 
tential for  colonic  disease,  such  as  pre- 
viously resected  neoplasm  of  the  colon  or 
ulcerative  colitis. 

Neoplasm 


nose  the  small,  early  lesion  which  may  not 
be  apparent  on  barium  enema  examina- 
tion. Colon  carcinoma  is  one  of  this  coun- 
try’s most  common  neoplasms,  and  op- 
portunity for  cure  should  be  increased 
with  earlier  diagnosis. 

The  colonoscopic  finding  of  a polyp 
or  carcinoma  unseen  during  barium  ene- 
ma examination  is  not  rare,  and  makes 
this  type  of  study  a valuable  adjunct  to 
routine  x-ray  examinations. 


Perhaps  the  greatest  single  indication  for 
colonoscopy  is  the  presence  of  a single 
polyp  or  multiple  polyps  on  barium  enema 
examination  or  proctosigmoidoscopy.  The 
multiple  incidence  and  total  colon  distri- 
bution of  polyps  is  well  recognized,  and 
the  colonoscope  is  an  extremely  valuable 
tool  for  investigation  and  treatment  of 
these. 

Atissue  diagnosis  of  carcinoma  may  be 
obtained  at  colonoscopy,  but  resection  re- 
mains the  primary  treatment.  Endoscopy 
is  most  valuable,  however,  in  helping  diag- 


S.  Scope  inserted  to  hepatic  flexure  with  large  loop 
in  sigmoid  colon;  smaller  loop  in  transverse  colon. 


Inflammatory  Diseases 

Direct  observation  of  mucosal  changes  is 
helpful  in  differentiation  of  inflammatory 
diseases,  but  greater  care  must  be  taken 
to  avoid  perforation  of  the  colon  in  these 
cases.  Endoscopy  also  may  help  followthe 
progress  of  therapy  in  ulcerative  colitis. 

Intraoperative  Colonoscopy 

The  need  occasionally  arises  to  visualize 
all  or  part  of  the  colonic  lumen  during  lap- 

4.  Same  patient  as  in  Fig  3.  External  manipulation 
and  the  hook  and  withdraw  maneuver  straighten 
the  sigmoid  and  allow  the  scope  to  advance  to  the 
cecum. 
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5.  Insertion  of  scope  into  rectum.  (Fig  5-11,  serial 

x-rays)  6.  Scope  advanced  to  sigmoid. 


7.  Scope  advanced  to  splenic  flexure;  tip  hooked. 


8.  Scope  withdrawn  with  straightening  of  sigmoid. 
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9.  External  sheath  advanced  over  scope  to  maintain 
straightening  of  sigmoid;  hook  released  from  tip 
of  scope. 


10.  Scope  advanced  to  hepatic  flexure. 


11.  Scope  advanced  to  cecum. 
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arotomy.  Colotomy,  single  or  multiple, 
and  coloscopy  with  a rigid  scope  signifi- 
cantly increase  the  risk  of  contamination 
of  the  peritoneal  cavity.  In  such  cases  the 
fiberoptic  colonoscope  can  be  inserted 
through  the  rectum,  its  passage  through- 
out the  colon  aided  by  the  abdominal  oper- 
ator, and  the  colon  examined  without  co- 
lotomy. 

Foreign  Body 

Most  intracolonic  foreign  bodies  will  pass 
per  rectum;  however,  occasionally  the 
shape  or  configuration  of  a foreign  body 
may  prevent  its  passage,  and  yet  allow  en- 
doscopic removal  with  grasping  forceps. 

Preparation 

Excellent  mechanical  cleansing  of  the 
bowel  is  essential  for  colonoscopy,  espe- 
cially if  the  entire  colon  is  to  be  examined. 
A clear  liquid  diet  for  two  days  prior  to  ex- 
amination, laxatives  (orally),  and  cleans- 
ing enemas  daily  allow  good  visualization 
of  the  colon.  We  routinely  give  Phenergan, 
25  mg  intramuscularly,  two  hours  before 
examination,  and  atropine,  0.6  mg,  with  a 
narcotic  one  hour  before  examination.  If 
additonal  sedation  is  desired.  Valium  in 
doses  of  5-30  mg  is  given  intravenously  at 
the  time  of  examination.  If  excessive  peri- 
stalsis of  the  bowel  interferes  with  the  ex- 
amination, intravenously  administered 
anticholinergic  drugs  may  help. 

Technique 

We  perform  colonoscopy  in  the  x-ray  suite 
and  utilize  fluoroscopy  on  almost  all  exam- 
inations. Radiation  will  damage  the  fiber 
glass  bundles,  gradually  producing  a yel- 
lowing effect,  and  every  effort  must  be 


made  to  minimize  its  use.  However,  it  is  an 
invaluable  aid  in  the  passage  of  the  scope, 
especially  in  difficult  areas  of  the  colon. 

The  patient  is  placed  in  the  left  lateral 
or  supine  position  on  the  x-ray  table.  The 
colonscope  is  inserted  with  gentle,  inter- 
mittent forward  pressure  in  a to-and-fro 
fashion,  aided  by  occasional  axial  rotation 
of  instrument  and  maneuvering  of  the  tip 
of  the  scope.  The  difficult  areas  of  colon  to 
pass  are  the  sigmoid  curve,  the  splenic 
and  hepatic  flexures,  and,  to  some  extent, 
the  transverse  colon.  The  sigmoid  and 
transverse  portions  of  the  colon  are  mo- 
bile, while  the  descending  and  ascending 
colon  segments  are  usually  straighter  and 
fixed  in  a retroperitoneal  position  which 
allows  easy  progress  of  the  scope. 

Aids  to  Insertion 

External  or  Internal  Manipulation 

When  difficulty  is  encountered  in  advanc- 
ing the  scope,  manipulation  of  the  involved 
area  of  the  colon  through  the  abdominal 
wall  may  help  in  straightening  the  loop  so 
the  instrument  may  progress. 

The  tip  of  the  scope  may  be  maximally 
deflected,  “hooking”  the  bowel  wall,  and 
the  scope  then  gently  withdrawn,  with 
straightening  and  shortening  of  the  bowel 
then  allowing  further  insertion  (Figs  3,  4). 

Internal  wire  stiffeners,  passed 
through  the  biopsy  channel,  may  assist  in 
straightening  a long,  troublesome  colonic 
loop  to  allow  forward  progress. 

External  Sheath 

A firm  plastic  sheath,  in  place  over  the 
colonoscope  prior  to  insertion,  may  be  ad- 
vanced over  the  colonoscope  after  the 
scope  has  reached  the  area  of  splenic  flex- 
ure to  maintain  the  relatively  straight  po- 
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sition  of  the  sigmoid  loop,  allowing  exter- 
nal force  to  be  effectively  applied  to  ad- 
vancingthetip  ratherthan  bowingthe  sig- 
moid loop  again^  (Figs  5-11). 

Oral-Anal  Guidestring 

A fine,  braided  guidestring  with  a small, 
weighted  balloon  at  its  tip  may  be  swal- 
lowed and  the  string  allowed  to  pass 
through  the  entire  gastrointestinal  tract. 
The  string  is  then  drawn  through  the  biop- 
sy channel  of  the  colonoscope  and  gentle 
traction  applied  to  it,  using  it  as  a guide- 
line during  the  examination.  This  tech- 
nique has  significantly  decreased  the  time 
required  and  discomfort  to  the  patient 
during  colonoscopy.  The  presence  of  the 
string  in  the  biopsy  channel  has  not  inter- 
fered with  biopsy,  snare  polypectomy,  or 
passage  of  other  instruments.  It  is  of 
great  value  in  the  patient  with  multiple 

12.  Normal  air  contrast  barium  enema  on  a volun- 
teer subject.  Note  the  fairly  typical  configuration 
of  the  sigmoid  and  the  position  of  the  splenic 
flexure. 


13.  Same  patient  as  in  Fig  12.  An  opaque  oral-anal 
guideline  in  place.  Arrows  show  its  course  through 
the  colon.  The  configuration  of  the  colon  is  un- 
changed compared  to  Fig  12. 


14.  Same  patient  as  in  Figs  12, 13.  Traction  on  the 
anal  end  of  the  guideline  shortening  and  straighten- 
ing the  colon. 
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15.  Barium  enema  showing  polyp  in  the  proximal 
sigmoid  colon. 


polyps  where  repeated  reinsertion  of  the 
scope  is  necessary  (Figs  12-14). 

Diagnostic  and  Therapeutic  Capabilities 

The  colonoscope  may  be  used  to  obtain 
specimens  for  culture  or  brush  cytology 
in  specific  areas  throughout  the  colon.  Bi- 
opsies of  suspected  lesions  may  be  ob- 
tained with  small  forceps.  Pedunculated 
polyps  may  be  excised  with  the  electro- 
cautery snare,  recovered  with  grasping 
forceps,  and  removed  (Figs  15-18).  Small- 
er sessile  polyps  can  be  biopsied  and  elec- 
trocoagulated;  larger  sessile  polyps 
should  be  biopsied  but  generally  require 
surgical  removal. 

Complications 

Fortunately,  complications  of  colonoscopy 
and  polypectomy  are  uncommon,  as  dem- 
onstrated by  large  series,  and  serious 
problems  are  rare  indeed.^-® 


16.  Endoscopic  view  of  polyp. 


Bleeding 

Early  bleeding  shortly  after  colonoscopic 
polypectomy,  or  delayed  by  several  days, 
is  uncommon,  and  is  rarely  of  sufficient 
magnitude  to  require  blood  replacement. 

Perforation 

Perforation  of  the  colon  during  colonos- 
copy, with  or  without  polypectomy,  has 
been  reported.  Minimally  symptomatic 
perforations  have  been  managed  success- 
fully without  surgery;  more  extensive  per- 
forations have  required  operation. ^ 

Large  series  of  colonoscopies  have  indi- 
cated that  serious  complications  are 
rare,  especially  compared  with  surgical 
risks  involved  in  alternative  approaches. 
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Explosion 


Explosion  of  colonic  gases  is  a potential 
complication  of  electrosurgical  polypec- 
tomy which  may  be  avoided  by  adequate 
mechanical  cleansing  of  the  bowel  prior  to 
examination  and  by  insufflation  of  carbon 
dioxide  gas  during  the  examination. 

Economics 

Several  reports  have  confirmed  the  great 
savings  in  cost  of  colonoscopic  poly- 
pectomy over  laparotomy,  colotomy,  and 
polypectomy.^'®  We  have  done  all  co- 
lonoscopic polypectomies  in  the  hospital, 
but  the  patients  are  prepared  while  at 
home,  admitted  to  the  hospital  the  day  of 
examination  or  the  night  before,  then 
usually  dismissed  the  morning  after  the 
procedure.  This  is  in  contrast  to  the  hos- 
pital stay  of  a week  or  longer  for  the  pa- 
tient who  undergoes  laparotomy  and  poly- 
pectomy. In  addition,  there  is  the  definite 
decrease  in  risk  and  discomfort  to  the 
patient  who  has  a polyp  removed  via  the 
colonoscope. 
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77.  Snare  loop  around  stalk  of  polyp.  An  intra- 
luminal guidestring  is  seen  to  the  right  of  the  snare. 


18.  Resected  specimen. 
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Treatment  of  large  villous  tumors 
of  the  lower  rectum 
by  multiple-stage  fulguration 


Patrick  H.  Hanley,  MD 

Villous  tumors  of  the  colon  and  rectum 
possess  great  potentiality  for  becoming 
malignant.  Because  of  the  high  incidence 
of  malignancy,  some  surgeons  and  pathol- 
ogists believe  that  villous  tumors  of  the 
lower  rectum  should  be  treated  by  a radi- 
cal cancer  operation. 

In  22  years,  401  cases  of  villous  tumors 
of  the  colon  and  rectum  were  treated  at 
the  Ochsner  Clinic.  In  54  cases  the  lesions 
were  3 to  12  cm  in  size  and  located  in  the 
lowertwo-thirdsof  the  rectum.  These  tu- 
mors were  diagnosed  as  benign  by  the  cri- 
teria stated  in  this  article.  They  were 
treated  by  stage  fulguration  at  intervals  of 
five  to  seven  days  until  the  entire  lesion 
was  destroyed.  One  patient  required  14 
treatments.  There  has  been  no  recur- 
rence or  subsequent  development  of  can- , 
cer  among  patients  in  this  study. 

Age  and  Sex 

Villous  tumor  is  most  frequently  found  in 
the  sixth  and  seventh  decade  of  life;  the 
greatest  incidence  is  in  patients  between 
60  and  69  years  of  age.  Villous  tumors  are 
encountered  in  both  sexes  with  about  the 
same  frequency. 

Multiple  Lesions 

The  villous  tumor  is  often  referred  to  as  a 
large  solitary  lesion;  however,  in  our  ex- 
perience more  than  2.5%  of  patients  had 
multiple  lesions.  One  patient  had  four  sep- 
arate lesions,  one  in  the  descending  colon, 
two  in  the  left  colon,  and  one  in  the  rec- 
tum. Associated  lesions  also  must  be  con- 
sidered. In  our  last  published  series  of 
217  patients, 1 five  had  separate  malignant 
neoplasms,  three  adenocarcinoma,  one 
carcinoid,  and  one  epidermoid 
carcinoma. 


Size 

Villous  tumors  are  frequently  thought  to 
be  large  lesions;  however,  in  our  series, 

59  patients  had  lesions  of  4 to  16  cm,  and 
158  patients  had  lesions  less  than  4 cm  in 
size. Some  large  lesions  may  circumferen- 
tially involve  the  entire  rectal  mucosal 
surface.  Because  villous  tumors  are  of  su- 
perficial mucosal  origin,  they  are  most 
frequently  sessile.  However,  approxi- 
mately one-third  of  villous  tumors  are 
pedunculated. 

Location 

Villous  tumors  are  most  frequently  locat- 
ed in  the  rectum  and  lower  sigmoid  and  in 
the  remaining  colon  with  diminishing 
incidence. 

Symptoms 

The  classical  symptom  of  large  villous  tu- 
mors is  frequency  of  bowel  movements 
containing  large  quantities  of  clear  mu- 
cus. Carey  and  Burbank^  reported  a pa- 
tient who  passed  3,000  cc  of  clear  mucus. 
The  content  of  chloride  and  sodium  in  the 
mucus  secreted  by  villous  tumors  is  ap- 
proximately that  found  in  the  serum.  The 
potassium  content  may  be  as  high  as  80 
mEq/liter  compared  to  the  4 to  5 mEq/ 
liter  in  the  serum.  The  loss  of  large  quan- 
tities of  mucus  results  in  severe  electro- 
lyte imbalance.  More  than  one-third  of 
our  patients  with  villous  tumors  were 
asymptomatic,  the  tumor  being  found  in- 
cidentally during  routine  proctosigmoid- 
oscopy. Although  95  of  our  patients 
passed  small  amounts  of  blood  per  rec- 
tum, it  was  usually  attributable  to  hemor- 
rhoids oranal  fissure,  for  villous  tumors 
rarely  bleed. 
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Clinical  Evaluation 

Large,  sessile,  villous  tumors  in  the  lower 
rectum  may  not  be  detected  on  digital  ex- 
amination because  of  their  soft  consis- 
tency. During  exploratory  laparotomy  it 
is  difficult  at  times  forthe  surgeon  to  feel 
a sessile  villous  tumor  by  palpating  the 
colon  between  the  fingers.  Low-lying  rec- 
tal lesions  may  prolapse  through  the  anus 
during  defecation,  and  may  be  erroneous- 
ly diagnosed  as  internal  hemorrhoids. 

During  proctoscopy  the  larger  classi- 
cal sessile  lesions  are  readily  diagnosed. 
The  center  of  the  lesion  is  usually  thick 
with  finger-like  fronds  suspended  in  the 
clear  mucus  being  secreted  by  the  neo- 
plastic cells.  The  lesion,  thicker  nearthe 
center,  gradually  becomes  thin  towards 
the  periphery  so  that  the  exact  junction  of 
normal  mucosa  with  the  villous  tumor  is 
not  detectable.  In  the  smaller  pedunculat- 
ed tumors,  the  fronds  are  so  short  and 
close  together  that  the  surface  appears 
smooth  and  they  may  be  mistaken  for 
adenomatous  polyps.  The  experienced 
proctologist  can  recognize  small  peduncu- 
lated villous  tumors  by  their  color  and 
smooth,  wet-appearing  surface.  The  color 
of  villous  tumors  and  normal  mucosa  is 
similar,  in  contrast  to  the  maroon  color  of 
an  adenomatous  polyp. 

A lesion  in  the  lower  8 cm  of  the  rectum 
can  usually  be  adequately  evaluated  by 
digital  palpation.  Rectal  digital  palpation  is 
the  most  reliable  means  of  determining 
the  benignity  of  villous  tumor  in  the  lower 
rectum.  A small  cancer  in  a large  villous 
tumor  is  difficult  to  visualize  by  proctos- 
copy because  it  is  deep  and  is  hidden  by 
the  villous  fronds.  It  can  be  felt  as  an  iso- 
lated small  area  of  induration,  and  biopsy 
of  this  area  usually  is  positive  for  cancer. 
Random  multiple  biopsy  examinations  are 


not  reliable.  The  pathologist  should  never 
be  expected  to  make  a final  histologic  diag- 
nosis from  biopsies. 

Of  217  patients,  204  were  diagnosed  by 
proctoscopy.  Of  these  204,  70  were  also 
palpated.  Thirteen  were  diagnosed  by  bar- 
ium enema  examination  above  the  procto- 
scopic level. 

X-Ray  Diagnosis 

Because  of  the  characteristic  growth  fea- 
tures of  the  villous  tumor  and  its  superfi- 
cial mucosal  origin,  the  roentgenologic 
findings  are  diagnostic.  The  defect  ap- 
pears as  an  intraluminal  mottled  shadow 
caused  by  traces  of  barium  lodged  be- 
tween thefronds  of  the  villous  tumor.  The 
external  outline  and  contour  of  the  intes- 
tine is  normal  because  villous  tumors  are 
mucosal  lesions  and  permit  the  bowel  wall 
to  distend  normally. 

Treatment 

In  the  management  of  villous  tumors  of  the 
lower  half  of  the  rectum,  there  are  sur- 
geons with  strong  and  often  conflicting 
convictions  as  to  management. 

Harp  and  associates^  advocate  remov- 
al of  the  rectum  if  the  lesions  cannot  be  lo- 
cally excised. 

Davis^  advocates  posterior  proctotomy 
to  obtain  greater  exposure  to  enable  com- 
plete excision. 

Dresse  and  associates®  advocate  a pro- 
cedure to  completely  eradicate  the  villous 
tumorat  the  time  of  initial  surgery  to  ob- 
viate the  possibility  of  overlooking  a small 
focus  of  cancer.  Wheat  and  Acherman® 
state  that  piecemeal  operations  have  no 
place  in  the  treatment  of  villous  tumors. 
Some  surgeons  advocate  the  Kraske  pos- 
terior resection  to  remove  villous  tumor 
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of  the  rectum.  Cohn'^  emphasized  that 
treatment  should  be  radical  and  that 
snaring,  cautery,  piecemeal  excision,  and 
radiation  have  no  place  in  the  treatment  of 
villous  tumor. 

There  must  be  a reason  that  good  sur- 
geons have  such  varied  opinions  in  the 
management  of  villous  tumors.  I attribute 
this  wide  divergence  of  opinions  to  a mis- 
understanding of  the  importance  that 
characteristic  proctoscopic  findings  have 
toward  contributing  to  the  final  diagnosis, 
especially  while  working  in  close  coopera- 
tion with  the  pathologist.  Villous  tumor 
has  a high  incidence  of  carcinoma  in  situ 
and  biopsy  specimens  taken  at  random  in 
such  an  area  may  be  reported  as  invasive 
adenocarcinoma  with  the  extent  of  inva- 
sion undetermined.  Castleman  and  Krick- 
stein®  reviewed  60  cases  in  their  own  insti- 
tution that  were  diagnosed  as  carcinoma- 
tous polyp  and  concluded  that  the  diagno- 
sis was  in  error.  Atypia  and  carcinoma  in 
situ  had  been  incorrectly  diagnosed  as 
cancer.  None  had  metastasis.  Carcinoma 
in  situ  is  not  a palpable  indurated  area  as 
in  carcinoma.  This  is  a lesion  which  re- 
quires close  cooperation  between  the 
proctologist  and  the  pathologist  as  well  as 
a mutual  understanding  of  their  objective. 

During  the  past  22  years,  401  villous 
tumors  were  treated  at  the  Ochsner  Clin- 
ic.^-® Fifty-one  were  treated  by  staged 
piecemeal  biopsy  excision  and  fulgura- 
tion.  Extensive  benign  rectal  lesions  not 
suitable  to  fulguration  had  either  endo- 
anal  pull-through  or  Swenson’s  pull- 
through  procedure. 

Small  villous  tumors  at  any  proctoscop- 
ic level  are  treated  by  excision  biopsy  and 
fulguration  of  the  remnant. 

Villous  tumors  diagnosed  as  benign  that 
are  2 to  4 cm  in  size  and  above  the  peri- 
toneal reflection,  and  larger  lesions  in  the 


lower  half  of  the  rectum  are  eradicated  by 
excision  with  the  electrocautery  snare  or 
by  multiple  biopsy  excision  followed  by 
staged  fulguration  when  necessary.  The 
treatment  is  repeated  at  intervals  of  from 
five  to  seven  days.  The  number  of  treat- 
ments varies  according  to  the  size  and 
thickness  of  the  tumor.  All  tissue  removed 
is  sent  to  the  pathologist.  A large  villous 
tumor  takes  two  to  three  treatments  be- 
fore a noticeable  decrease  in  the  size  is 
evident.  However,  continued  treatments 
at  five-day  intervals  will  succeed  in  eradi- 
cating large  villous  tumors.  One  must  re- 
member that  benign  villous  tumor  is  a su- 
perficial mucosal  tumor,  and  deep  fulgu- 
ration into  the  bowel  wall  is  contraindicat- 
ed because  this  results  in  deformity  of  the 
lumen  by  cicatricial  contracture.  Bleed- 
ing is  minimal  as  a rule.  At  the  time  of  the 
final  fulguration  treatment,  the  mucosa 
surrounding  the  healing  fulgurated  ulcer 
site  is  fulgurated  lightly. 

Postoperative  Management 

Because  the  junction  of  the  villous  tumor 
with  the  normal  mucosa  cannot  be  detect- 
ed by  inspection,  we  usually  fulgurate  the 
normal  appearing  mucosa  about  the  ful- 
gurated ulcer  site  as  the  final  treatment. 

It  is  most  important  that  the  patient  be  fol- 
lowed at  three-month  intervals  for  a year, 
every  six  months  for  another  year,  and 
yearly  therafter.  The  patient  with  residual 
villous  tumor  will  develop  a minute  sessile 
mammillation  2 mm  in  size  three  to  six 
months  following  fulguration,  at  the  site  of 
the  healed  fulguration  scar.  Biopsy  of  the 
mammillation  reveals  it  to  be  microvil- 
lous adenoma.  These  mammillations  must 
be  fulgurated.  If  no  mammillations  devel- 
op after  a year  and  a half  to  two  years,  you 
can  be  assured  that  the  lesion  has  been 
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completely  eradicated  and  will  not  recur. 
The  impression  that  villous  tumors,  after 
excision  or  fulguration,  have  a high  inci- 
dence of  recurrence  is  erroneous.  Recur- 
rence is  the  result  of  inadequate  treat- 
ment and  failure  in  the  postoperative  fol- 
lowup. Inadequately  treated  patients  usu- 
ally return  years  later  with  a villous  tu- 
mor at  the  initial  site. 

The  mucosa  has  great  regenerative 
quality  and  only  minimal  scarring  or  de- 
formity is  noted  after  fulgurating  large 
villous  tumors. 

When  an  abdominoperineal  resection 
of  the  rectum  is  done  for  a large  benign 
villous  tumor  of  the  lower  rectum  because 
of  the  high  incidence  of  potential  malig- 
nancy in  these  lesions  or  the  possibility  of 
overlooking  a small  cancer  in  an  other- 
wise large  benign  villous  tumor,  the  pa- 
tient has  been  subjected  to  a procedure 
with  significant  morbidity  and  mortality 
and  has  to  live  with  a colostomy  there- 
after. T reatment  by  piecemeal  biopsy  ex- 
cision and  fulguration  does  have  its  inher- 
ent element  of  error  and  adds  greatly  to 
the  surgeon's  responsibility  in  manage- 
ment. In  all  cases  of  large  villous  tumors, 
other  members  of  our  department  are 
called  in  consultation  to  evaluate  the  le- 
sion. We  feel  strongly  that  in  this  lesion, 
the  proctologist  and  the  pathologist  must 
work  closely  for  the  best  interest  of  the 
patient. 

The  final  decision  for  therapy  can  be 
made  only  after  frank  discussion  with  the 
patient  and  his  assurance  that  he  will  co- 
operate by  returning  for  adequate  post- 
operative examinations. 
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TMA  honors  retiring  librarian 


To  many  Texas  physicians,  students,  and 
medical  personnel,  the  name  Pauline  Duf- 
field  is  synonymous  with  the  Texas  Medical 
Association's  Memorial  Library.  Last 
month,  Miss  Duffield  retired  as  head  librar- 
ian, a post  she  had  held  since  November 
1952.  Originally  from  Richwood,  WVa,  Miss 
Duffield  graduated  from  George  Peabody 
College  for  Teachers  in  Nashville  with  a 
bachelor  of  science  degree.  She  gained  her 
medical  library  trainingat  Orleans  Parish 
Medical  Society  Library  and  Tulane  Uni- 
versity School  of  Medicine  Library  in  New 
Orleans.  For  a time  she  served  as  assistant 
librarian  at  Vanderbilt  University  School  of 
Medicine  Library.  Duringthe  six  years 
prior  to  her  joining  the  TMA  staff,  she  was 
librarian  at  the  Medical  and  Chirurgical 
Faculty  of  Maryland  Library  in  Baltimore. 
Upon  her  retirement,  Miss  Duffield  returns 
to  a part  of  the  country  she  considers  home 
— North  Carolina.  But  she’ll  have  little 
time  settling  into  her  house  in  Asheville 
before  she’ll  travel  to  Australia,  a retire- 
ment gift  to  her  from  the  TMA  Board  of 
Trustees. 

Responsible  for  library  growth 

The  TMA  library  expanded  greatly  under 
Miss  Duffield’s  charge.  In  1952,  the 
library  boasted  fewer  than  7,000  books  and 
400  periodical  titles.  Today,  library  vol- 
umes number  60,000,  and  approximately 
1,200  medical  journals  are  received  each 
month.  The  film  library  of  TMA  has  16mm 
film  holdings  of  over  250  professional  and 
lay  films,  1,600  cassettes  covering  22  vari- 
ous medical  topics,  and  a collection  of  36 
slide  sets.  In  addition,  through  the  use  of 
the  MEDLINE  network,  the  computerized 


On  behalf  of  the  TMA  Board  of  Trustees,  Dr.  Don  G. 

Harrel  (left),  vice  chairman  of  the  board,  and  Dr.  Nym 
L.  Barker,  TMA  president,  presented  a bouquet  of  roses 
to  retiring  librarian  Pauline  Duffield.  In  addition,  the 
association  honored  Miss  Duffield  at  a reception  Nov  21 
at  the  headquarters  building  in  Austin. 

data  base  of  the  National  Library  of  Medi- 
cine is  available  to  TMA  members. 

During  her  tenure  as  librarian.  Miss  Duf- 
field handled  literally  thousands  of  re- 
quests for  information  each  year-  These 
requests  from  physicians  all  over  the  state 
came  by  mail,  telephone,  telegraph,  often 
scribbled  on  prescription  pads,  and  cov- 
ered every  medical  subject  imaginable. 

In  1973  the  TMA  Board  of  Trustees  esta- 
blished the  Pauline  Duffield  Library  De- 
velopment Fund  in  her  honor.  A year  and 
a half  later,  the  fund  passed  the  $10,000 
mark  in  contributions.  The  interest  from 
the  invested  fund  is  used  to  purchase  ad- 
ditional library  materials.  As  they  continue 
to  grow,  this  fund  and  the  broad  range  of 
services  offered  by  the  library  will  serve  as 
living  memorials  to  the  person  who  devoted 
so  much  of  her  life  to  makingthe  TMA  Me- 
morial Library  one  of  the  outstanding  medi- 
cal libraries  in  the  Southwest. 
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No  skeletons: 

just  a fascinating  hobby 

found  in  family  history 


Throughout  her  childhood  she  was  told 
stories  of  family  traditions  and  events — 
the  Normans  were  considered  great  story- 
tellers. But  for  many  years  Dr.  Lois  Nor- 
man, Sherman  pediatrician,  was  too  busy 
studying  and  practicing  medicine  and  par- 
ticipating in  community  affairs  to  give  any 
serious  consideration  to  her  family  lineage 
and  pedigree.  She  was  satisfied  with  the 
tradition  that  she  was  of  English  and 
French  ancestry. 

One  day  an  article  appeared  in  an  Arkansas 
newspaper  about  her  great-grandfather 
who  had  moved  from  Georgia  to  Union 
County,  Ark  in  1854.  The  article  stirred 
some  latent  interest  in  family  history 
among  some  Norman  cousins,  and  they 
began  to  write  to  each  other,  sharing  what 
information  they  each  had  on  the  several 
family  lines  descending  from  their  great- 
grandparents.  For  Dr.  Norman,  this  was  the 
start  of  a serious  hobby  interest  in 
genealogy. 

Another  exciting  event  for  Dr.  Norman  was 
the  discovery  of  a packet  of  old  letters  in  a 
trunk  in  the  family  attic.  Some  of  these 
letters,  which  had  been  written  over  a hun- 
dred years  previously,  gave  interesting  in- 
sights into  the  life  and  times  of  those 
years. 

After  extensive  correspondence  with  num- 
erous descendants  of  her  parental  great- 
grandparents,  Dr.  Norman  began  her  first 
project,  compiling  a family  history.  She 
undertook  recordingfamily  lineages,  and 
writing  biographical  sketches  of  family  an- 
cestors for  what  she  called  the  “Family 
Book.”  She  said  that  she  did  not,  at  first, 
think  of  this  as  genealogy;  she  was  just 
recording  information  for  her  own  immedi- 
ate family.  Now  this  book  has  been  revised 
several  times  as  she  has  gathered  more  in- 
formation. 


“There  is  never  a stopping  place  in  gene- 
alogical research,  for  one  is  always  seeking 
another  missing  link,  or  looking  for  another 
piece  to  fit  into  the  family  puzzle,”  Dr. 
Norman  remarked. 

Her  family  history  with  lineages  and  charts 
has  been  put  on  microfilm  by  the  Genea- 
logical Society  of  the  Latter  Day  Saints.  The 
film  will  be  preserved  for  posterity  in  their 
fire  proof,  bomb  proof  vault  in  Salt  Lake 
City. 

This  year.  Dr.  Norman  plans  to  publish  a 
book  entitled  “The  Normans  of  Normandy 
Hall.”  This  family  history  includes  the  de- 
scendants, the  ancestors,  and  the  allied 
families  of  her  great-grandparents,  William 
Sheppard  and  Martha  Adelaide  (Watts) 
Norman,  who  built  their  home  on  a planta- 
tion in  Union  County,  Ark  and  called  it 
“Normandy  Hall.” 

Helpful  “pen  pals” 

Through  the  years.  Dr.  Norman’s  corres- 
pondence has  snow-balled  and  has  extend- 
ed to  many  previously  unknown  relatives 
and  other  individuals  who  are  interested  in 
the  same  family  lines. 

“I  have  come  to  know,  by  correspondence, 
many  delightful  people,”  she  said.  “My 
‘pen  pals,'  as  I call  them,  have  been  gen- 
erous and  helpful  in  contributing  genealogi- 
cal information.  It  is  not  unusual  to  receive 
a letter  from  someone  I have  never  heard 
of,  who  has  heard  that  I am  searching  a 
particular  family  line.  They  sometimes  have 
their  ‘finds’  to  share  or  may  request  infor- 
mation.” 

In  addition  to  correspondence.  Dr.  Norman 
has  taken  her  searches  to  the  nearby  gen- 
ealogical libraries  in  Dallas,  Fort  Worth, 
and  Houston.  “I  had  no  experience  in  gene- 
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alogical  research,  and  in  the  beginning,  my 
method  was  often  that  of  trial  and  error. 
Most  librarians  are  helpful  in  showing  you 
howto  use  the  library,  but  they  cannot  and 
will  not  do  research  for  you,”  she  ex- 
plained. Sometimes  her  research  ended 
with  an  ancestor  not  her  own,  and  she  soon 
learned  the  value  of  proof  and  documenta- 
tion. 

Where  to  start 

It  is  possible,  according  to  Dr.  Norman,  for 
one  totrace  one’s  pedigree  even  though 
there  is  little  knowledge  of  family  history — 
if  one  is  willing  to  sacrifice  time  and 
effort. 

‘‘We  usually  know  something  about  our 
parents  and  grandparents,  but  it  is  really 
amazing  how  little  or  nothing  we  know 
about  our  great-grandparents.  Beyond  that, 
our  information  is  hazy,”  she  stated.  ‘‘The 
place  to  start,  always,  is  with  one’s  parents, 
then  step  by  step  work  back  by  generations 
to  one’s  earliest  known  progenitor.  This 
can  be  done  with  family  records,  Bible  rec- 
ords, vital  statistics,  U S census  records, 
old  newspaper  accounts,  cemetery  and 
land  records.  When  you  realize  that  you 
have  64  great-great-great-great-grandpar- 
ents, the  task  appears  formidable.  Usually 
only  a few  of  these  ancestors  are  traced.” 
Any  serious  involvement  in  genealogical 
research  includes  a study  of  history  and 
geography  as  well  as  sociology.  This  makes 
genealogy  all  the  more  fascinating  to  Dr. 
Norman. 

‘‘When  1 visit  the  places  where  my  ances- 
tors lived,  1 feel  a sense  of  history.  To  walk 
on  their  land  and  to  sit  in  their  churches 
makes  me  feel  that  1 know  them  better.  One 
of  my  greatest  thrills  was  to  hold  in  my 


Dr.  Lois  Norman  has  practiced  pediatrics  in  Sherman 
since  1939.  (Photo  courtesy  of  the  Sherman  Democrat.) 
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hands  the  original  marriage  bond  of  my 
great-great-grandparents  made  in  1809 
and  now  filed  in  a box  in  the  attic  of  a 
Kentucky  courthouse,”  she  related. 

In  her  searching  also,  Dr.  Norman  has 
found  that  not  all  of  her  ancestors  were 
patriots.  Three  families  were  divided  in  the 
cause  of  freedom  for  the  American 
colonies. 

An  interesting  vacation  pastime 

Dr.  Norman  frequently  schedules  her  vaca- 
tions in  a particular  state  or  city  where  she 
wishes  to  do  research.  Many  times  these 
excursions  are  rewarding;  other  times  they 
are  fruitless.  In  addition  to  the  states  al- 
ready mentioned,  she  has  visited  the  Na- 
tional Archives  in  Washington,  DC  and  the 
Mormon  Library  in  Salt  Lake  City.  Dr.  Nor- 
man explained  that  the  Mormon  church 
has  done  a great  deal  to  promote  genealogi- 
cal research  because  a facet  of  the  religion 
is  to  make  a search  forthe  members’  an- 
cestors, baptize  them  in  the  faith  by  proxy, 
and  seal  them  in  the  church.  She  said  it 
came  as  quite  a surprise  to  find  that  one 
of  her  own  forebears,  a member  of  the 
Church  of  England,  had  been  re-baptized 
by  proxy  and  sealed  in  the  Mormon  church 
for  all  eternity.  She  said  that  thousands  of 
persons  conduct  research  in  the  excellent 
Mormon  library  regardless  of  their  faith. 

Dr.  Norman  described  the  many  spots  her 
research  has  taken  her.  “I  have  searched 
in  county  court  houses,  some  of  which  are 
hot  and  dusty  in  summer;  others  are  beauti- 
ful and  air  conditioned.  Many  of  the  county 
records  have  been  lost  through  fire,  ne- 
glect, and  deterioration,  which  is  a great 
disappointment  to  a researcher.” 

She  continued,  “A  great  effort  has  been 
made  to  put  extant  records  on  microfilm 
and  place  them  in  state  archives  and  li- 
braries. Since  the  state  archives  are  the 
repositories  for  most  of  the  county  and 


state  records.  I usually  spend  most  of  my 
time  in  these,  lookingfortax  and  land  rec- 
ords, wills,  probate  records,  administra- 
tion of  estates,  and  court  records,  all  of 
which  are  very  valuable  in  genealogical  re- 
search. I also  explore  old  cemeteries  where 
ancestors  and  their  families  have  been 
buried.” 

She  said  that  one  of  her  most  delightful 
experiences  has  been  the  finding  of  cous- 
ins, some  in  the  fifth  generation  from  a 
mutual  ancestor.  She  has  had  many  in- 
teresting visits  with  such  cousins  in  Geor- 
gia, Virginia,  and  Kentucky. 

Resources 

There  are  many  genealogical  societies  and 
historical  societies  to  which  one  can  be- 
long. Dr.  Norman  also  said  there  are  genea- 
logical publications,  books,  and  magazines 
with  considerable  information.  Every  li- 
brary has  an  index  and  printed  biblio- 
graphy. There  are  also  courses  in  genealogy 
offered  by  some  colleges. 

"Many  ‘how  to’  books  have  been  written, 
but  one  learns  by  doing  research  which  is 
tedious  and  exacting,  but  very  fascinating. 

It  is  always  exciting  to  find  a new  ancestor. 

It  didn’t  take  long  for  me  to  become  ad- 
dicted,” she  stated. 

Dr.  Norman  added  that  there  are  many  pro- 
fessional genealogists  who  are  certified 
and  belong  to  professional  societies.  One 
can  obtain  a list  of  some  of  these  by  writing 
to  the  different  state  archives.  She  said  the 
professional  will  research  for  a fee.  She 
said  this  can  be  expensive  as  they  usually 
search  by  the  hour  in  addition  to  travel  ex- 
penses. She  has  used  this  service  on  two 
occasions  when  she  needed  information 
and  could  not  go  to  the  locality.  But  Dr. 
Norman  prefers  to  do  her  own  research, 
saying  it  is  much  more  fun,  and  there  is  a 
feeling  of  accomplishment. 

Although  she  is  a first  generation  Texan 
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GENEALOGICAL  CHART  - LEGRAND 


PIERRE  LE  GRAND 
Harried  URY  (?) 


JEAN  PIERRE  (PETER)  JAGQUEE 

Married.  Jane  Magdalen  Mlchaux 


JOHN  PETER  ABRAHAM  SUZANNE  ALEXANDER  JAMES 

Married  Agnes  Nichols 


WILLIAM  PETER  ABRAHAM  JR.  JESSE  SALLY  POLLY  BETSY  GEORGE 

ferried  Nancy 
Elliott 


FREDERICK  W.  PETER  SUSANNAH  MARTHA  GEORGE  C,  JAMES  HAMPTON 

Married  Nancy  Bridwell 


GEORGE  HENRY  M.D.  SARAH  E.  THOMAS  FRANKLIN  NANCY 

Married  Elizabeth 


Tanner 

1 

BOY 

NANNIE 

FANNIE 

GEORGE  F,  M.D. 

n 

MATTIE 

ELIZABETH 

LEROY  M.D. 

(Unnamed) 

EMMA  LEE 

BEATRICE 

FRANK 

Married  Oliver  Prince 

h 

Norman 

OLIVER 

1 

LKOiAND  NORMAN 

EHMA  KATHARINE 

NORMAN 

LOIS  LEROY 

1 

NORMAN  GEORGE  HENRY 

NORMAN 


This  genealogical  chart  traces  the  *^Le  Grand”  branch  of  Dr.  Norman’s  family. 


and  most  of  her  searching  has  been  in 
other  states,  Dr.  Norman  spoke  highly  of 
the  genealogical  libraries  in  Texas. 

“I  began  my  first  serious  research  on  the 
records  of  Georgia  as  several  of  my  ances- 
tors had  migrated  therefrom  Virginia  after 
the  American  Revolution.  I spent  hours  in 
the  library  reading  US  census  records,  his- 
tories, and  genealogical  publications.  I 
have  also  searched  for  ancestors  in  Ala- 
bama, Arkansas,  the  Carolinas,  Kentucky, 
and  Virginia.” 

There  has  been  increased  interest  in  genea- 
logy in  the  past  several  years  but  not  neces- 


sarily due  to  the  bicentennial.  Dr.  Norman 
said  that  the  membership  requirements  of 
patriotic  societies  have  given  much  impe- 
tus to  the  research.  When  the  societies  were 
first  started,  they  did  not  ask  for  as  much 
proof  and  documentation  as  now  re- 
quired. 

When  discussing  genealogy,  one  frequently 
touches  upon  another  area,  heraldry.  Dr. 
Norman  has  not  made  a study  of  heraldry 
as  she  has  not  proved  that  any  of  her  ances- 
tors had  a coat-of-arms. 

‘‘My  earliest  known  progenitor  was  in  Vir- 
ginia in  the  1600s.  And  while  my  English, 
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Family  trees  as  such  are  not  generally  used  by  genealo- 
gists, but  Dr.  Norman  made  one  for  her  family  book 
(pictured  below).  At  right,  Dr.  Norman  poses  with  her 
family  book  which  contains  records  of  family  lineage, 
biographical  sketches,  and  other  information  about  her 

ancestors. 


Scotch-lrish,  and  French  ancestors  go  back 
pretty  far  in  America,  I have  not  done  any 
research  ‘beyond  the  sea,’  ” she  said.  “My 
maternal  line  descended  from  the  French 
Fluguenots  who  fled  France  duringthe  per- 
secution of  the  Protestants  during  the  reign 
of  King  Louis  XIV.  My  Le  Grand-Michaux 
line  was  easier  to  trace  since  much  re- 
search had  been  done  in  Virginia  and  pub- 
lished.” 

In  becoming  a member  of  the  Huguenot 
Society  of  the  Founders  of  Manakin  in  the 
Colony  of  Virginia,  Dr.  Norman  had  to  prove 
her  descent  from  her  Huguenot  ancestor, 
Pierre  Le  Grand,  who  came  to  Virginia  in 
1700.  Her  uncle  was  working  on  this  re- 
search at  the  time  of  his  death  in  1942. 
Twenty-five  years  later.  Dr.  Norman  began 
her  research  on  this  line  and,  with  a very 
old  family  Bible  and  Kentucky  land  rec- 
ords, she  proved  her  lineage  and  joined 
the  Huguenot  Society.  She  has  since  been 
to  Manakin  where  her  ancestors  settled 
and  also  to  the  Elise  Walloon  Church  in 
Amsterdam,  Holland  where  two  of  her 
Huguenot  ancestors  were  married  in  the 
1690s. 

Family  association 

One  of  the  results  of  her  family  research 
was  the  organization  of  the  Norman  Family 
Association  three  years  ago.  All  of  the 


known  descendants  of  Dr.  Norman’s  great- 
grandparents  are  members  of  the  associa- 
tion. A directory  has  been  compiled,  and 
members  receive  a newsletter  two  or  three 
times  a year.  Dr.  Norman  serves  as  the  of- 
ficial family  historian  and  genealogist  and 
continues  research  on  the  family.  She  also 
writes  biographical  sketches  of  ancestors 
to  present  at  association  meetings.  In  addi- 
tion, she  has  made  hundreds  of  slides  from 
old  family  photographs  which  are  shown  at 
family  reunions. 

Duringthe  time  that  she  has  been  doing 
genealogical  research.  Dr.  Norman  has 
met  many  interesting  people  and  has  made 
many  new  friends — the  aspect  she  feels  is 
the  most  rewarding  of  her  hobby. 
“Researchers  share  and  help  one  another. 

I have  learned  to  appreciate  what  my  fore- 
bears did  to  make  our  country,  as  it  is  to- 
day, possible.  Our  ancestors  were  much 
too  busy  building  this  country  and  explor- 
ing new  frontiers  to  leave  written  records 
and  memoirs,  but  they  left  us  a great  heri- 
tage,” she  commented.  “When  some  family 
members  ask  me  why  I do  all  the  work  on 
genealogy,  I tell  them  I enjoy  it;  but  most 
of  all,  I want  to  preserve  the  records  of  our 
ancestors  for  future  generations.  I often 
quote  the  Chinese  proverb:  ‘To  forget  one’s 
ancestors  is  to  be  like  a brook  without  a 
source  and  a tree  without  roots.’  ” 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

PHYSICIAN  LIABILITY  IN  DRAWING  BLOOD  FOR  BLOOD-ALCOHOL  TEST 


On  Nov  13,  1975,  Attorney  General  John 
Hill  issued  Opinion  # H-736,  which  in 
summary  holds:  "A  blood  sample  cannot 
be  legally  taken  without  the  consent  of  a 
person  suspected  of  a traffic  related  of- 
fense. Without  apparent  consent,  a phy- 
sician taking  the  sample  could  be  subject 
to  civil  liability.” 

The  attorney  general,  in  response  to 
inquiries  from  a criminal  district  attorney, 
issued  the  opinion  which  may  have  far- 
reaching  implications  for  both  physicians 
and  law  enforcement  officials. 

The  attorney  general  ruled  that  “while 
there  is  no  constitutional  limitation,  the 
statutes  indicate  that  a blood  sample  may 
not  be  taken  legally  from  an  arrested  per- 
son without  his  consent.”  Additionally,  the 
opinion  holds  that  a physician  “may  not 
extract  blood  from  a suspect  at  the  re- 
quest of  a law  enforcement  officer  where 
there  is  no  apparent  consent,  and  the  phy- 
sician would  face  possible  civil  liability 
for  the  withdrawal  of  the  blood.” 

In  1969,  the  Legislature  enacted  Arti- 
cle 6701  (l)-5,  V.T.C.S.,  which  provided 
that  any  person  shall  be  deemed  to  have 
given  consent  to  the  breathalizer  test  for 
intoxication  by  merely  utilizing  the  public 
roads  and  highways. 

This  statute  also  provided  that  a person 
arrested  “may  consent  to  the  taking  of 
any  other  type  of  chemical  test,  or  tests, 
to  determine  the  alcoholic  content  of  his 
blood  . . .”  (emphasis  added) 

The  statute  further  provided  that  a per- 
son qualified  under  the  statute  (a  phy- 
sician, qualified  technician,  chemist,  regis- 
tered professional  nurse,  or  licensed  vo- 
cational nurse  under  the  supervision  of  a 
licensed  physician)  drawing  blood  “at  the 


request  of  a law  enforcement  officer  under 
the  provisions  of  this  act . . . shall  not  be 
held  liable  for  damages  arising  from  the 
request  of  the  law  enforcement  officer  to 
take  the  specimen  as  provided  herein, 
provided  the  blood  was  withdrawn  ac- 
cording to  recognized  medical  procedures, 
and  provided  further  that  the  foregoing 
shall  not  relieve  any  such  person  from  lia- 
bility for  negligence  in  the  withdrawing  of 
any  blood  sample  . . .”  (emphasis  added) 

However,  the  attorney  general  has  ruled 
that  the  consent  of  the  suspect  is  a 
“necessary  prerequisite  before  the  non- 
liability provisions  of  the  Act  become 
operable,  since  consent  is  ‘one  of  the  pro- 
visions of  the  Act’  and  the  physician  must 
withdraw  the  blood  ‘under  the  provisions 
of  the  Act’  to  escape  possible  liability.” 

Further,  the  opinion  states  that  “where 
there  is  no  consent  by  the  suspect  in  a 
traffic  related  offense,  there  can  be  no 
legal  withdrawal  of  his  blood,  and  the 
doctor  extracting  this  blood  is  not  per  se 
protected  by  the  non-liability  portion  of  the 
statute.  A physician,  however,  need  not 
prove  actual  consent  to  avoid  liability,  in 
our  opinion.  If  he  reasonably  relies  upon 
the  appearance  of  consent,  he  will  not  be 
liable  for  extracting  the  suspect’s  blood 
even  if  actual  consent  was  never  given. 
Reliance  upon  the  representations  of  an 
officer  in  the  matter  may  very  well  be  rea- 
sonable in  particular  situations,  depend- 
ing upon  the  facts  there  involved.” 

Several  conclusions  can  be  drawn  from 
this  important  opinion  which  has  the  force 
and  effect  of  law  until  overruled  by  an 
appellate  court  or  until  the  law  is  changed 
by  the  Legislature. 

First,  a physician  should  not  withdraw 
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blood  until  he  has  received  the  consent 
of  the  arrested  party,  or  unless  there  is  an 
"appearance  of  consent”  by  the  arrested 
party. 

Second,  failure  to  secure  consent  will 
waive  protection  of  the  non-liability  pro- 
visions of  Article  6701  (l)-5. 

Third,  the  withdrawing  of  blood  with- 
out consent  may  subject  the  physician  to 
civil  liability  for  damages  which  may  re- 
sult from  the  blood  alcohol  test  and  its 
use  in  court  and  not  be  limited  to  liability 
for  simple  negligence  in  the  act  of  with- 
drawing the  blood  sample. 

The  attorney  general’s  opinion  does  not 
describe  further  the  "appearance  of  con- 
sent” upon  which  the  physician  may  rely, 
nor  does  the  opinion  amplify  upon  this 
statement  that  the  physician  may,  "de- 
pending upon  the  facts  involved”  rely 
upon  the  representations  of  the  arresting 
officer  that  consent  has  been  granted. 

For  this  reason,  the  physician  would  be 
well  advised  to  secure  the  consent  himself 
where  the  arrested  party  is  able  to  grant 
consent  and  does  not  appear  to  be  under 
the  influence  of  drugs  or  alcohol,  or  to 
refuse  to  draw  the  blood  because  of  pos- 
sible civil  liability. 


MEDICINE  AND  THE  LAW 


LOST  EYE  MAY  RESULT  IN  UT  LIABILITY 

The  Dallas  Court  of  Civil  Appeals  on  Oct 
16,  1975,  held  that  a plaintiff  might  bring 
suit  against  The  University  of  Texas  Health 
Science  Center  at  Dallas,  the  Board  of 
Regents  of  The  University  of  Texas  Sys- 
tem, and  the  State  of  Texas  to  recover 
damages  for  mental  anguish,  headaches, 
and  nervousness  resulting  from  the  negli- 
gent loss  of  the  plaintiffs  left  eyeball  after 
it  had  been  surgically  removed  and  while 
it  was  being  prepared  for  laboratory  ex- 
amination at  the  UT  Health  Science 
Center. 

The  appellate  court  reversed  and  remand- 
ed for  trial  the  case  which  had  been  dis- 
missed by  the  trial  court  on  the  grounds 
that  the  plaintiff  had  failed  to  state  a 
cause  of  action  that  would  bring  him  with- 
in the  waiver  of  governmental  immunity 
under  the  Texas  Tort  Claims  Act. 

The  opinion  of  the  Court  of  Civil  Appeals 
in  Mokry  vs  University  of  Texas  Health 
Science  Center  at  Dallas,  et  al  held  that  the 
allegations  in  the  plaintiff’s  petition  re- 
garding the  negligent  actions  of  the  em- 
ployees in  the  pathology  lab  at  the  health 
science  center  could  be  the  proximate 
cause  of  the  plaintiff’s  resulting  mental 
pain  and  anguish,  nervousness  and  head- 
aches. Therefore,  the  State  was  not  pro- 
tected by  governmental  immunity  under 
the  Tort  Claims  Act. 

While  the  opinion  is  wholly  related  to  pro- 
cedural and  statutory  interpretations,  the 
language  of  the  opinion  may  have  far- 
reaching  implications  for  physicians  and 
employees  of  physicians  who  are  charged 
with  preserving  and  examining  specimens, 
tissue,  x-ray  films,  and  the  like. 

Discussion  of  case 

The  plaintiff  in  Mokry  vs'  University  of 
Texas  Health  Science  Center  alleged  that 


his  left  eye  was  surgically  removed  by  his 
private  physician  on  Feb  6,  1973,  and  was 
then  delivered  to  The  University  of  Texas 
Health  Science  Center  at  Dallas  for  patho- 
logical examination  to  determine  whether 
the  eye  was  “cancerous.”  While  the  eye- 
ball was  in  the  custody  of  “an  employee 
of  the  health  science  center  and  while 
that  employee  was  engaged  in  the  course 
and  scope  of  her  employment,  it  came  out 
of  the  container  in  which  it  was  being 
washed  and  was  lost  down  the 
drain.” 

The  plaintiff  claims  that  a number  of 
negligent  acts  by  the  defendant’s  em- 
ployee constituted  the  “proximate  cause 
of  the  loss  of  plaintiff’s  eyeball  and  of  his 
resulting  mental  pain  and  anguish,  ner- 
vousness and  headaches  which  damaged 
him  in  the  amount  of  $60,000.”  The 
negligent  acts  named  included  the  failure 
to  have  a screen  or  strainer  covering  the 
drain  opening  in  the  sink,  failure  to  cover 
the  mouth  of  the  container  in  which  the 
eye  had  been  deposited  so  as  to  prevent 
it  from  coming  out  of  the  container,  allow- 
ing the  gauze  cover  of  the  container  to 
come  off,  and  allowing  the  container  to 
tip  or  fall  over  causing  the  eye  to  come 
out  and  be  lost  down  the  drain. 

Since  the  case  was  dismissed  by  the  trial 
court  and  not  tried  before  a jury  which 
would  have  decided  the  fact  issues,  one 
can  only  speculate  as  to  whether  or  not 
the  jury  would  have  agreed  with  the  allega- 
tions and  awarded  damages. 

Nevertheless,  the  Court  of  Civil  Appeals 
does  hold  that  the  pleadings  adequately 
allege  a cause  of  action  for  damages  re- 
sulting from  negligent  acts  or  omissions 
of  an  employee  of  the  State,  acting  within 
the  “scope  of  his  employment  arising 
from  some  condition  or  use  of  tangible 
property  under  circumstances  which  the 
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State,  if  it  were  a private  person,  would 
be  liable  to  the  plaintiff.” 

Also,  the  court  held  that  the  terms  ‘‘per- 
sonal injury”  and  ‘‘bodily  injury”  are 
equivalent  terms  and  include  all  types  of 
injury  a person  might  receive,  including 
mental  injury  of  traumatic  depressive  re- 
action. The  court  cited  a line  of  Texas 
cases  which  conclude  that  foreseeable 
physical  injuries  sustained  as  a result  of 
severe  emotional  impact  are  grounds  for 
recovery  in  such  a cause  of  action  as  that 
pled  by  plaintiff. 

The  court  stated; 

Mokry’s  allegations  that  he  suffered 
personal  injuries  in  the  form  of 
headaches  and  nervousness  as  a 
result  of  negligence  of  employees 
of  the  State  in  the  use  of  tangible 
property  owned  by  the  State  state 
a valid  cause  of  action  within  the 
Texas  Tort  Claims  Act.  Accord- 
ingly, we  sustain  appellant’s  points 
of  error  and  hold  that  the  T rial 
Court  erred  in  dismissing  the  cause 
of  action. 

The  tangible  property  referred  to  above  in- 
cludes the  sink,  drain,  container,  and  other 
equipment  used  by  the  health  science  cen- 
ter’s employee  when  the  eye  was  acci- 
dentally washed  down  the  drain. 

Conclusion 

The  implications  of  this  opinion  should 
be  clear  to  physicians  and  hospitals  in 
caring  for  specimens,  tissues,  and  x-rays 
since  this  court  has  served  notice  that  it 
will  recognize  a causal  relation  between 
any  mental  pain  or  anguish  and  the 
negligent  destruction  or  loss  of  such  tis- 
sues before  analysis  by  medical 
specialists. 

The  Office  of  the  General  Counsel  will 


follow  this  case  and  report  further  on  its 
outcome,  if  the  case  is  not  settled  out  of 
court.  It  will  be  interesting  to  observe  the 
jury  findings  of  fact  and  determination  of 
damages,  if  any,  should  this  case  be  tried 
before  a jury. 

TMA  Office  of  General  Counsel 
Sam  V.  Stone,  Jr. 
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Medical  Newsmakers 


DR.  R.  LEE  CLARK  of  Houston  has  been 
the  recent  recipient  of  several  honors.  He 
has  been  invited  to  participate  in  La- 
redo’s 79th  annual  George  Washington’s 
birthday  celebration  in  February  as  ‘Mr. 
South  Texas.”  He  succeeds  other  such 
recipients  including  Gov  Dolph  Briscoe, 
Sen  Lloyd  Bentsen,  former  Gov  John  M. 
Connally,  and  University  of  Texas  football 
coach  Darrell  Royal.  In  addition,  Dr.  Clark 
has  been  elected  vice  president  and  presi- 
dent-elect of  the  American  Cancer  Society, 
Inc.  His  election  was  announced  during 
the  annual  meeting  of  the  society’s  na- 
tional board  of  directors  in  New  York  in 
November.  Dr.  Clark  is  president  of  The 
University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute. 


at  the  University  of  Michigan  Medical 
School,  will  fill  a position  vacated  in 
late  1973. 

Houston  physician,  DR.  CHARLES  M. 
GAITZ,  is  the  new  president-elect  of  the 
Gerontological  Society.  Dr.  Gaitz  is  chief 
of  gerontological  research  at  the  Texas  Re- 
search Institute  of  Mental  Sciences  and  the 
principal  investigator  of  a five-year  study 
for  the  National  Institute  of  Mental  Health 
on  leisure  and  mental  health  across  the  life 
cycle. 

EDWIN  F.  SMITH  has  been  appointed  ad- 
ministrative director  of  the  T ravis  County 
Medical  Society  in  Austin.  Healso  serves 
as  director  of  the  TCMS  Blood  Bank. 


Dr.  Clark 


DR.  ELSON  B.  HELWIG,  a physician  whose 
expertise  has  enabled  cancer  specialists 
to  more  easily  diagnose  skin  tumors,  has 
received  the  tenth  annual  Heath  Memorial 
Award  for  ‘‘outstanding  contributions  to 
the  better  care  of  cancer  patients.”  The 
award  was  presented  by  The  University 
of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  its  20th  Annual  Clini- 
cal Conference  in  November  in  Houston. 
Dr.  Helwig  Is  chairman  of  the  center  for 
Advanced  Pathology,  chief  of  the  Skin  and 
Gastrointestinal  Pathology  Division  and  as- 
sociate director  for  consultation  at  the 
Armed  Forces  Institute  of  Pathology  in 
Washington,  D C. 

A prominent  vascular  surgeon  from  Michi- 
gan has  accepted  the  job  as  chairman  of 
the  Department  of  Surgery  for  The  Uni- 
versity of  Texas  Southwestern  Medical 
School.  DR.  WILLIAM  JAMES  FRY,  holder 
of  the  Frederick  A.  Coller  Professorship 


DR.  LYSLE  H.  PETERSON  has  been  named 
vice  president  for  professional  and  develop- 
mental affairs  at  The  University  of  Texas 
Health  Science  Center  at  Houston.  Dr. 
Peterson  comes  to  Texas  from  the  Universi- 
ty of  Pennsylvania  where  he  served  as  pro- 
fessor of  physiology,  director  of  the  Bockus 
Research  Institute  and  medical  board 
chairman  and  research  director  of  the  uni- 
versity’s graduate  hospital.  He  will  be  re- 
sponsible for  the  coordination  of  all  aca- 
demic and  professional  service  functions 
for  component  units  of  the  health  science 
center. 

Recently  honored  for  his  contribution  to 
West  Texas  culture  was  DR.  I.  F.  HUDSON 
of  Stamford.  The  recognition  was  bestowed 
by  the  West  Texas  Chamber  of  Commerce 
at  its  mid-year  meeting  in  Amarillo.  Dr. 
Hudson  is  mayor  of  Stamford  and  is  a 
founder  and  current  president  of  the  Stam- 
ford Art  Foundation.  The  retired  radiologist 
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has  pursued  his  interest  in  art  for  the  past 
15  years. 

DR.  DONALD  H.  McDONALD,  an  Abilene 
pediatrician,  has  been  awarded  the  Taylor- 
Jones  County  Medical  Society’s  Gold- 
Headed  Cane  Award.  Dr.  McDonald  is  the 
sixth  physician  from  the  county  society  to 
receive  the  award. 

Continental  Oil  Company  has  awarded  a 
$50,000  grant  to  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute for  the  study  of  cancer-causing  agents 
in  the  environment.  The  award  was  official- 
ly presented  in  October  to  DR.  CHARLES 
R.  SHAW,  chief  of  the  Medical  Genetics 
Section  at  M.D.  Anderson  and  principal  in- 
vestigator on  the  research  program. 

DR.  GARABED  EKNOYAN,  professor  of 
medicine  at  Baylor  College  of  Medicine 
and  chief  of  medical  service  at  Ben  Taub 
General  Hospital,  has  been  named  the  first 
Herman  Brown  Teaching  Professor  of  Med- 
icine at  Baylor.  The  newly  created  teaching 
professorship  was  recently  established  by 
the  board  of  trustees  of  The  Brown  Foun- 
dation, Inc. 

Just  back  from  a volunteer  medical  tour 
in  Indonesia  is  DR.  JACK  L.  TURNER  of 
Fort  Worth.  This  was  Dr.  Turner’s  24th 
such  trip  as  a volunteer  physician.  Ac- 
cording to  Dr.  Turner,  Indonesia  has  120 
million  people  and  only  6,000  doctors.  He 
said  the  Indonesians  were  “gracious,  gen- 
tle, and  grateful”  to  the  volunteer  physi- 
cians of  CARE-MEDICO. 


The  Congress  of  Delegates  of  the  American 
Academy  of  Family  Physicians  recently  re- 
elected DR.  SAM  A.  NIXON  of  Floresville 
as  vice  speaker. 
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Medicine  in  literature 


HANDBOOK  OF  PEDIATRICS,  Henry  K. 
Silver,  C.  Henry  Kempe  and  Henry  B. 
Bruyn,  11  ed,  Los  Altos,  Lange  Medical 
Publications,  1975,  750  p,  $7.50. 

In  this  edition  of  the  handbook,  the  au- 
thors have  again  made  extensive  revisions 
and  additions,  but  the  format  and  objec- 
tives have  remained  the  same — to  present 
to  the  practicing  physicians  and  medical 
students  a concise  and  readily  available 
digest  of  the  material  necessary  for  the 
diagnosis  and  management  of  pediatric 
disorders. 

The  handbook  is  not  intended  to  be  used 
as  a substitute  for  the  more  complete 
pediatric  texts  and  reference  works,  but 
as  a supplement  to  them. 

CURRENT  SURGICAL  DIAGNOSIS  & 
TREATMENT,  J.  Englebert  Dunphy  and 
Lawrence  W.  Way,  ed  2,  Los  Altos,  Lange 
Medical  Publications,  1975,  1,123  p, 

$15. 

The  aim  of  this  book  is  to  provide  medical 
students,  residents,  and  practicing  sur- 
geons and  physicians  with  the  essential 
and  most  recent  developments  in  all  fields 
of  surgery.  Each  chapter  has  been  revised, 
and  current  sources  of  more  detailed  in- 
formation are  provided  in  the  references. 
In  addition,  many  illustrations  have  been 
added  to  this  edition. 
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CONTINUING  EDUCATION  COURSES 


NOTE:  The  American  Hospital  Associa- 
tion and  the  Association  for  Hospital 
Medical  Education  Project,  under  the  di- 
rection of  Dr.  Clement  R Brown,  now  of- 
fers training  assistance  to  those  respon- 
sible for  planning  and  implementing 
programs  in  continuing  medical  educa- 
tion. This  training  program  is  titled  the 
AHA-AHME  Workshop  for  Training 
Health  Professionals  in  Quality  Assur- 
ance. For  more  information,  contact  Dr. 
Brown  at  the  American  Hospital  Asso- 
ciation, 840  N Lake  Shore  Dr,  Chicago 
60611. 


JANUARY 
General  Medicine 

Title:  Texoma  Area  Physician  Hospital 
Television  Programs 
Sponsors:  Memorial  Hospital  of  Denison 
Dates:  January,  March,  May,  1976;  third 
Tuesday 

Duration:  Intermittent;  1 hour  instruc- 
tion per  day 
Fee:  None 

Designed  For:  General  practitioners; 

Specialists 

Enrollment:  Open 

Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Method:  Television 
Contact:  Mike  Mays,  Exec  Dir,  Memorial 
Hospital  of  Denison,  1000  Memorial  Dr, 
Denison  75020 

Title:  Southmore  Medical  Center  Lecture 
Series 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; Southmore  Hospital 
Location  of  Course:  Southmore 
Hospital,  Pasadena 
Dates:  Jan  13-May  25,  1976 
Duration:  Tuesdays,  2 hours  instruction, 
one  Va  day  surgical  program  on  a 
Saturday,  25  total  hours  instruction 


Fee:  $10 

Designed  For:  General  practitioners: 
Hospital  staff 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Dir,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Obstetrics  & Gynecology 

Title:  Current  Obstetric  and  Gynecologic 
Practice 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jan  29-Feb4,  1976 

Duration:  Continuous,  7 days,  6 hours 

instruction  per  day,  41  total  course 

hours 

Fee:  $300 

Designed  For:  Specialists 
Enrollment:  Maximum,  150 
Credit:  41  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 


Ophthalmology 

Title:  Symposium  on  Ophthalmology  for 

the  Non-Ophthalmologist 

Sponsor:  UT  Medical  School  at  Houston, 

Program  in  Ophthalmology 

Location  of  Course:  Hermann  Hospital 

Auditorium,  Houston 

Date:  January,  1976 

Duration:  Va  day,  4 hours  instruction 

Designed  For:  General  practitioners; 

Specialists  in  Ophthalmology 

Credit:  AAFP 

Teaching  Methods:  Audiovisual  mate- 


rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Dir,  Pro- 
gram in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 


Title:  Lecture  Course  in  Ophthalmology 

Sponsor:  Baylor  College  of  Medicine, 

Dept  of  Ophthalmology 

Location  of  Course:  Baylor  College  of 

Medicine,  Houston 

Dates:  January-March,  1976 

Duration:  Intermittent,  to  be  determined 

Fee:  To  be  determined 

Designed  For:  General  practitioners; 

Specialists 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Dir,  Office 
of  Continuing  Education,  Baylor  College 
of  Medicine,  1200  Moursund  Ave, 
Houston  77025 


Psychiatry 

Title:  Psychiatry:  A Look  to  the  Future 
Sponsors:  Texas  Research  Institute  of 
Mental  Sciences,  Houston;  Baylor  Col- 
lege of  Medicine 

Location  of  Course:  Ship  Stella  Solaris, 

Galveston  to  Honduras 

Dates:  Jan  10-17,  1976 

Duration:  Continuous,  7 days 

Fee:  $25  for  course  plus  $100  cruise 

deposit 

Designed  For:  Specialists  in  Psychiatry 
Contact:  Dr.  Charles  M Gaitz,  Head, 
Clinical  & Sociological  Research  Divi- 
sion, Baylor  College  of  Medicine,  1200 
Moursund  Ave,  Houston  77025 


Title:  Transactional  Analysis  101 
Workshop 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 
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Location  of  Course;  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jan  30-31,  1976;  Mar  12-13, 

1976 

Duration:  Continuous,  2 days,  12  total 
course  hours 

Fee:  Individual,  $50;  Married  couple, 
$75;  Full-time  student,  $40 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question,  panel,  television 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 


Radiology  and  Radioisotopes 

Title:  Review  of  New  Trends  in  Diagnos- 
tic Radiology 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jan  22-24,  1976 

Duration:  Continuous:  3 days;  6 hours 

instruction  per  day;  18  total  course 

hours 

Fee:  $120 

Designed  For:  Specialists 
Enrollment:  Minimum,  50 
Credit:  18  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 


FEBRUARY 

Anesthesiology 

' Title:  Postgraduate  Course  in  Anesthe- 
siology 

Sponsor:  UT  Medical  Branch,  Galves- 
ton 


Location  of  Course:  UT  Medical 
Branch,  Galveston 
Dates:  Feb  2-5,  1976 
Duration:  Continuous,  4 days,  8 hours 
instruction  per  day 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  32  hours,  AAFP  Prescribed:  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel,  pa- 
tient demonstration,  seminar 
Contact:  Nekee  Doherty,  Assistant  to  the 
Director,  UT  Medical  Branch,  Continu- 
ing Education  Division,  8th  Floor,  John 
Sealy  Hospital,  Galveston  77550. 


Family  Medicine 

Title:  Family  Practice  Review 
Sponsor:  UT  Medical  Branch,  Galveston 
Location  of  Course;  Galvez  Hotel/Motel, 
Galveston 

Dates:  Feb  1-7,  1976 
Duration:  Continuous,  7 days,  8 hours 
instruction  per  day 
Fee:  $125 

Designed  For:  General  practitioners 
Enrollment:  Maximum,  110 
Credit:  44  hours,  AAFP  Prescribed:  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar,  television 

Contact:  Nekee  Doherty,  Assistant  to  the 
Director,  UT  Medical  Branch,  Continu- 
ing Education  Division,  8th  Floor,  John 
Sealy  Hospital,  Galveston  77550 

Title:  A Practical  Workshop  in  Pulmon- 
ary Diseases 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Feb  14-15,  1976 

Duration;  Continuous,  2 days,  11 V2  total 

course  hours 

Fee;  $75 


Designed  For:  General  practitioners; 
Specialists 

Credit;  111/2  hours,  AAFP  Prescribed: 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods;  Audiovisual  mate- 
rials, enrollee  observes  procedure,  lec- 
ture, open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  International  Medical  Assembly  of 
Southwest  Texas 

Sponsors:  UT  Health  Science  Center  at 
San  Antonio;  International  Medical  As- 
sembly of  Southwest  Texas 
Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  Feb  26-27,  1976 
Duration:  Continuous,  2 days,  7-8  hours 
instruction  per  day,  15  total  course 
hours 
Fee:  $35 

Designed  For:  General  practitioners: 
Specialists 

Credit;  15  hours,  AAFP  Elective;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


General  Medicine 

Title;  Current  Methods  of  Diagnosis  and 
Treatment  of  Arthritis  and  Rheumatic 
Diseases 

Sponsors:  Baylor  College  of  Medicine, 
Houston;  Upjohn  Co. 

Location  of  Course:  Marriott  Motor  Ho- 
tel, Houston 
Date;  Feb  7,  1976 
Duration:  Continuous,  1 day 
Fee:  $25 

Designed  For:  General  practitioners: 
Specialists 
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Credit:  AAFP;  Category  I,  AMA  Phy- 
sican’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Director,  Of- 
fice of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund, 
Houston  77025 


Obstetrics  & Gynecology 

Title:  Annual  Conference  on  Fetus  and 
Newborn  in  High  Risk  Pregnancy 
Sponsors:  Texas  Tech  University  School 
of  Medicine,  Dept  of  Obstetrics  and 
Gynecology:  Texas  Perinatal  Center, 
Dept  of  Pediatrics,  Lubbock 
Location  of  Course:  Southpark  Inn,  Lub- 
bock 

Dates:  Feb  26-28,  1976 

Duration:  Continuous,  3 days,  7 hours 

instruction  per  day 

Designed  For:  Specialists  in  Obstetrics- 
Gynecology,  Pediatrics 
Credit:  18  hours,  AAFP  Elective 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel,  seminar,  programmed 
instruction  (self-teaching  device) 
Contact:  Dr.  James  E Dyson,  Assistant 
Dean  for  Education,  Texas  Tech  Univer- 
sity School  of  Medicine,  Box  4569,  Lub- 
bock 79409 


Ophthalmology 

Title:  Symposium  on  Ophthalmology  for 

the  Non-Ophthalmologist 

Sponsor:  UT  Medical  School  at  Houston, 

Program  in  Ophthalmology 

Location  of  Course:  Hermann  Hospital 

Auditorium,  Houston 

Date:  Feb  7,  1976 

Duration:  V2  day,  3 hours  instruction 
Fee:  $15 

Designed  For:  General  practitioners 
Credit:  AAFP 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Director, 


Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 

Title:  Retina  Symposium 
Sponsor:  UT  Medical  School  at  Hous- 
ton, Program  in  Ophthalmology 
Location  of  Course:  Hermann  Hospital 
Auditorium,  Houston 
Date:  Feb  21,  1976 
Duration:  1 day,  8 hours  instruction 
Fee:  $50 

Designed  For:  Specialists  in  Ophthal- 
mology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 

Title:  Annual  Symposium  of  the  San  An- 
tonio Ophthalmology  and  Otolaryngol- 
ogy Society 

Sponsors:  UT  Health  Science  Center  at 
San  Antonio;  San  Antonio  Ophthalmol- 
ogy and  Otolaryngology  Society 
Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Date:  Feb  28,  1976 

Duration:  Continuous,  1 day,  7 hours  in- 
struction per  day,  7 total  course  hours 
Fee:  $40 

Designed  For:  Specialists 
Credit:  7 hours,  AAFP  Elective;  Category 
I,  AMA  Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Otolaryngology 

Title:  The  Voice  Institute 
Sponsors:  Baylor  College  of  Medicine, 
Houston;  Methodist  Hospital,  Houston 
Location  of  Course:  Methodist  Hospital, 
Houston 

Dates:  Feb  5-6,  1976 


Duration:  Continuous  , 

Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s  Rec- 
ognition Award 

Contact:  Dr.  Fred  M Taylor,  Director,  Of-i 
fice  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Pathology 

Title:  Pathology  of  the  Liver 
Sponsors:  UT  Health  Science  Center  at 
Dallas;  A Webb  Roberts  Center  for  Con- 
tinuing Education,  Dallas 
Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Dates:  Feb  14-15,  1976 
Duration:  Continuous,  11/2  days,  9 total 
course  hours 

Fee:  $100;  $65  for  house  officers.  Fel- 
lows and  trainees 

Designed  For:  Specialists  in  Internal 
Medicine,  Pathology,  Gastroenterology 
Credit:  9 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for  Contin- 
uing Education,  3500  Gaston,  Dallas 
75246 


Title:  A Review  of  Clinical  Microbiology 
Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Dates:  Feb  23-26,  1976 
Duration:  Continuous,  4 days,  6 hours 
instruction  per  day 
Fee:  $120 

Designed  For:  Specialists  in  Pathology 
Credit:  Category  I,  AMA  Physician’s  Rec- 
ognition Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for  Con- 
tinuing Education,  3500  Gaston,  Dallas 
75246 
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diatrics 


le:  Perception  Problems  of  the  Pedi- 
ic  Subject 

lonsor;  Baylor  College  of  Medicine, 
uston 

;:ation  of  Course:  Shamrock  Hilton 

tel,  Houston 

tes:  Feb  5-6,  1976 

ration:  Continuous,  2 days,  16  hours 

truction 

|;:$125 

signed  For:  General  practitioners: 
scialists 

>dit:  AAFP;  Category  I,  AMA  Physi- 
m’s  Recognition  Award 
jching  Methods:  Audiovisual  mate- 
|ls,  lecture,  open  question,  panel 
itact:  Dr.  Fred  M Taylor,  Director,  Of- 
5 of  Continuing  Education,  Baylor 
jllege  of  Medicine,  1200  Moursund 
;,  Houston  77025 


je:  Pediatrics  1976 — A Mini-Sym- 
;ium 

jnsor:  District  I Medical  Society 
Nation  of  Course:  Downtown  Holiday 
I,  El  Paso 
te:  Feb  7,  1976 

ration:  1 day,  7 hours  instruction 
>:  $25 

signed  For:  General  practitioners; 
sciolists  in  Pediatrics 
!dit:  7 hours,  AAFP  Elective 
iching  Methods:  Audiovisual  mate- 
s,  lecture,  open  question,  seminar 
itact:  Dr.  Laurance  N Mickey,  Secre- 
V,  District  I Medical  Society,  1301 
ntana,  El  Paso  79902 


le:  Developmental  Theory  of  Sensory 
tor  Integration 

pnsors:  Texas  Occupational  Therapy 


Association:  Capital-Centex  District;  UT 
Systemwide  School  of  Nursing 
Location  of  Course:  Thompson  Confer- 
ence Center,  Austin 
Dates:  Feb  26-28,  1976 
Duration:  Continuous,  2V2  days,  6 hours 
instruction  per  day 
Fee:  $45 

Designed  For:  General  practitioners: 
Specialists  in  Pediatrics 
Enrollment:  Maximum,  250 
Credit:  15  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  patient 
demonstration 

Contact:  Ms.  Cindy  Jones,  Seminar  Co- 
ordinator, Texas  Occupational  Therapy 
Association,  8812  Tallwood  No  87,  Aus- 
tin 78759 


Radiology  & Radioisotopes 


Title:  High  Energy  Electron,  X-Ray  and 
Neutron  Dosimetry 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD  An- 
derson Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and  Tu- 
mor Institute,  Houston 
Dates:  Feb  2-7,  1976;  Aug  2-7,  1976 
Duration:  Continuous,  6 days,  63  total 
course  hours 
Fee:  $250 

Designed  For:  Specialists 
Enrollment:  Maximum,  15 
Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Title:  Refresher  Course  in  General  Diag- 
nostic Radiology 

Sponsors:  Dept  of  Radiology,  UT  South- 
western Medical  School;  A Webb  Rob- 
erts Center  for  Continuing  Education, 
Dallas 

Location  of  Course:  Fairmont  Hotel,  Dal- 
las: and  Lecture  Room  D 1.502,  UT 
Southwestern  Medical  School,  Dallas 
Dates:  Feb  19-21,  1976 
Duration:  Continuous,  3 days,  5-8  hours 
instruction  per  day,  18  total  course 
hours 
Fee:  $150 

Designed  For:  Specialists  in  Radiology 
Credit:  18  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for  Contin- 
uing Education,  3500  Gaston,  Dallas 
75246 


Surgery 


Title:  The  Use  of  Staplers  in  Surgery 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Feb  19-20,  1976 

Duration:  Continuous,  2 days,  11  hours 

instruction 

Fee:  $160 

Designed  For:  Specialists 
Enrollment:  Maximum,  30  physicians, 
15  nurses 

Credit:  11  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  workshop  handling  in- 
struments, experimental  lab  for  clinical 
application  of  materials 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 
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KEEPING  UP  WITH  MEDICAL  ISSUES? 


IT'S  EASY  TO  BE  BURIED  BY  ALL  THE  NEWS  ON  MEDICAL  ISSUES. 

So  the  Texas  Medical  Association  offers  you  a concise,  90-minute  cassette  tape  of  its 
1975  Update  on  Medical  Issues  conference. 


The  all  day  meeting  covered: 

• Professional  liability  insurance, 
the  main  focus  of  the  conference 

• PSRO 

• Utilization  Review 

You  can  hear  representative  excerpts  of  13 
Texas  medical  issues. 


• Economic  restraints  placed  on  physicians  by 
federal  and  state  health  programs 

* Implementation  of  federal 

and  state  laws  on  health  planning  ^ 

t insurers,  attorneys  and  physicians  discussing  tfl 


The  conference  featured  Page  Keeton,  Professional  Liability  Study  Commission  chairman;  Joe  Chri; 
Texas  Insurance  Board  chairman;  Dr.  John  Coury  of  the  American  Bar  Association  National  Commission 
Malpractice;  Mark  Martin  of  the  State  Bar  of  Texas  Board  of  Directors;  Dr.  Joseph  Painter,  Texas  Institute 
Medical  Assessment  president. 

Other  highlight  speakers  included  George  Reed,  American  General  Insurance  Company  senior  vice  pi 
dent;  Dr.  Milton  Davis,  TMA  House  of  Delegates  vice-speaker;  Dr.  Joseph  Ainsworth,  TMA  Council  on  Med 
Legislation  chairman;  Dr.  Rex  Kirkley,  TMA  Council  on  Tax-Financed  Health  Care  Programs  chairman; 
Reagan  Hicks,  TMA  Committee  on  Professional  Insurance  chairman;  Dr.  Jerry  Marcontell  of  TMA’s  Counci 
Communication,  and  Donald  Anderson,  TMA  assistant  executive  director. 

Copies  of  this  informative  tape  are  available  for  $3.50  from  TMA.  Order  now.  Supply  is  limited. 


Please  send. highlight  tapes  of  the  1975  Update  on  Medical  Issues. 

To:  Name — $3.50  per  tape 

Address __ My  check  for is  enclosed. 

City Zip 

Mail  to:  Texas  Medical  Association,  Department  of  Communication,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 
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Recent  deaths 


Dr.  Carman 


Dr.  J.  B.  Brown 

Dr.  Jesse  Benjamin  Brown,  68,  a retired 
Temple  physician,  died  Sept  22,  1975. 

Dr.  Brown  was  a native  of  McGregor,  Tex. 
He  received  his  BA  degree  from  West  Tex- 
as State  University  at  Canyon  (1928)  and 
his  MD  from  The  University  of  Texas  Medi- 
cal Branch,  Galveston  (1934). 

Dr.  Brown  was  associated  with  King’s 
Daughters  Hospital  and  Clinic  until  his 
retirement  in  1969. 

He  was  a past  president  of  the  Bell  County 
Medical  Society,  the  Bell  County  Health 
Society,  and  the  Bell  County  TB  Associa- 
tion. 

Surviving  are  his  wife,  Jean  Dooling 
Brown  of  Temple;  a son,  George  H. 

Brown,  a member  of  the  armed  serv- 
ices stationed  in  Germany;  a brother, 

J.  T.  Brown  of  Beaumont;  and  two  sisters, 
Mrs.  Rachael  Crouch  of  McGregor,  and 
Mrs.  W.  R.  DeVine  of  Austin. 


Dr.  D.  M.  Cameron 

Dr.  David  Molloy  Cameron,  El  Paso  ortho- 
pedic surgeon,  died  Aug  19,  1975. 

Dr.  Cameron,  64,  was  a native  of  Joplin, 
Mo.  He  attended  Texas  Western  College  of 
The  University  of  Texas  in  El  Paso,  and, 
in  1931,  graduated  from  the  University  of 
Arizona,  T ucson.  In  1935,  he  graduated 
from  The  University  of  Texas  Medical 
Branch. 

He  was  an  intern  at  John  Sealy  Hospital, 
Galveston  (1935-36),  and  served  a resi- 
dency in  surgery  at  the  University  of  Min- 
nesota Hospitals,  Minneapolis  (1936-37). 
He  also  did  postgraduate  work  at  the  Mayo 
Clinic,  Rochester,  Minn  (1937-40). 

Dr.  Cameron  entered  the  military  service 
in  1942  as  a captain.  He  served  overseas, 
and  was  chief  of  the  orthopedic  section, 
William  Beaumont  Army  Medical  Center, 

El  Paso.  He  left  the  service  in  1946  with  the 
128  rank  of  lieutenant  colonel. 


The  doctor’s  professional  memberships 
included  the  El  Paso  County  Medical  So- 
ciety, the  American  Medical  Association  • 
the  American  Academy  of  Orthopaedic  j 
Surgeons,  the  Clinical  Orthopedic  Assoc 
tion,  the  Western  Orthopedic  Associatior 
the  Southwestern  Surgical  Congress,  the' 
Texas  Orthopaedic  Association,  and  the 
Industrial  Medical  Association. 

He  was  a former  first  vice-president  of  th 
El  Paso  County  Society  for  Crippled  Chil- 
dren. He  also  had  served  on  the  Medical  j 
Advisory  Board,  and  had  been  director  o1 
the  National  Foundation  for  Infantile  Pa-i 
ralysis,  El  Paso  County.  During  1957  he  ' 
was  medical  staff  chief  of  the  Southwest(^ 
General  Hospital,  Inc,  in  El  Paso. 

His  other  memberships  included  Los  Cat 
leros,  El  Paso  Sheriff’s  Posse,  the  El  Past 
Country  Club,  and  the  El  Paso  Club. 
Surviving  Dr.  Cameron  are  his  wife,  Ruth 
Crow  Cameron,  and  daughter,  Ann  Camel 
ron  Adams,  both  of  El  Paso;  sons.  Dr. 

Don  Frank  Cameron,  of  Lubbock,  and  the 
Rev.  David  Cameron  of  Billings,  Mont;  an 
three  grandchildren. 


Dr.  H.  F.  Carman 

Dr.  Henry  Franklin  Carman,  Dallas,  died 
Sept  15,  1975,  attheageof  77.  Dr. 
Carman,  a lung  specialist,  had  practiced 
Dallas  53  years. 

Dr.  Carman  was  an  associate  professor 
at  The  University  of  Texas  Southwestern 
Medical  School.  He  served  on  the  Baylor 
University  Medical  Center  staff  53  years, 
until  he  retired  in  November,  1974.  \ 

A native  of  Buffalo,  Tex,  he  was  a gradua1|j 
of  Baylor  University  and  Baylor  College  oj 
Medicine  (1922).  | 

He  was  an  honorary  member  of  the  TexaS|| 
Medical  Association.  Other  professional  j 
memberships  included  the  Dallas  CountJ 
Medical  Society,  American  Medical  Asso- 
ciation, Texas  Academy  of  Internal  Medi-j 
cine,  American  College  of  Chest  Physi-  I 
cians,  and  American  College  of  Physician! 
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. Carman  also  was  a 32nd  degree  Ma- 
1 and  a member  of  Trinity  Valley  Lodge 
d First  Baptist  Church  of  Dallas, 
rviving  are  his  wife,  Margaret  Wilson 
rman;  two  sons,  Frank  Carman  of  Chi- 
’go,  and  Lynn  Carman  of  Kansas  City,  Mo; 
Vother,  Harold  Carman  of  Seattle;  and 
b sisters,  Mrs.  Mary  Mansfield  of 
nceton,  and  Mrs.  Bertha  Whitaker  of 
ke  Jackson,  Tex. 


Frederick  Fink 

I,.  Frederick  Fink,  retired  Dallas  physi- 
n,  died  Oct  10, 1975,  at  the  age  of  76. 

1.  Fink  formerly  was  medical  director 
Chance  Vought  Aircraft.  He  also  had 
■ved  as  medical  director  of  Franklin 
e Insurance  Company.  In  1952,  he  joined 
b staff  of  Texas  Instruments,  where  he 
jated  a health  center  and  was  medical 
.ector. 

lative  of  Leon  Springs,  Tex,  he  was  a 
aduate  of  The  University  of  Texas  at 
stin  and  The  University  of  Texas  Medi- 
I Branch  (1923).  His  internship  was  at 
iladelphia  General  Hospital. 

. Fink  was  a past  president  of  both  the 
cietyof  Life  Insurance  Medical  Direc- 
I's  of  Texas  and  the  Texas  Industrial 
'■dical  Association,  and  a board  member 
the  American  Association  of  Life  Insur- 
,ce  Medical  Directors, 
also  was  an  honorary  member  of  the 
lias  County  Medical  Society,  Texas  Med- 
il  Association,  and  Dallas  Southern  Clin- 
I Society.  His  other  professional  mem- 
rships  included  the  American  Medical 
Isociation,  the  Academy  of  Occupational 
'>dicine  (emeritus),  and  the  American 
;dical  Association  of  Vienna,  Austria, 
rvivors  include  his  wife,  Nancy  E. 

;Knight  Fink,  Dallas;  two  sons,  Albert 
|nry  Fink  of  Dallas,  and  Walter  Henry 
ik  of  Concord,  Calif;  and  a daughter, 

"s.  Richard  John  Schilling  of  Blooming- 
1,  Ind. 


Dr.  N.  W.  Haas 

Dr.  Nelson  Wise  Haas,  of  San  Benito,  died 
Aug25,  1975. 

Born  in  Buffalo,  NY,  he  was  graduated 
from  the  State  University  of  New  York  at 
Buffalo,  School  of  Medicine,  in  1928.  His 
internship  was  at  Millard  Fillmore  Hospi- 
tal, also  in  Buffalo. 

During  Air  Force  service  in  World  War  II, 
Dr.  Haas  was  stationed  in  Harlingen.  Upon 
leaving  the  service,  he  moved  to  San  Be- 
nito to  practice  obstetrics,  as  well  as  fami- 
ly practice  and  minor  surgery.  He  retired 
from  practice  in  1974. 

Dr.  Haas  was  a member  of  the  Masonic 
Order,  the  Elks  Lodge,  and  Temple  Beth 
Israel. 

His  professional  memberships  included 
the  American  Medical  Association  and  the 
Cameron-Willacy  County  Medical  Society. 
Survivors  include  three  sons,  Gregory  M. 
Haas  of  McLean,  Va;  Jonathan  Haas,  Phoe- 
nix, Ariz;  and  David  Haas,  Stamford, 

Conn;  seven  grandchildren,  and  a 
nephew. 


Dr.  Fink 


Dr.  Hart 


Dr.  M.  S.  Hart 

Dr.  Maynard  Sterling  Hart,  El  Paso,  died 
Sept  4, 1975,  at  the  age  of  65. 

Dr.  Hart,  a pathologist,  was  the  director 
of  the  clinical  laboratory.  Hotel  Dieu  Hos- 
pital, El  Paso. 

The  clinical  laboratory  was  dedicated  in 
honor  of  Dr.  Hart  in  December,  1974,  for 
his  contribution  to  Hotel  Dieu  since  1940. 
He  had  been  director  since  1945,  and  was 
also  head  of  Radiology  and  Pathology  Con- 
sultants of  El  Paso. 

He  was  born  in  Chicago  and  graduated  from 
Northwestern  University  Medical  School 
there.  He  was  an  intern  at  Wesley  Pavilion 
Hospital,  Chicago,  and  a resident  at  the 
University  of  Oklahoma  Hospitals,  Okla- 
homa City.  He  also  had  a pathology  fellow- 
ship at  the  University  of  Oklahoma  Hos- 
pitals. 
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After  moving  to  El  Paso  and  establishing 
a practice  in  pathology,  Dr.  Hart  entered 
the  Army  in  1942,  and  served  with  the  Fifth 
Army  Laboratory  in  Australia,  the  South 
Pacific,  the  Philippine  Islands  and  Japan 
for  three  years.  He  was  discharged  in  1946 
with  the  rank  of  lieutenant  colonel. 

Dr.  Hart  was  appointed  to  the  State  Health 
Advisory  Committee  for  Comprehensive 
Health  Planning  in  1970,  and  was  on  the 
ethics  committee  of  the  College  of  Ameri- 
can Pathologists. 

He  was  a founding  Fellow  of  the  College  of 
American  Pathologists,  Fellowof  the  Ameri- 
can Society  of  Clinical  Pathologists,  mem- 
ber of  the  International  Academy  of  Path- 
ology, and  a Diplomate  of  the  American 
Board  of  Pathology. 

He  had  served  as  president  of  the  El  Paso 
County  Medical  Society,  was  president  of 
the  City-County  Health  Board,  director  of 
the  medical  society’s  tumor  board  and 
president  of  El  Paso  County  Unit  of  the 
American  Cancer  Society. 

He  also  was  a memberof  the  Practitioners 
of  Pathology  Foundation,  American  Society 
of  Cytology,  Association  of  Blood  Banks, 
Society  of  Nuclear  Medicine,  Sigma  Chi 
Fraternity,  and  the  Masonic  Lodge. 

Also  among  his  honors  was  the  George  T. 
Caldwell  Award  for  excellence  in  contribu- 
tion to  the  field  of  pathology  in  Texas, 
which  he  received  in  January,  1975. 
Survivors  include  his  wife,  Mrs.  Phyllis  Irby 
Hart,  El  Paso;  a son,  Phillip  B.  Hart;  and  a 
daughter,  Mrs.  John  Page  Kemp,  Jr.,  all 
of  El  Paso,  a stepmother,  two  sisters,  and 
six  grandchildren. 


Dr.  R.  J.  Holloran 

Dr.  Richard  Joseph  Holloran,  Houston  in- 
ternist, died  Aug  1,  1975. 

Dr.  Holloran,  64,  had  resided  in  Houston 
since  1941.  He  was  a native  of 
St.  Louis. 

He  received  his  preliminary  education  in 
St.  Louis,  and,  in  1933,  was  graduated 
from  Holy  Cross  College,  Worcester,  Mass, 
with  the  bachelor  of  arts  degree.  In  1937 


he  obtained  his  MD  from  Georgetown  Uri' 
versity  School  of  Medicine  in  the  Distrid 
of  Columbia.  1 

Dr.  Holloran’s  internship  was  served  at  ■ 
William  Beaumont  Army  Medical  Center 
El  Paso,  and  his  residency  was  served  in 
Houston.  He  also  did  postgraduate  worki 
the  University  of  Pennsylvania, 
Philadelphia.  I 

Dr.  Holloran’s  professional  membership) 
included  the  Harris  County  Medical  Soci) 
and  the  American  Medical  Association,  j 
Surviving  are  his  wife,  Elizabeth  Nichols? 
Holloran,  Houston;  son,  Patrick  J.  Hollorj 
Saratoga,  Calif;  sister,  Mrs.  Margaret  Drl 
New  York;  brother,  Mark  R.  Holloran,  St.. 
Louis;  and  one  granddaughter. 

I 


Dr.  J.  L.  Jopling  j 

Paris  physician,  Dr.  Julian  Lawson  Joplir 
died  Sept  12, 1975. 

Dr.  Jopling,  69,  was  a native  of  Madison ' 
ville,  Tex.  He  moved  to  Paris  in  1946, 
after  serving  with  the  US  Army.  He  had  j 
been  a member  of  the  staff  of  the  McCui:' 
tion  Regional  Medical  Center.  j 

He  was  a graduate  of  The  University  of  * 
Texas  and  The  University  of  Texas  MediJ 
Branch.  His  internship  was  at  the  Henry ; 
Ford  Hospital  in  Detroit,  Mich. 

Dr.  Jopling  was  a memberof  the  Holy 
Cross  Episcopal  Church,  Masonic  Lodge 
No.  985,  the  Paris  Golf  and  Country  Club' 
and  the  American  Legion.  He  was  a for-  i 
mer  member  of  the  Paris  School  Board,  I 
Paris  Junior  College  Board  of  Regents, 
and  the  board  of  directors  of  the  Texas  * 
Heart  Association.  He  also  was  an  hono- 
rary memberof  the  US  Air  Force  Re-  ' 
serve.  ' 

He  was  a former  vice-president  of  the  La-; 
mar-Delta  County  Medical  Society,  and  al 
member  of  the  American  Medical  Associci 
tion  and  the  Southern  Medical  Associatio. 
Surviving  are  his  wife,  Mary  Louise  Kirk-  i 
Patrick  Jopling,  Paris;  three  daughters,  ' 
Mrs.  H.  Grady  Barrett,  Jr.,  of  Saginaw, 
Mich,  Mrs.  Mark  Seiler  of  Stephens 
Point,  Wis,  and  Mrs.  Stephen  F.  Wegerof  I 
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\ nsas  City,  Mo;  two  sisters,  Mrs.  Fred 
; nnell  of  Denton  and  Mrs.  J.  A.  Reed  of 
I Has;  a brother,  H.  S.  Joplingof  Marble 
Ills;  and  five  grandchildren. 


J.  R.  Old 

1 . James  Rowland  Old,  Beaumont  physi- 

Im,  died  Sept  9,  1975.  Death  was  the  re- 
It  of  the  crash  of  a plane  piloted  by 
.Old. 

[ e native  of  Dallas  was  a graduate  of 
mper  Military  School,  Booneville,  Mo; 
tuthern  Methodist  University,  Dallas 
952);  and  Baylor  College  of  Medicine 
956).  He  served  his  internship  at  Jef- 
'son  Davis  Hospital,  Houston,  and  his 
sidency  at  Parkland  Memorial  Hospital, 
illas.  Atthetime  of  his  death,  Dr.  Old  was 
amily  practitioner  and  a memberof  the 
:ulty  of  Baylor  College  of  Medicine, 
was  a former  president  of  the  Texas 
lapter  of  the  Flying  Physicians  Associa- 
i)n.  In  1964,  he  was  vice-president  of  the 
ifferson  County  T uberculosis  Associa- 
)n.  He  also  was  a Jefferson  County  direc- 
r of  the  Piney  Woods  Tuberculosis  and 
jspiratory  Disease  Association.  Among 
s other  memberships  were  Pi  Kappa 
! pha  fraternity  and  Phi  Chi  medical 
paternity. 

s professional  memberships  included 
;e  Jefferson  County  Medical  Society,  the 
inerican  Medical  Association,  the  Ameri- 
in  Academy  of  Family  Physicians  (fel- 
w),  and  Southeast  Texas  Academy  of 
imily  Practice. 

Old  is  survived  by  his  wife,  Carolyn 
lomas  Old;  one  son,  James  R.  Old,  Jr.; 

10  daughters,  Lori  and  Andrea  Old,  all 
Beaumont;  his  mother,  Sallie  LucyOld 
J Winnsboro,  Tex;  and  one  brother, 

J/vynne  Edward  Old  of  Houston. 

[r.  H.  M.  Pearson 

1 

\r.  Murble  Henry  Pearson,  San  Antonio, 
ed  July  10,  1975,  as  the  result  of  myo- 
ijrdial  infarction. 

jr.  Pearson,  65,  was  a member  of  the 
:aff  of  the  San  Antonio  State  Chest  Hospi- 

i'L 


A 15-year  resident  of  San  Antonio,  the 
surgeon  was  a native  of  Johnson  County, 
Tex.  His  preliminary  education  was  ob- 
tained at  West  Texas  State  Teachers  Col- 
lege, Canyon,  and  the  University  of  Okla- 
homa, Norman.  In  1938,  he  graduated 
from  the  University  of  Oklahoma  School  of 
Medicine  in  Oklahoma  City. 

Dr.  Pearson  served  his  internship  at  St. 
John  General  Hospital,  St.  John,  NB,  Cana- 
da; and  his  residency  at  Brooke  Army 
Medical  Center,  Fort  Sam  Houston,  Tex. 

He  was  a retired  lieutenant  colonel  in  the 
US  Army  Medical  Corps.  Having  served  in 
both  World  War  II  and  the  Korean  Conflict, 
he  was  the  recipient  of  the  Croix  de  Guerre, 
Silver  Star  Medal,  Belgian  Fourragere 
Medal,  and  other  honors.  Dr.  Pearson’s 
military  career  spanned  20  years  (1939- 
59). 

His  professional  memberships  included 
The  Bexar  County  Medical  Society  and 
the  American  Medical  Association. 
Surviving  are  his  wife,  Doris  Fosbrooke 
Pearson,  San  Antonio;  daughters,  Mrs. 
Mary  Pearson  Bettcher,  Denton;  Mrs.  Vic- 
toria Pearson  Reed,  Seattle;  brothers. 

Dr.  D.  B.  Pearson  and  Dr.  Huston 
Pearson,  both  of  Dallas;  sisters,  Mrs. 
Wilma  Mikeska,  Texas  City;  Mrs.  Mary 
Alice Goodson,  Bartlesville,  Okla;  Mrs. 
Marcella  Blackburn,  Casper,  Wyo;  Mrs. 
Clifford  White,  Fort  Worth;  Mrs.  Russie 
May  Anderson,  Santa  Clara,  Calif;  and 
Mrs.  Nelda  Overby,  Boca  Raton,  Fla. 


Dr.  R.  D.  Margraves 

Dr.  Ross  D.  Margraves,  61,  of  Houston, 
died  Sept  4, 1975. 

Dr.  Margraves  was  a senior  stai.'  member 
of  Hermann  Hospital,  Houston.  A native  of 
Roxton,  Tex,  he  had  resided  in  Houston 
since  1937. 

He  was  a graduate  of  Texas  A&M  Uni- 
versity (1934)  and  The  University  of  Texas 
Medical  Branch  (1936).  His  internship 
was  at  St.  Luke’s  Hospital,  St.  Louis.  His 
urological  residencies  were  at  Turner 
Urological  Institute,  Houston,  and  Touro 
Infirmary,  NewOrleans. 

Dr.  Margraves  was  a member  of  the  Rox- 
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ton  Methodist  Church,  the  Houston  Ama- 
teur Radio  Club  (president,  1957),  and 
the  River  Oaks  Country  Club.  He  also  was 
Deputy  Director  of  Civil  Defense  for  the 
city  of  Houston. 

His  professional  memberships  included 
the  American  Urological  Association,  the 
Harris  County  Medical  Society,  the  Ameri- 
can Medical  Association,  the  American 
College  of  Physicians,  and  the  American 
College  of  Surgeons. 

Dr.  Margraves  was  a veteran  of  World 
War  II,  having  served  in  the  US  Navy  from 
1941  to  1946.  He  achieved  the  rank  of 
commander. 

Surviving  are  his  wife,  Nina  Benware  Mar- 
graves; daughter,  Mrs.  Nancy  Margraves 
Hoover;  son,  Ross  D.  Margraves,  Jr.;  and 
eight  grandchildren,  all  of  Houston. 


Dr.  R.  E.  Selders 


Dr.  Raymond  E.  Selders,  82,  of  Houston, 
died  Aug  31,  1975. 

Dr.  Selders  was  a native  of  Wadapetra,  III. 
He  was  a graduate  of  the  University  of 
Oklahoma  and  the  University  of  Oklahoma 
School  of  Medicine  (1927). 

His  internship  was  at  St.  Joseph’s  Infir- 
mary, Houston,  and  he  completed  a surgi- 
cal residency  at  Worcester  City  Hospital, 
Worcester,Mass.  Dr.  Selders  also  did 
postgraduate  work  at  the  University  of 
Pennsylvania. 

The  retired  physician  was  a veteran  of 
World  War  I.  He  had  been  a Mason  for 
62  years.  He  also  had  been  a solo  flutist 
with  the  Houston  Symphony  Orchestra. 

His  professional  memberships  included 
the  American  Medical  Association  and  the 
Harris  County  Medical  Society. 

Surviving  Dr.  Selders  are  his  wife,  Wilma 
Scheer  Selders,  Houston,  one  niece  and 
one  nephew. 


Dr.  Bette  Y.  Upshaw 

Dr.  Bette  Young  Upshaw,  56,  of  Corpus 
Christi,  died  July  24,  1975. 

Dr.  Upshaw,  a native  of  New  Orleans,  re- 
ceived her  BA  degree  from  The  Universi- 


ty of  Texas  (1940).  She  also  was  a grad- 
uate of  The  University  of  Texas  Medical 
Branch  (1942). 

She  specialized  in  dermatology  and  syph 
lology.  Prior  to  moving  her  practice  to 
Corpus  Christi  in  1950,  Dr.  Upshaw  had 
practiced  at  the  Mayo  Clinic,  Rochester, 
Minn,  and  in  Dallas.  She  retired  in  1963. 
Dr.  Upshaw  became  an  inactive  member 
of  Texas  Medical  Association  in  1957.  Sh 
had  been  a member  of  the  American  Med 
cal  Association,  the  Nueces  County  Medi- 
cal Society,  and  the  American  Academy  o 
Dermatology.  She  also  was  a member  of 
Phi  Beta  Kappa  and  Alpha  Omega 
Alpha. 

Surviving  are  her  husband.  Dr.  Jackson 
Upshaw,  and  son,  Gerald  J.  Upshaw,  both 
of  Corpus  Christi. 


Dr.  C.  B.  Young 

Dr.  Carl  Buchanan  Young  died  Sept  22, 
1975.  He  resided  in  Houston. 

Dr.  Young,  84,  was  a native  of  Lynchburg, 
Va.  He  was  a graduate  of  Holy  Cross  Acad 
emy,  Lynchburg,  and  the  University  of 
Virginia  Medical  School. 

He  served  his  internship  at  Richmond 
Memorial  Hospital,  Richmond,  Va,  and  hi: 
surgical  residency  at  C&O  Hospital, 
Huntington,  WVa.  He  also  did  postgradu- 
ate work  at  the  University  of  Pennsylvania 
Dr.  Young’s  professional  memberships 
included  the  Harris  County  Medical  Soci- 
ety, the  American  College  of  Surgeons,  th( 
American  Medical  Association,  and  the 
American  Association  of  Railway  Sur- 
geons. He  also  was  a fellow  of  the  Ameri- 
can College  of  Surgeons  and  a life  mem- 
ber of  the  Military  Surgeons  Association. 
Survivors  include  his  wife,  Leona  Feeney 
Young,  Houston;  daughters.  Sister 
Eleanor  Anne  Young,  San  Antonio;  Mrs. 
Mary  Lou  Schmitt,  Houston;  Mrs.  Eliza- 
beth Y.  Womack,  Littleton,  Colo;  and  Mrs. 
Catherine  Dietz,  Arlington;  sons,  Carl  B. 
Young,  Jr.,  Corpus  Christi;  William  H. 
Young,  Graham,  Tex;  Robert  L.  Young  and 
John  B.  Young,  both  of  Houston;  16 
grandchildren;  and  numerous  nieces  and 
nephews. 


TEXAS  MEDICir 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I N PATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  Individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 


of  the  adolescent  and  young  adult. 

PSYCHIATRY 

Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 

PSYCHOLOGY 

Fred  H.  Jordan,  M.D. 

John  T.  Holbrook,  M.D. 

George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 

Tom  1.  Payton,  M.S. 

Patrick  R.  Barnes,  M.S. 

DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 

COURTESY  STAFF 

O.T.  AND  R.T.  THERAPY 

Director 

Christine  Schmitz,  ORT 

, 1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 

' Volume  72,  January,  1976 


133 


consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodiiator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 


the  compatible  vasodilator 


© I976  MEAD  JOHNSON  i COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  sympfoms  associafed  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s'disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Coritraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose- 
20  mg.-bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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ANNOUNCING-. 


A new  halfway  hoii.se  has  opened  in  Austin.  This  transitional  livinji  eenter,  which 
will  aecommodate  10  to  14  residents  and  staff,  is  adjacent  to  all  community  .services. 

The  facilities  and  programs  of  The  Sehools  have  been  awarded  certificates  of  ac- 
creditation by  the  appropriate  councils  of  the  .1C AH. 

The  Brown  Sehools  now  offer  out-patient,  in-patient,  and  after-care  services  for 
emotional  disturbance,  developmental  and  learning  disability,  neurological  impair- 
ment, and  mental  retardation.  Further  information  is  available  through  the  admis- 
sions office.  The  toll-free  numbers  are  800-292-5404  for  Texas  and  800-531-5305  for 
out  of  state. 

P.O.  Box  4008  / Austin,  Texas  78765 


THE 

BROWIM 

SCHOOLS 

San  Marcos 
Austin 

Established 

1940 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 

CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

FAMILY  PRACTICE 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

W.  GENE  MURFF,  M.D..  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 

WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

DEPARTMENT  EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


ENNIS,  TEXAS 

W.  B.  KINZIE,  M.D.* 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

R.  W.  Baggett,  M.D. 

Orthopedic  Surgery: 

E.  ll  Mahon,  J r,,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 


JACKSONVILLE.  TEXAS 

STAFF 
Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

G.  T.  Kimmel,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  W.  Fischer,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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Allergy  Charles  a.  rush,  jr.,  m.d. 

Diplomate/American  Board  of  Allergy  & Immunology 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.C.A.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  F.A.C.A.  Allergy  and  Immunology) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.O.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.O.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  In  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  In  Radiology— 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH.  M.D. 

JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU.  M.D. 
ALBERT  LEHMANN.  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG.  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 
JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 
Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D, 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


ALLERGY  CLINIC 


M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F,A.C.A,,  Allergy-Immunology 


2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 


Fellow  American  Association  for  Clinical  Immunology  and  Allergv 
Fellow  of  the  American  (>illege  of  Allergists  " 


Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924^231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vernor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.O. 

W.  B.  Allensworth,  M.O. 


PEDIATRICS 

J.  M.  Woodall,  M.O. 
B.  R.  Owen,  M.O. 

M.  C.  Nardone,  M.O. 


GENERAL  SURGERY 


RADIOLOGY  & NUCLEAR  MEDICINE 


J.  E.  Hogan,  M.D.,  FJt.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


B.  Williams,  M.D. 
M.  L.  Border,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.O. 


UROLOGY 

G.  F.  Dillon,  M.O. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY  „ „ _ „ „ _ 

H.  K.  Butler,  M.O. 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.O. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O'Bryant,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Bivd.,  Austin,  Texas  78701,  512  477-6704 

■ ■ ■ Another  service  of  your  association 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.O. 

DENTISTRY 

C.  J.  Shumbera,  O.D.S. 

J.  R.  Kieler,  Jr..  O.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.O. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.O. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D, 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Plan  now  to  attend  these  meetings 
of  the  Texas  Medical  Associatien: 

Conference  on  Legislation  and  Medical  Serivce 
January  17, 1976  — Austin 

109th  Annual  Session 
May  5-9,  1976  — Dallas 

Conference  on  Medical  Practice 
September  18, 1976  — Austin 

Watch  future  issues  for  details. 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Teiephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Daiias,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D. 

Dermatology  and  Hair  Transplantation 
Treatment  of  Skin  Tumors 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


2715  Fannin  Street,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Piainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatology  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Daiias,  Texas  75225 
Ph:  214-691-6691 


Eye,  Ear,  Nose,  Throat 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Daiias,  Texas  75246 
Teiephone  214  821-4300 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Naile,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miies  G.  Ciayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Dermatology 


Family  & General  Practice 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falis,  Texas 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Famiiy  Practice 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Maiignancies 
714  Medicai  Arts  Bldg.,  San  Antonio,  Texas  78205 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Daiias,  Texas 


THE  NEDERUND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

*Dlplomate  American  Board  of  Famiiy  Practice 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professionai  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 


138 


TEXAS  MEDICINE 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

General  Surgery 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-lntestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomat  American  Board  of  Surgery 

GENERAL  AND  PERIPHERAL  VASCULAR  SURGERY 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth  Texas  76104,  335-8311 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  620,  St.  Paul  Professional  Building, 

5959  Harry  Hines  Blvd.,  Dallas,  Texas  75235 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 

Telephone  214  826-7060 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Allan  L.  Naarden,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 


Internal  Medicine 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 

STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 


7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


TMA  Physicians  Placement  Service 

. . . Another  service  of  your  association 
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Nuclear  Medicine 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

HERBERT  C.  ALLEN,  JR.,  M.D.  Diseases  and  Surgery  of  the  Retina 

Practice  Limited  to  Nuclear  Medicine  318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In;  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


BRUCE  C.  TAYLOR,  M.D. 
Diseases  & Surgery  of  the  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
(214)  521-1153 


McPherson  associates 
Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  J.  L.  Reed,  M.D. 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

DIplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christ!,  Texas  78404,  Phone  853-7319 


Administration:  Jack  W.  Fairall,  B.BJL,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 


Obstetrics  & Gynecology 


Edward  J.  Petrus,  M.D. 
Richard  E.  Nieman,  M.D. 


HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomate  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  817  335-4393 


Ophthalmology 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 


Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D,,  FJLC.S. 

Robert  B.  Wilkins,  M.D.,  FJLC.S. 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Cuvier  P.  Lipscomb,  M.D. 
Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

DIplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbrier,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

Robert  O.  Bateman,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9.  Lubbock,  Texas  79410,  806  795-8261 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Pathology 


L.  LEE  LANKFORD,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgeiy  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas.  Texas  75246,  214  823-5351 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Frank  R.  Vincenti,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*^phasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serolon, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Promn 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W,  BRECK,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P,  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


ARTHUR  LORBER,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr..  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


THURSTON  DEAN,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES, 
PATHOLOGISTS 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY.  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  O.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St..  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III.  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 
PLASTIC  & RECONSTRUCTIVE  SURGERY 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

PLASTIC  AND  COSMETIC  SURGERY 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 
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Psychiatry 


Psychiatry  & Neurology 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  KImsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimi|ian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurologiy  and  Psychiatry 
Office  Hours  By  Appointment 
First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473*7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

* Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

*Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 

Houston,  Texas  77055 

Phone:  (713)  467-7013 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


PERRY  C.  TALKINGTON,  M.D. 
Psychiatry 

4645  Samuell  Blvd. 

Dallas,  Texas  75228,  214-381-3849 


Radiology 

ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 

X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 

Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


TMA  MEMBERS’ 
RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 

under  the  Keogh  Act  and  is  approved  by  IRS. 
For  full  information,  write:  TMA  Members'  Re- 
tirement Trust,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  


Another  service  of  your  association 
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Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  D,A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Radiology 

G.  L.  Black,  M.D. 

J.  E.  White,  M.D. 


F.  M.  Behike,  M.D. 
J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 


DIplomates,  American  Board  of  Radiology 


Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Falrall,  B.B A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  FA.C.S. 

DIplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  MCDONALD,  M.D. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DON  E.  CHEATUM,  M.D. 

DIplomate  American  Boards  of  Internal  Medicine  and  Rheumatologiy 
Rheumatology  (>>nsultation  by  Physician  Referral 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 
Practice  Limited  to  Urology 


Dallas  Medical  & Surgical  Clinic 

4105  Live  Oak  St 

Dallas,  Texas  75204,  823-4151 


218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


Thoracic  Surgery 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D.  The  Sadler  Clinic 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D.  3205  West  Davis  Street,  Conroe,  Texas  77301 


DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 
Thoracic  Surgery 


EUGENE  R.TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex  75204,  214-826-3500 


The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


DALLAS  UROLOGY  ASSOCIATES 


David  D.  Reisman,  M.D, 
Donald  J.  Logan,  M.D. 
Allen  S.  Plotkin,  M.D. 
Donald  L.  McKay,  M.D. 


Medical  City  Dallas 
7777  Forest  Lane,  Suite  230, 
Dallas,  Texas  75230 
Telephone:  (214)  233-7765 
Answered  24  Hours 


Practice  Limited  to  Urology 


DIRECTORY  RATES  & DATA:  Space  it  available  to  TMA  members  at 
$10  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  it  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  in  which 
there  is  an  American  Medical  Association  recognized  specialty  board 
and/or  an  AMA  approved  residency  program.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or  cancellation 
should  be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month 
preceding  publication  month. 


144 


TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a four 
man  srroup  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  80  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $36,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  All 
office  expenses  paid.  Visiting  & relocation  expenses  paid.  Please  reply 
to  Ad-801,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  56,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OK  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3596  for  Barnes.  Colwell  or  Cook. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
x-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association,  9801  Katy  Freeway,  Houston,  Texas  77024. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D..  Medical  Director.  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  612-876-6236. 

WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan.  M.D..  Medical  Director. 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan.  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place.  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  512-876-6236. 

WANTED:  TWO  PHYSICIANS.  One  Internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 

ANESTHESIOLOGIST  FAMILY  PRACTICE  - PLASTIC  SURGEON 
needed  for  expanding  medical  center  located  in  the  Texas  Gulf  Coast 
area.  Unique  professional  and  economic  opportunity.  Financial  as- 
sistance may  be  available.  Contact  the  office  of  the  Director,  collect. 
713-464-2711. 

PHYSICIANS  NEEDED  FOR  FAMILY  PRACTICE  and  internal 
medicine  to  join  multi-speciality  group  in  West  Texas  city  of  160,000. 
New  clinic  and  hospital  facilities.  Top  salary  with  partnership  opportun- 
ity. University  Medical  Surgical  Clinic,  6602  Quaker  Avenue,  Lubbock, 
Texas  79414. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology. pulmonary  diseases,  rheumatology  or  cardiology  ^ join 
growing  multispecialty  clinic.  Excellent 

adjacent  to  new  hospital.  Contact  J.  E.  Hopn.  M.D..  Medical  Dire^r, 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720:  telephone  915-267-6361. 

PSYCHIATRIC  RESIDENCY  in  approved  three-year  progrpi.  Effe^ 
tive  connections  with  universities,  medical  schools, 
community  centers.  Outstanding  faculty  and  progranis 
Texas  license  are  $15,000.  $16,000  an^d  $17,000  P/r  year.  In  addition 
now  offering  residency  in  Child  Psychiatry.  For  full  infomation  write 
to:  Anthony  P.  Rousos,  M.D..  Director  of  Residency  Training,  Austin 
State  Hospital.  4110  Guadalupe  Street.  Austin.  Texas  78761.  

OB-GYN  TO  JOIN  well  established  practice  in  Corpus  Christi.  Offip 
loaded  with  the  most  modem  equipment,  centrally  located  and  near  the 
best  hospitals  in  town.  Conditions  open  to  a mutual  agreement.  After 
6 p.m.,  612-992-2186. 

EXCELLENT  CAREER  OPPORTUNITY  in  expanding  immunity  in 
Northeast  Texas.  New  Boston  General  Hospital,  New  Boston,  T«as 
offers  “room  to  grow”  situation  for  family  practice,  ob/gyn  pd  pedia- 
trics. Recruitment  package  excellent.  Good  schools,  rwreation  ar^ 
close  by.  Gall  or  write  Samuel  M.  Holtzman,  III,  620  Hospital  Drive, 
New  Boston,  Texas  76670. 

ED— TEXAS  GULF  COAST— ESTABLISHED  GROUP  EXPANDING^ 
Immediate  openings;  guarantee  $56,000;  fringes  (malprptice,  major 
medical,  life,  disability  income);  Houston  metropolitan  facilities  (.fexas 
Medical  Center,  Astrodome,  cultural  and  ^umtional  opportenities) , 
Sports  (major  leagrues.  fresh  and  salt  water).  Call  or  G.C.ii..F., 

713-944-6300;  3326  Plainview,  Suite  7.  Pasadena.  Texas  <7604. 

URGENTLY  NEEDED  ONE  BOARD  CERTIFIED  or  eligible  internist 
with  cardiology  subspecialty,  to  take  charge  of  the  coronary  care  unit 
in  a 336-bed  fully  accredited  general  medical  and  surgical  hospital  lo- 
cated in  the  beautiful  Texas  Hill  Countir  .only  65  miles  from  San  An- 
tonio. Starting  salary  determined  by  training  and  experience.  Excellent 
vacation  and  sick  leave  benefits,  insurance,  retirement  and  othp  fnoge 
benefits.  Please  write  or  call  Chief  of  Staff,  VA  Hospital,  Ke^ille, 
Texas  78028;  telephone  512-896-2020.  ext  112.  An  equal  opportunity 
employer. — 

PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  ar^s; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Persimnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. - 

WANTED-  INTERNIST— Board  certified  or  board  eligible,  to  join 
3-man  group  located  in  Houston-Galveston  suburban  area  of  Texas,  bend 
reply  to  P.O.  Box  790,  Dickinson,  Texas  77539. 

OBSTETRICIAN-GYNECOLOGIST:  When  I finished  post-graduate 
training  20  years  ago.  I wish  I could  have  come  across  such  an  oppor- 
tunity as  exists  presently  for  an  OB-GYN  here  in  my  office.  Perhaps 
this  is  just  what  you  are  looking  for.  Need  one  or  more  men  soon. 
Come  out  and  look  us  over.  No  tire-kickers.  please.  Reply  to  Ad-598, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  i8701. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters.  Administrator,  Box  910.  Bay  City,  Texas  77414,  713- 
246-6383.  

STUDENT  HEALTH  SERVICE.  Plenty  of  work,  lots  of  fun,  salary 
competitive,  lovely  fringe  benefits,  beautiful  campus,  lots  of  outdoor 
recreation  and  time  to  enjoy  it.  FP,  internist  or 

if  willing  to  do  a general  practice.  New  clinic  in  work^  Hope  to  estab- 
lish college-wide  HMO.  Contact  Ralph  C.  Bailey,  M.D^  Director,  Student 
Health  Service,  Stephen  F.  Austin  State  University,  Nacogdoches,  Texas 
76961. 

PHYSICIANS  WANTED — Progressive  East  Texas  community  of  16,000 
with  100  bed  accredited  hospital.  Located  in  lake  resort  area.  Vari^ 
recreational  opportunities.  Group  o^r  solo  opportunities  available.  M^ical 
community  will  assist  in  establishing  practice  Please  contact  Joe  Ed 
Smith  M.n..  503  Bryson,  Athens.  Texas  75761;  214-675-2216. 


PHYSICIANS  WANTED  for  care  of  mentally  retarded  at  Travis  State 
School,  Austin.  Texas.  Salary  attractive.  Write  or  phone  the  Super- 
intendent or  Medical  Director,  P.O.  Box  430,  Austin,  Texas  78767; 
Phone  612-926-2410.  An  equal  opportunity,  affirmative  action  employer. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adajacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D..  Medical  Director.  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring.  Texas  79720;  telephone 
915-267-6361. 


PEDIATRICIAN  NEEDED  FOR  BROWNSVILLE  to  join  growing 
ell-organized  pediatric  practice.  Beautiful  city  on  the  border  by  the 
la  year  round  warm  climate,  unspoiled  ocean  beaches.  36-hour  week 
ccellent  salary,  liberal  vacation  and  corporate  fringe  benefits.  Integral 
:b  with  full-time  bacteriologist,  interesting  pathology.  Large,  new  cus- 
im  offices  with  picture  windows  opening  onto  patio  garden;  adjacent 
) other  specialists  and  165-bed  hospital  with  busy  obstetrical  service 
nd  full-time  MD  emergency  room  coverage.  Live  where  others  only 
ication.  Write  Adele  Bromiley,  M.D.,  1214  Poplar  Drive,  Brownsville, 
exas  78620,  or  telephone  collect  612-642-0856  after  7 p.m. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
Adult  Psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior^  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  linguis- 
tic anthropology,  community  services  and  other  fields.  Excellent  oppor- 
tunities in  teaching,  administration,  inpatient  and_  out-patient  clinical 
programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with_  graduate 
school,  medical  school  and  community  programs.  Stipends:  First  year, 
$16,000;  second  year,  $16,000;  third  year,  $17,000;  fourth  year,  $18,000. 
Contact  Anthony  P.  Rousos.  M.D.,  Director  of  Residency  Training, 
Austin  State  Hospital.  4110  Guadalupe,  Austin.  Texas  78761. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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DALLAS  AREA  OPPORTUNITIES:  Outstanding  private  practice  op- 
portunities exist  for  general  internists  and  family  practitioners  in  the 
suburban  community  of  Plano,  Texas.  Plano’s  population  has  increased 
from  17,000  to  over  40,000  in  the  last  five  years.  Excellent  schools,  new 
193  bed  hospital,  physician  offices  across  the  street.  Be  a part  of  this 
dynamically  growing  community.  For  further  details  call  collect  or  write 
to:  John  C.  Daniels,  Director,  Professional  Relations,  Plano  General 
Hospital,  3901  West  16th  Street,  Plano,  Texas  75074;  214-423-6800. 

EMERGENCY  MEDICINE— OUTSTANDING  OPPORTUNITIES.  High- 
ly  remunerative  situations  available  for  emergency  medicine  physicians 
licensed  or  eligible  for  license  in  Texas.  Major  metropolitan  medical 
centers,  suburban  and  rural  hospitals  and  community  practices  through- 
out  Texas.  Excellent  earnings  and  guarantees.  For  personalized  con- 
fidential service  at  absolutely  NO  FEE  to  the  candidate  send  C.  V.  to 
Toni  Clark  or  Leo  A.  Wiener,  M.D.,  Search  Committee.  Daniel  Stern 
and  Associates,  Health  Placement  Services,  Suite  610  GPM  South  Tower, 
800  N.W.  Loop  410,  San  Antonio,  Texas  78216:  phone  512-349-2651. 

PRIVATE  PRACTICES  IN  HOUSTON,  DALLAS,  Sweetwater,  Tom- 

ball.  Gatesville,  and  Baytown.  Solo,  associate,  and  group  situations  in 
ENT,  general  family  practice,  internal  medicine,  OB/GYN,  ophthal- 
mology, orthopedics,  pediatrics,  and  emergency  room.  Not  an  agency. 
No  fee.  Attractive  financial  guarantees.  Please  write  with  C.  V.  and 
preferences  to  Sanford  Smith,  Director  of  Physician  Planning,  Hospital 
Management  Corporation,  P.O.  Box  9836,  909A  Federal  Road,  Houston, 
Texas  77016.  713-455-1761. 

PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000  + . Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  75785:  214-683-5481. 

PHYSICIANS:  Positions  available  now  on  the  medical  staff  at  Terrell 
State  Hospital.  Salary  $32,600  with  possibility  of  $3,000  additional  com- 
pensation. Texas  license  or  eligible  for  reciprocity.  Apply  Luis  M.  Cowley. 
M.D..  Superintendent,  Terreil  State  Hospital.  P.  O.  Box  70,  Terrell,  Texas 
76160.  Phone  214-663-6452.  An  equal  opportunity /affirmative  action  em- 
ployer. 

INTERNIST-FAMILY  PRACTITIONER— Would  you  like  to  live  in 
beautiful  Austin  and  share  fully  equipped  office?  Present  owner  works 
y2  day  and  is  overworked.  Would  like  compatible  doctor  to  work  15  day. 
A good  set-up  for  someone  with  similar  desires.  Income  excellent  and  time 
to  live  and  enjoy  the  many  pleasures  available.  Please  reply  to  Ad-600, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIANS — Well  staffed  (70%  board  certified)  695-bed  general 

hospital  with  active  inpatient  and  outpatient  services  is  in  need  of  an 
internist,  general  surgeon,  psychiatrist,  and  family  practitioner,  all  with 
board  certification.  Full  malpractice  coverage  provided.  Excellent  library 
and  educational  programs.  Joint  house  staff  and  CME  programs  with  Scott 
and  White  Clinic.  Recent  affiliation  with  new  medical  school.  Progressive 
city  of  36,000  with  excellent  schools,  recreation  and  cultural  activities 
with  ready  access  by  rail,  air  or  interstate  highway  to  Dallas,  Houston, 
San  Antonio,  Austin,  etc.  Moderate  climate  with  smog  free  environment. 
Salary  competitive  with  liberal  vacation,  sick  leave  and  fringe  benefits. 
Equal  employment  opportunity  agency.  Apply  Chief  of  Staff.  VA  Center. 
Temple,  Texas  76601. 

FAMILY  PRACTICE  PHYSICIANS — Solo  or  associate  practice  available 
in  Northcentral  Texas  community  serving  35,000.  Strong  consultive  sup- 
port and  exceptional  hospital  facility  available.  Relaxed  living,  outskirts 
of  metroplex.  Contact  Palo  Pinto  Area  Foundation,  c/o  James  F.  Berg, 
M.D.,  208  N.  W.  Second  Street,  Mineral  Wells,  Texas  76067;  817-325-0741. 

GENERAL  SURGEON  NEEDED  to  join  11-man  multi-specialty  group. 
Guarantee  first  year,  then  full  participation.  Clinic  established  in  1917; 
new  building  in  1962.  Located  across  the  street  from  147-surgicaI-bed 
hospital,  and  10  minutes  from  160-bed  hospital.  Metropolitan  area  of 
66,000:  60  miles  north  of  Dallas,  and  10  miles  south  of  Lake  Texoma.  If 
interested,  send  resume  to:  George  F.  Erzinger,  Clinic  Manager.  P.  O. 
Box  1338,  Sherman,  Texas  76090. 

GENERAL  PRACTITIONERS  NEEDED  immediately  in  small  South 

42-bed  county  hospital  available.  Contact 
Ad-601,  Texas  Medicine,  1801  North  Lamar  Blvd..  Austin.  Texas  78701. 

FAMILY  PRACTITIONERS  NEEDED  to  work  in  clinics  serving  needy 
families  in  Plainview,  Dallas,  and  South  Texas  areas.  Salary  $30,000,  and 
above  plus  malpractice  insurance  and  other  benefits.  For  details  write  or 

78207?  512!7?2-624r"’  Antonio,  Texas 


WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
beimfits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan 
M.U  Medic^  Director.  Malone  and  Hogan  Clinic.  1501  West  11th  Place 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
^ group  practice  can  provide.  Contact  J.  E.  Hogan. 
M.D  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  91.5-267-6361. 

PHYSICIANS  WANTED:  One  or  two  family  physicians  or  surgeons. 
Three  physiciaris  in  area.  Central  West  Texas  town  of  5,000  population: 
trade  area  of  10,000  population.  Office  space  available:  30-bed  hospital 
m town.  Pleasant  climate,  good  schools.  38  miles  east  of  San  Angelo. 
For  nmre  information  call:  Noryell  Meredith,  915-365-3505  or  Mrs.  Gwen 
McLart^  916-365-2531;  or  write  Ballinger  Memorial  Hosiiital,  Inc., 
Bronte  Highway  and  Avenue  B,  Ballinger.  Texas  76821. 

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from 
Austin.  Modem  three  man  clinic,  adjacent  to  36  bed  hospital  recently 
remodeled.  Salary  open,  partnership  available  after  trial  period.  Contact 
Aa-50t5.  I eras  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

EL  PASO  TEXAS.  GENERAL  INTERNIST  with  possible  GI  subspecial- 
ty  wanted  to  join  20-man  multi-specialty  group  adjacent  to  200-bed  hos- 
pital in  community  of  400,000.  Modern  office.  Staff/billing  provided. 
Many  other  fringe  benefits.  Contact:  Frank  Rice.  M.D.,  Eastwood 
Hospital,  10301  Gateway  West,  El  Paso.  Texas  79925. 

MEDICAL  SPECIALIST  MD:  Position  available  now  for  medical  spe- 
ciahst  MD  on  the  staff  at  Terrell  State  Hospital.  Salary  $36,000  with 
possibility  of  $3,000  additional  compensation  and  $1,000  for  board  cer- 
^fication.  '^xas  license  or  eligible  for  reciprocity.  Contact  Luis  M. 
Cowley,  M.D.,  Superintendent,  Terrell  State  Hospital,  P.O.  Box  70 
Terrell,  Texas  76160.  (214)  663-6462,  An  eQual  opportunity/affirmative 
action  employer. 


ADMITTING  ANET EMERGENCY-ROOM  PHYSICIANS.  Vacancy  in 
staff  of  ten  full-time  physicians.  Certification  not  required.  1300-bed 
teaching  hospital,  excellent  facilities,  fringe  benefits,  regularly  sched- 
uled hours.  Non-discrimination  in  employment.  Write  Chief  of  Staff 
VA  Hospital,  Houston,  Texas  77211. 

^ PHYSICIANS:  Internal  medicine,  general  practitioner,  family  practi- 
tioner, pulmonan^,  radiologist,  for  222-bed  medical  hospital  in  Central 
Texas.  Competitive  salary,  liberal  fringe  benefits.  An  equal  opportunity 
employer.  Contact  Chief  of  Staff,  VA  Hospital,  Marlin.  Texas  76661. 

EMERGENCY  ROOM-DALLAS-IMMEDIATE  OPPORTUNITY  FOR 
EMERGENCY  PHYSICIANS.  Paid  vacation  and  scientific  conference 
meetings  plus  usual  corporate  benefits.  Choice  of  large  or  small  hospital. 
Income  negotiable  depending  on  experience.  Must  be  Texas  licensed  and 
eligible  for  malpractice  insurance.  Contact  Director  of  Emergency 
Room,  Methodist  Hospitals  of  Dallas,  (214)  946-1818  or  write:  P.O.  Box 
5999,  Dallas,  Texas  75222. 

GENERAL  SURGERY,  FAMILY  PRACTICE  affluent  county  seat 
farm  community.  Good  schools,  churches,  hunting,  fishing,  unique  pri- 
vate country  club,  all  facilities.  Avoid  complexities  of  city.  Be  kind  to 
yourself  and  your  family.  Rear  children  in  peaceful,  small  town  at- 
mosphere. Enjoy  being  part  of  total  community  activities.  28  bed  JCAH 
hospital.  Please  reply  to  Ad-541,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701  or  phone  (806)  447-2521  collect. 

GENERAL  PRACTITIONER  WANTED  in  Ranger,  Texas  location, 
1-20  between  Fort  Worth  and  Abilene.  New  36-b«l  hospital,  new  schools 
under  construction.  Junior  College  (EMT  and  LVN  training).  Lake 
Leon  7 miles  with  Countiy  Club.  Call  collect  (817)  647-1156. 

Situations  Wanted 


JUST  OBTAINING  LICENSE  IN  TEXAS;  looking  for  general  prac- 
tice, internal  medicine,  immunology,  allergy.  Hungarian  specialist  of 
internal  medicine  degree,  immunological  research,  naturalized.  Already 
possess  temporary  license  and  will  consider  immediate  emergency  phy- 
sician  position.  Please  contact  Louis  L.  Csizmas,  M.D.,  219-622-3922. 

EXPERIENCED  BOARD  CERTIFIED  INTERNIST  with  boards  in 
subspecialty,  wants  to  give  up  private  practice  of  medicine.  Desires  sal- 
aried position  with  university  health  center,  government  agency,  insur- 
ance company,  industrial  iilant.  Also  experienced  in  research.  Please 
reply  to  Ad-606,  Texas  Medicine  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

ANESTHESIOLOGIST  49,  board  certified  with  Texas  license.  Desiring 
Gulf  location.  Will  be  available  in  the  summer  of  1976.  Please  reply  to 
Ad-606,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

THORACIC  CARDIOVASCULAR  SURGEON.  Board  certified  general 

and  thoracic  surgery.  Ten  years  experience  general,  thoracic,  vascular 
and  endoscopy.  Presently  fellowship  Texas  Heart  one  year.  Available 
summer  1976.  License  Texas,  California,  Wisconsin,  Ohio.  Phone  (713) 
666-2067. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  stiii  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218. 

MUS'T  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  offices,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

FOR  SALE:  40-foot  prototype  6 room  mobile  clinic  with  latest  mod- 
ern equipment,  including  EKG  machine,  Kiess  bloo<l  analyzer,  etc.,  plus 
materials  and  supplies  that  would  enable  a medical  team  to  cope  with 
either  diagnostic  and  clinical  problems,  or  a disaster.  This  unit  is  com- 
pletely self  contained  with  large  generator,  sewerage  and  water  system, 
central  AC  and  heat.  Ready  to  use.  Pricetl  for  quick  sale,  a fraction 
of  replacement  value  $42,600  including  tow  tractor  with  under  600  miles. 
We  also  offer  miscellaneous  used  hospital  beds,  wheel  chairs,  cabinets, 
etc.  Lea  Abbott,  4244  Mockingbird  Lane,  Dallas,  Texas  76206.  (214) 
528-1028. 

CLINIC  BUILDING  FOR  SALE  IN  CLEBURNE,  TEXAS.  Offices  and 
examining  rooms  for  three  physicians.  Room  for  clinical  laboratory, 
x-ray  room,  dark  room.  Very  large  reception  room,  three  business 
offices,  mailing  room,  and  large  staff  room.  Large  parking  lot  adjacent 
to  building  is  part  of  property.  City  and  county  acutely  short  of  physi- 
cians. Large  general  hospital  in  city  with  open  staff.  Contact  E.  L. 
Clark.  M.D.,  Santa  Fe  Hospital,  Temple,  Texas  76601. 

OFFICE  SPACE  FOR  LEASE  IN  NORTHEAST  HOUSTON.  2,268 
square  feet  of  office  space  to  accommodate  two  or  three  physicians.  Pre- 
dominately black  area  with  few  doctors.  Adjacent  to  pharmacy.  Office 
includes  patient  waiting  room,  two  reception  areas,  two  doctors  offices, 
lab  and  x-ray.  $200  per  month  per  physician,  plus  utilities.  For  addi- 
tional information  contact  JoAnne  Beakley  or  Tom  Kestler,  Beakley  Phar- 
macy, 10811  Homestead  at  Little  York  Road,  Houston  77016;  phone  358- 
2031  or  633-2200, 

FAMILY  PRACTITIONERS,  PEDIATRICIANS.  OB-GYN,  INTERN- 
ISTS ...  If  you  are  seeking  your  first  location  or  thinking  of  relocat- 
ing from  your  present  area,  we  invite  your  inquiries  about  Grand 
Prairie.  For  information  about  office  and  hospital  facilities,  call  or 
write  Drs.  LeBlanc  & Sternberg,  2126  Virginia  Drive,  Grand  Prairie, 
Texas  75050.  (214)  264-2466. 


Miscellaneous 


ABORTION  ALTERNATIVES  I Licensed  maternity  service  offers  resi- 
dential and  non-resldentlal  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78705.  Phone  612-472-9251. 
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OPPORTUNITIES 
FOR  PSYCHIATRISTS 

The  Community  Mental  Health-Mental  Retardation 
Centers  of  Texas  have  immediate  and  projected  open- 
ings at  several  locations  for  psychiatrists  at  all  ex- 
perience levels.  Applicants  must  be  licensable  in 
Texas. 

Salaries  are  negotiable,  depending  upon  training, 
experience  and  qualifications,  to  $42,000  per  annum. 
An  excellent  package  of  fringe  benefits  supplements 
the  basic  salary.  Adjunct  practice  is  possible  in  most 
locations;  and  academic  affiliation  in  some. 

Respond  with  curriculum  vitae  to  Farabee  and  As- 
sociates, 2665  Villa  Creek  Drive,  Suite  148,  Dallas, 
Texas  75234  or  call  collect  (214)  243-6252.  The  Tex- 
as Community  MH-MR  Centers  retain  Farabee  and 
Associates  in  their  support. 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

OKNXEAL  SUBGBRT 
W.  E.  Orump,  M.D.,  F.A.C.S. 

Junca  T.  Lae,  M.D. 

Clark  W.  Brazil,  MJ). 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  StniGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D,,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P, 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I,  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D, 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 
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Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED. 


for  young. . . old . . . in-between 

Rely  on  Rhinair 


first  Texas  Hiarmacculicals,  Inc 


PSYCHIATRIC  INSTITUTE  OF  FORT  WORTH 
A FULL  SERVICE  PSYCHIATRIC  HOSPITAL 

With  Separate  Comprehensive  Units  For  Adults  and  Adolescents 


COMPREHENSIVE  menfal  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 

AN  OPEN  STAFF  52  bed  fully 
equipped  private  psychiatric  hospital. 

LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 

ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


OFFERING 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drugs  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 


and  Neurology 


I 


815  EIGHTH  AVENUE  FORT  WORTH,  TEXAS  76104  (817)  335-8222 

ADMINISTRATIVE  OFFICE  1510  WEST  TERRELL  (817)  335-4040 


Richard  D.  Yenfis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 

M-  III!:;' 


J.  Paul  Smith 
Administrator 
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Editorials 


THE  SMALL  BEAUTIFUL  TIME  BOMB 

The  asbestos  fibril  is  such  a tiny  thing — so  tiny 
that  1 million  of  them  laid  side  by  side  will 
measure  only  an  inch.  It  resists  time,  water, 
acids,  fire,  and  body  fluids.  And  these  proper- 
ties make  it  a time  bomb.  It  enters  the  body 
through  the  nose,  throat,  or  mouth.  It  lodges 
in  the  lung,  pleura,  pericardium,  peritoneum, 
or  gastrointestinal  tract. 

This  beautiful  mineral  (that’s  what  shimmers 
in  tiger's-eye)  lies  quietly  ticking  in  the  body. 

It  may  take  20  years  for  the  explosion  to  occur, 
but  that  is  not  long  for  asbestos. 

A Bantu  child  is  made  to  work  filling  jute 
bags  with  amosite  asbestos.  Before  the  age 
of  12  he  will  die  of  pulmonary  fibrosis  (asbes- 
tosis)  and  cor  pulmonale. 

A native  woman  has  lived  near  an  asbestos 
mine  for  15  years.  A mesothelioma  develops  in 
her  pericardium;  the  pathologist  finds  asbestos 
fibrils  (ferruginous  bodies)  in  the  resected 
specimen. 

In  England,  workers  with  more  than  20 
years'  experience  in  an  asbestos-textile  factory 
have  1 1 times  as  much  cancer  as  men  in  the 
general  population. 

A housewife  in  Texas  gets  a chest  x-ray.'Wer 
doctor  finds  scars  in  her  lungs  and  pleurae. 

No,  she  never  worked  with  asbestos,  “.  . . but 
my  husband  has  been  an  insulator  (using  as- 
bestos) for  20  years.  His  clothes  sure  are  dusty, 
and  I always  shake  them  out  before  I wash 
them.” 

In  Pennsylvania,  42  people  died  of  mesothe- 
lioma between  1958  and  1963.  Ten  of  the  42 
had  known  exposure  to  asbestos.  The  other  32 
were  relatives  of  the  workers,  lived  in  the  vicin- 
ity of  an  asbestos  factory,  or  had  some  minor 
exposure  to  asbestos. 

Now  we  come  to  Tyler,  Texas,  where  an  as- 
bestos insulation  plant  opened  in  1954.  By  the 
time  it  closed  18  years  later,  it  had  employed 
890  workers  who  were  exposed  to  asbestos 
(amosite)  for  varying  periods.  In  this  issue  of 
Texas  Medicine,  Greenberg  and  his  co-workers 
present  their  account  of  a continuing  evalua- 
tion of  the  health  of  these  men.  This  study  re- 
ports the  results  of  sputa  examinations  of  456 
former  employees.  Twenty  (4%  of  those  tested) 


had  sputa  with  severe  epithelial  atypias,  and 
217  (48%)  had  mild  atypias  of  squamous 
metaplasia.  One  worker’s  sputum  specimen  was 
reported  to  be  positive  for  bronchogenic  car- 
cinoma. 

True,  one  person  with  lung  cancer  out  of 
456  examined  is  not  impressive,  but  that  is 
only  the  first  sputtering  of  the  time  bomb. 
Usually,  10  to  20  years  pass  before  asbestos 
affects  the  body.  Pleural  effusion  and  calcifica- 
tion, pulmonary  fibrosis,  lung  cancer,  intestinal 
cancer,  and  mesothelioma  eventually  appear. 

As  time  passes  and  the  bomb  explodes,  more 
of  the  workers  will  succumb  to  incurable  di- 
seases— fibrosis  and  cancer. 

Deplorable!  Were  the  asbestos  workers  told 
their  jobs  were  dangerous?  Didn’t  they  know 
of  the  danger  to  others  in  their  households 
from  the  asbestos  dust  that  they  brought  home? 
Were  they  provided  rooms  in  which  to  change 
clothes?  To  all  of  these,  the  answer  is,  “No.” 

Was  industry  informed?  From  the  moment 
the  alarm  was  sounded  at  the  Tyler  plant  in 
1962  to  the  day  of  its  closing  ten  years  later, 
the  management  denied  that  asbestos  was 
dangerous.  Its  scientists  and  physicians  denied 
that  the  concentration  of  asbestos  to  which  the 
workers  were  exposed  was  toxic  to  the  body. 

The  Industrial  Hygiene  Foundation  of  America 
refused  to  declare  the  plant  safe.  The  company, 
nevertheless,  fought  the  Department  of  Labor 
and  then  the  Bureau  of  Occupational  Safety 
and  Health.  After  a long,  hard  struggle,  the 
plant  was  forced  to  close. 

Whose  responsibility  is  it  to  keep  the  air 
clean  of  asbestos?  The  government  is  ponder- 
ous and  irresolute.  Industry  is  more  interested 
in  staying  in  business.  To  quote  Paul  Brodeur, 
science  writer  for  The  New  Yorker  magazine, 
‘The  responsibility  is  clearly  up  to  men  and 
women  . . . who  are  the  independent  medical 
and  scientific  community.  Onlyyou,  after  evalu- 
ating the  problems  and  after  apprising  your- 
selves of  the  dangers  of  asbestos,  can  say, 

‘No,  I will  not  countenance  such  a situation.’  ” 

Daniel  Jackson,  MD,  Houston. 

Quotation  from  Mr.  Brodeur  used  with 
permission. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequei 
and/ or  severity  of  grand  mal  seizures  n 
require  increased  dosage  of  standard  ai 
convulsant  medication;  abrupt  withdrav 
may  be  associated  with  temporary  in- 
crease in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ii 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  ha\ 
occurred  following  abrupt  discontinuani 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Kei 
addiction-prone  individuals  under  carefi 


espondto 


cttie 


Wium'g 

(diazepam)  ^ 

2-mg,  5-mg,  10-mg  scored  tablets 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
itic  patient  with  severe 
ixiety.  But  according  to  the 
inscription  she  gives  of  her 
[elings,  part  of  the  problem 
I ay  sound  like  depression. 

• his  is  because  her  problem, 

I though  primarily  one  of  ex- 
jnssive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
liology.  Valium  (diazepam) 
m provide  relief  for  both— as 
[le  excessive  anxiety  is  re- 
leved,  the  depressive  symp- 
[ims  associated  with  it  are  also 
Iften  relieved. 

I There  are  other  advan- 
iiges  in  using  Valium  for  the 
lanagement  of  psychoneu- 
otic  anxiety  with  secondary 
epressive symptoms:  the 
i'sychotherapeutic  effect  of 
i/^alium  is  pronounced  and 
^apid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
•ion  to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
oearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
iployed;  drugs  such  as  phenothiazines, 
[narcotics,  barbiturates,  MAO  inhibitors 
bnd  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hot(mann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


What  do  you  need  to  know? 


The  1976  Texas  Continuing  Educa- 
tion Directory  for  Physicians  should 
be  arriving  in  your  office  about  now. 

It  is  one  of  your  benefits  of  TMA 
membership — a service  supported  and 
encouraged  by  the  Committee  on  Con- 
tinuing Education,  compiled  and  coor- 
dinated through  the  Texas  Medicine 
staff. 

I urge  you  to  look  through  it  and 
notice  the  variety  of  courses  available. 
There  are  166  listed,  and  I expect 
every  physician  could  find  one  or 
more  courses  that  would  be  helpful. 

Continuing  education  is  not  new  to 
medicine;  indeed,  in  one  form  or  an- 
other, evmy  medical  student  is  told, 
“This  is  just  the  beginning;  to  choose 
medicine  is  to  choose  a lifetime  of 
learning.” 

Several  specialty  and  state  organ- 
izations now  require  that  members 
have  a specified  number  of  credit 
hours  each  year  to  retain  membership. 
The  TMA  does  not  support  compul- 
sory continuing  education  at  this  time 
for  membership  or  licensure,  but  it 
does  believe  that  continuing  education 
is  essential  to  keep  abreast  of  daily 
medical  practice  needs,  and  that  many 
forms  of  education  are  worthwhile. 

Our  own  Council  on  Medical  Educa- 
tion and  Hospitals  is  informed  of  the 
developing  issues  in  the  field,  among 
them  the  controversial  questions  of 
recertification  and  relicensure. 

The  Council  on  Annual  Session, 
working  with  many  organizations  and 
individuals,  arranges  to  provide  an 
annual  scientific  program  that  is  one 
of  the  best  in  the  nation. 

The  AMA  has  accredited  the  “plan- 
ned program  of  continuing  medical 
education  of  the  Texas  Medical  Asso- 
ciation,” which  means  the  scientific 
programs  offered  at  the  TMA  annual 
session. 

The  AMA  site  survey  team  visited 
the  1974  annual  session  in  Houston, 


and  cited  the  following  strengths  of 
the  TMA’s  continuing  education  pro- 
gram: (1)  scope  and  quality,  (2)  close 
cooperation  in  planning  program  by 
the  Association  and  18  specialty  so- 
cieties, and  (3)  careful  thought  and 
high  quality  of  the  Continuing  Educa- 
tion Directory  and  Texas  Medicine. 

Another  educational  tool  free  to 
TMA  members  is  use  of  the  Memorial 
Library — books,  journals,  reprints, 
tapes,  films,  and  Medline  computer 
access  to  the  National  Library  of 
Medicine. 

The  continued  seeking  to  expand 
knowledge  is  part  of  being  a physi- 
cian, and  the  TMA  offers  its  members 
many  opportunities  to  fulfill  this 
need. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 

INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 

W.  L.  Reese,  M.D..F.A.C.O.G. 
William  Pickvance,  M.D. 
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Harry  W.  Slade,  M.D.,  F.A.C.S. 
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J.  D.  Norris,  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruhy  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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(Arthritis  and  Connective  Tissue  Diseases) 

W.  Mark  Armstrong,  M.D.,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D.,  D.A.B.I.M. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland,  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 
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DIRECTOR  OF  NURSING  SERVICE 
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10-day  Bactrim  therapy 
outperforms  10-day  ampicillin  therapy 


In  a multicenter,  double- 
blind study  of  patients  with 
chronic  or  frequently  recurrent 
urinary  tract  infection,  Bactrim  10- 
day  therapy  outperformed  ampi- 
cillin 10-day  therapy  by  27.2%, 
when  comparing  patients 
who  maintained  clear  cultures 
for  eight  weeks.  Criterion  for  “clear  culture”  was 
1000  orfewer  organisms/ml  of  urine. 


■ DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Strength  tablets 

Just  1 tablet  B.LD. 


While  adverse  reactions  were  mild  (e.g.,  nausea, 
rash),  more  serious  reactions  can  occur  with  these 
drugs.  See  manufacturers’  product  information 
for  complete  listing. 

Note:  Bactrim  single  strength  tablets  were  used  in  these  clinical 
trials.  However,  studies  have  established  the  bioequivalency  of 
Bactrim  DS  with  the  single  strength  tablets. 


Bactrirri" 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  B.LD. 


For  chronic  or  frequently  reeurrent  cystitis 
and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

/VOr£;Theincreasingfrequencyof  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  (Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole’’ indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings;  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemiaand  methemoglobinemia.  A//erg/creacf/ons;  erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions. 


epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. C/VS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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In  a mukicenter  study  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Bactrim  was  272%  more 
effective  than  ampicillin  in 

keeping  patients 
infection-free  for  8 weeks: 


% of  patients  infection-free  at  8 weeks 


Bactrim 
70.5%  of 
78  patients 


ampicillin 
55.4%  of  \ 
74  patients 


— I 1 1 1 1 1 — 
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*This  percentage  is  arrived  at  by  the  statisticai  method  of 
dividing  the  difference  between  Bactrim  and  ampicillin  results 
(15.1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file.  Hoffmann-La  Roche  Inc.,  Nutley,  N.J.  07110 


Bactrirn  DS  Bactrini 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 
Just  1 tablet  B.I.D. 


Please  see  summary  of  product  information 
on  preceding  page. 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  B.LD. 


2 


TEXAS  MEDICINE 


Texas  Medicine  | 

VOL  72  FEBRUARY  1976 

Devoted  to  the  Interest  of  the  medical 
profession  and  public  health  In  Texas 


BOARD  OF  PUBLICATION 

John  M.  Smith,  Jr.,  MO,  San  Antonio 

Chairman 

Don  G.  Harrel,  MO,  Dallas 
Vice-Chairman 

Sam  N.  Key,  Jr.,  MD,  Austin 
R.  Harvey  Bell,  MD,  Palestine 
C.  W.  Yates,  MD,  Rosenberg 
Paul  R.  Meyer,  MD,  Port  Arthur 
Joe  T.  Nelson,  MD,  Weatherford 

TMA  OFFICERS 

N.  L.  Barker,  MD,  Paris 

President 

Walter  A.  Brooks,  MD,  Quanah 
Vice-President 

L.  S.  Thompson,  Jr.,  MD,  Dallas 
President-Elect 

James  G.  Morris,  MD,  Lubbock 
Secretary 

Ben  R.  Keller,  Jr.,  MD,  Arlington 
Treasurer 

C.  Lincoln  Wllliston,  Austin, 

Executive  Director 

EDITORIAL  AND  BUSINESS  OFFICES 
1801  N Lamar  Blvd,  Austin  78701 
Telephone:  512-477-6704 
Marilyn  Baker,  Managing  Editor 
Rae  Vajgert,  Assistant  Managing  Editor 
Pat  Baldwin,  Assistant  Editor 
Sharon  Walker,  Editorial  Assistant 
Donna  Billie,  Editorial  Assistant 
Patty  Mullins,  Secretary 
Jon  R.  Homaday,  Advertising  Director 
Anne  Shelnutt,  Advertising  Manager 

SCIENTIFIC  PUBLICATION 
COMMITTEE 

Joseph  M.  Abell,  Jr.,  MD,  Austin 
Chairman 

Robert  Askew,  MO,  Austin 
Vice-Chairman 

Ronald  P.  Boren,  MD,  Austin 
Ernest  C.  Butler,  MD,  Austin 
Jesse  D.  Cone,  MD,  Odessa 
C.  W.  Daeschner,  MD,  Galveston 
George  A.  Gates,  MD,  San  Antonio 
Tracy  R.  Gordy,  MO,  Austin 
R.  Maurice  Hood,  MD,  Austin 
Paxton  H.  Howard,  Jr.,  MD,  Temple 
Joseph  Lancaster,  MD,  Austin 
Francis  E.  McIntyre,  MD,  Austin 
Paul  C.  Peters,  MD,  Dallas 
Richard  S.  Ruiz,  MD,  Houston 
H.  Irving  Schweppe,  Jr.,  MD,  Houston 
Theodore  P.  Votteler,  MD,  Dallas 

PRINTING  OFFICES 

c/o  Stafford-Lowdon  Company 

1114  West  Daggett,  Fort  Worth  76104 

SUBSCRIPTIONS 
$3  per  year  for  members;  $6  for 
nonmembers:  $8  for  foreign;  $5  for 
libraries,  hospitals,  and  universities; 
$3  for  medical  students.  Single  copy: 
$1. 

Copyright  1976  by  The  Texas  Medical 
Association.  Owned  and  issued  monthly 
by  the  Association. 

Second  Clau  Postage  paid  at 
Fort  Worth,  Texas,  under  act  of 
March  3,  1879. 


Contents 

SCIENTIFIC  ARTICLES 


43  The  family  and  physical 
illness 

Dr.  Jerry  M.  Lewis 

51  Acute  organic  brain 
syndromes:  Clinical 
considerations 
Dr.  R.  A.  DeVaul 

55  Maintenance  of  a func- 
tional eardrum  in  tym- 
panoplasty procedures 
Dr.  Michael  E. 

Glasscock,  ill 

61  Technetium  stannous 
pyrophosphate  myocardial 
scintigraphy  for  diagnosing 
and  localizing  acute 
myocardial  infarcts 

Drs.  James  T.  Willerson, 
Robert  W.  Parkey,  Frede- 
rick J.  Bonte,  Ernest  M. 
Stokely,  and  L.  Maxi- 
milian Buja 

71  Use  of  Auto  Sutures  in 
gastrointestinal  surgery 
Dr.  William  J.  Hardin 

75  Colonoscopy:  Diagnos- 
tic and  therapeutic  uses 
Dr.  Michael  F.  Appel 

82  Colposcopy  in  the 
gynecologist’s  office 
Dr.  James  G.  Stouffer 

92  Geometric  total  knee 
arthroplasty:  Local 
complications 
Dr.  Kermit  W.  Fox 

98  Use  of  certified  public 
accountants  by  physicians 
Dr.  Richard  J.  Vargo 

EDITORIALS 

141  A new  breed  of 
laboratory  worker 
Ms.  Benita  B.  Mays 

144  A proposal  for 
Medicaid 

Dr.  Nym  L.  Barker 


FEATURES 

101  Experiment  in  pre-paid 
insurance:  it’s  working  for 
migrant  families 

102  Plight  of  the  migrant 
worker 

NEWS 

6 PSRO  amendments 
signed  into  law;  allow 
redesignation 

8 FTC  challenges  ban  on 
advertising 

8 Texas  delegation  at- 
tains objectives  at 
AMA  convention 

11  Continental  breakfasts 
popular  at  Annual 
Session 

12  Baylor  establishes 
population  program 

12  JCAH  to  accredit 
ambulatory  programs 

13  Conference  highlights 
available  in  cassettes 

13  Polio  advisory  issued 
for  travelers  to  Mexico 

13  Rural  education  board 
awarding  loans  to 
medical  students 

16  Health  resources  as- 
sumes regional 
medical  program 

16  Notice  regarding  drug 
interaction 

16  New  drugs 

17  Nutrition  project 

17  AMA  sets  award 
deadline 

17  Senior  resident 
workshops 

17  AMA  sells  magazine 

18  TMA  staff  reorganizes 

18  Manufacturers  change 
name 


18  Liability  costs  drive 
fees  up 


DEPARTMENTS 

19  Capital  Comments 

21  Coming  Meetings 

31  Continuing  Education 

50  Information  for 
Authors 

106  Medical  Newsmakers 
113  Medicine  and  the  Law 

115  Medicine  in  Literature 

116  Recent  Deaths 

ON  THE  COVER 

Health  care  for  migrant 
workers  has  always  been  a 
problem.  A pilot  study  in 
pre-paid  health  insurance  is 
being  coordinated  by  the 
Laredo-Webb  County  Health 
Department.  The  successes 
of  this  program  and  its  po- 
tential application  to  other 
segments  of  the  population 
are  discussed  in  a feature 
beginning  on  p 101. 

NEXT  MONTH 

Articles  scheduled  for  publi- 
cation in  March  are  on  the 
role  of  history  in  educating 
future  family  physicians, 
preferences  for  family  prac- 
tice among  entering  medi- 
cal students,  problems  and 
prospects  in  rural  health 
care,  ventricular  aneurysm 
in  Chagas’  myocardiopathy, 
the  clinician’s  prerogative 
to  request  autopsy,  the 
shock  lung,  and  modern 
laboratory  diagnosis  of 
thyroid  disease. 
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The 

Dallas  Advanced  Seminars 
in  Internal  Medicine  | 

April  26-29,  1976 

Wisdom  enough  to  leech  us  of  our  ills  is  daily  spun. 

But  there  exists  no  loom  to  weave  it  into  fabric. 

-tdna  St.  Vincent  Millay 


The  Dallas  Advanced  Seminars  in  Internal  Medicine 
announce  the  second  annual  course  to  be  held  April  26 
through  April  29,  1976,  at  Baylor  University  Medical 
Center,  Dallas,  Texas.  The  presentations  will  include 
formal  lectures  and  informal  small  group  seminars  in  all 
nine  major  subspecialty  areas,  totaling  24  hours,  and  are 
designed  to  meet  the  needs  of  the  practicing  physician 
who  plans  to  take  certification  or  recertification  in 
Internal  Medicine,  or  who  seeks  a comprehensive  cur- 
riculum-type review  of  recent  basic  and  clinical  advances 
in  Internal  Medicine.  Prospective  applicants  may  for  the 
sake  of  convenience  enter  their  name  and  address  on  this 
announcement  and  mail  to: 

Albert  Roberts,  M.D. 

Associate  Dean  For  Clinical  Affairs 
University  of  Texas  Southwestern  Medical  School 
5323  Harry  Hines  Blvd. 

Dallas,  Texas  75235 


NAME  _ 


I 

I 

I 

I 


ADDRESS 


PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicu- 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13^g/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./Ib.); 
maximum  total  dose  I gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROeRIG^ 

A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Pinworms,  roundworms  controlled 
vrith  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  pyraiAtei/ hyI. 


•Data  on  hie  at  Roerig. 


ORAL  SUSPLNSION 


Please  see  prescribing  information  on  facing  page: 
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PSRO  amendments  signed  into  law;  allow  redesignation 

On  Dec  31 , President  Gerald  Ford  signed  into  law  HR  10284,  a bill 
which,  among  other  items,  provides  under  certain  circumstances  for 
the  redesignation  of  a state  into  a single  professional  standards  re- 
view organization  (PSRO)  area.  The  law  also  amends  other  parts  of 
the  Social  Security  law  including  Medicare  and  Medicaid. 

The  amendment  to  the  bill  providingforthe  PSRO  redesignation  was 
authored  by  Sen  Lloyd  Bentsen  of  Texas.  Another  notable  provision, 
authored  by  Sen  Robert  Dole  of  Kansas,  extends,  under  special  cir- 
cumstances, untilJan  1, 1978,  the  date  until  which  the  secretary  of 
the  Department  of  Health,  Education  and  Welfare  (HEW)  must  exclu- 
sively name  a non-profit  professional  organization  as  the  PSRO  for 
any  area. 

In  Texas,  where  a single  statewide  PSRO  has  been  favored  by  the 
medical  and  health  establishments,  the  bill  allows  reactivation  of  the 
attempts  to  secure  a single  PSRO  designation  for  the  state. 

The  former  HEW  regulation  designating  nine  PSRO  areas  in  Texas 
had  been  challenged  as  being  “arbitrary  and  capricious”  by  the 
Texas  Medical  Association  and  several  individual  physicians  in  the 
US  District  Court  for  the  Western  District  of  Texas  in  Austin.  At 
press  time,  a ruling  in  the  case  by  Judge  Jack  Roberts  was  just  an- 
nounced. Judge  Roberts  declared  that  the  nine  designated  areas 
for  Texas  were  unlawful  and  invalid.  He  referred  the  issue  back  to 
the  secretary  of  HEW  for  appropriate  action  and  enjoined  the  secre- 
tary from  implementing  the  PSRO  areas  in  Texas  until  the  remand 
had  been  fully  completed.  This  ruling  in  favor  of  TMA  and  the  phy- 
sicians will  be  psychologically  and  legally  fruitful  in  further  efforts 
to  have  Texas  renamed  a single  PSRO  area. 


Current  activities  in  state 

Following  the  signing  of  HR  10284,  the  Texas  Institute  of  Medical 
Assessment  sent  two  letters  to  the  secretary  of  HEW.  The  first  re- 
quested that  a poll  of  practicing  physicians  be  made  in  the  state 
regarding  their  PSRO  preference.  According  to  the  provisions  of  the 
new  law,  the  secretary  of  HEW  must,  prior  to  naming  a PSRO  within 
a state  in  which  two  or  more  areas  had  already  been  designated, 
question  doctors  of  medicine  and  osteopathy  as  to  whether  or  not 
they  support  a change  from  the  present  designations  to  a single  area 
designation.  If  more  than  50%  of  the  doctors  in  a PSRO  region  re- 
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spending  to  such  a question  respond  in  the  affirmative,  then  the 
secretary  would  establish  the  entire  state  as  the  single  PSRO  area. 
Secondly,  TIMA  filed  a letter  with  the  secretary  of  HEW  to  be  the 
single  PSRO  in  the  state.  TIMA  was  chartered  in  1973  as  a nonprofit 
corporation  to  work  toward  the  implementation  of  a statewide  system 
of  medical  care  review,  evaluation,  and  education.  From  its  inception, 
it  was  the  intent  of  TIMA  to  apply  for  designation  as  the  PSRO  for 
Texas.  Representatives  of  major  medical  organizations  includingTMA 
and  the  Texas  Osteopathic  Medical  Association  joined  efforts  in 
TIMA'S  undertaking. 

In  addition,  TIMA  has  contracted  with  theTexas  Medical  Foundation 
to  prepare  a planning  grant  application  for  PSRO  which  will  be  sub- 
mitted to  the  secretary  of  HEW  shortly. 

Other  provisions 

Another  provision  of  the  newly-passed  law  relates  to  the  prevailing 
charge  level  determinations  for  fiscal  1976.  Determinations  under 
the  economic  index  enacted  in  1972  by  PL  92-603  would  be  raised  to 
the  level  of  the  prevailing  charge  level  recognized  for  the  fiscal  year 
ending  June  30, 1975  if  the  prevailing  level  forfiscal  1976  (in  the 
case  of  a similar  physician  service  in  the  same  locality)  would  other- 
wise be  lower  than  that  recognized  as  of  June  30, 1975. 

The  bill  extends  the  authority  of  the  secretary  of  HEW  to  waive  the 
requirement  for  24-hour  nursing  service  by  registered  professional 
nursingstaff  for  certain  hospitals  to  Jan  1,  1979. 

The  law  repeals  the  provision  requiring  coordination  between  Medi- 
care and  the  Federal  Employees  Health  Benefits  program  (required 
by  Jan  1, 1976as  a prerequisites  receiving  Medicare  by  federal 
beneficiaries). 

Technical  problems  presently  preventing  Part  B premium  changes 
based  on  changes  in  cash  benefits  paid  under  Social  Security  were 
eliminated  by  the  bill. 

Skilled  nursingfacilities  will  be  required  by  the  new  law  to  meet  the 
provisions  of  the  1973  revised  LifeSafety  Codeof  the  National  Fire 
Protection  Association  as  one  of  the  conditions  of  participation  in 
Medicare  and  Medicaid. 

Additional  provisions  relate  to  grants  for  experiments  and  demonstra- 
tion projects  under  Medicare,  Medicaid  utilization  review,  food  stamp 
distribution,  and  state  consent  to  suits  as  part  of  the  Medicaid  plan. 
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FTC  challenges 
ban  on  advertising 

In  response  to  the  recent  Federal 
Trade  Commission  action  against  the 
American  Medical  Association  alleg- 
ingthatthe  ban  on  advertising  by 
physicians  constitutes  illegal  re- 
straint on  competition,  the  Texas 
Medical  Association  said  the  action 
places  the  AMA  and  other  profession- 
al organizations  in  an  untenable  posi- 
tion with  regard  to  long  standing 
principles. 

According  to  the  statement  prepared 
by  the  association’s  Board  of  Coun- 
cilors, there  are  sound  and  logical  rea- 
sons for  the  prohibition  against  a phy- 
sician’s soliciting  patients.  “These 
principles  protect  the  public  from  the 
advertiser  or  salesman  of  medical 
care  by  establishing  an  easily  discern- 
ible and  generally  recognized  distinc- 
tion between  cultists  and  the  ethical 
physician.’’ 

TMA  support  was  pledged  to  the  AMA 
in  its  efforts  to  uphold  the  principles 
of  medical  ethics  which  have  both  a 
historical  and  traditional  basis.  The 
statement  concluded,  “It  is  difficult 
to  understand  why  a government 
agency  would  challenge  these  profes- 
sional standards  which  have,  over  the 
years,  provided  the  consuming  public 
with  a reliable  method  of  distinguish- 
ing ethical  physicians  from  the  un- 
scientific and  unprofessional 
practitioner. 

Hearings  on  the  complaint  are  sche- 
duled to  begin  Feb  9 before  an  ad- 
ministrative law  judge. 


"I  am  on  the  verge  of  something,  but  I don’t  kno\N 
what.” 


Texas  delegation 
attains  objectives 
at  AMA  convention 

Administrative  rule-making  by  the  US 
Department  of  Health,  Education 
and  Welfare  and  other  governmental 
agencies,  proposals  for  national 
health  insurance,  economic  re- 
straints imposed  upon  physicians  by 
federal  health  programs,  profes- 
sional liability  insurance,  and  re- 
structuring the  national  organiza- 
tion were  among  the  major  issues  at 
the  1975  Clinical  Convention  of  the 
American  Medical  Association  in 
Honolulu  Nov  30-Dec  3. 

The  Texas  delegation  was  successful 
in  attaining  objectives  which  it  sought 
on  most  national  issues.  Acting  fav- 
orably upon  a resolution  which  had 
been  previously  adopted  by  the  Tex- 
as Medical  Association,  the  AMA 
House  of  Delegates  reaffirmed  sup- 
port of  the  principle  curtailing  ad- 
ministrative rule-making  by  publica- 
tion in  the  Federal  Register.  The  AMA 
house  also  recorded  its  enthusiastic 
approval  and  support  of  HR  10301, 
now  being  considered  by  Congress, 
which  would  amend  the  Administra- 
tive Procedures  Act.  That  bill  would 
endeavor  to  end  or  correct  rule- 
making  abuses  by  federal 
agencies. 

The  Texas  resolution  pointed  out  that 
there  have  been  flagrant  regulatory 
abuses  of  the  Administrative  Proce- 
dures Act.  Governmental  agencies 
have  issued  regulations  in  contradic- 
tion of  clear  statutory  language  in 
order  to  assume  positions  of  broad- 
er power.  In  some  cases,  they  have 
ignored  mandates  of  legislation  en- 
acted by  Congress. 

Texas  delegates  cited  several  in- 
stances of  rule-making  abuse.  They 
include  HEW’s  utilization  review  reg- 
ulations, which  were  challenged  by 
the  AMA  in  a lawsuit  and  which  es- 
tablish an  economic  index  for  reim- 
bursement of  physicians  under  Med- 
icare. HEW  did  not  publish  the  index, 
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ACCEPTED  CONCEPTS  IN  ANGINA  THERAPY^ 

• Nitrates  are  the  first  line  of  defense 
against  angina  pectoris 

• The  therapeutic  goal  of  oral  nitrate  therapy 
is  an  anaina-free  patient 


When  higher  dosage  is  necessary  in  the 
prophylaxis  of  angina 

prescribe 


Mil 


(isosorbide 

dinitrate) 

20  mg. 


Scored,  oral  tablets 


Fewer  tablets  for  patients  on  80  mg.  or  more  per  day  (up  to  a 
maximum  of  120  mg./day) 

• To  provide  prophylaxis  against  anginal  attacks  often  caused 
by  unavoidable  everyday  stress. 

•To  reduce  the  frequency  and  severity  of  angina  pectoris 
attacks.  (Not  intended  to  abort  the  acute  episode.) 


★ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than  effective  indications  requires  further 
investigation. 

Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent. Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 

IVES  LABORATORIES  INC.© 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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thereby  denying  the  AMA  and  other 
interested  parties  adequate  time  to 
comment. 

TheTexas  resolution  placed  the  AMA 
on  record  in  support  of  those  fea- 
tures in  HR  10301  and  other  bills 
pending  before  Congress  which 
would  provide  more  adequate  time 
for  comment  on  proposed  rules  pub- 
lished in  the  Federal  Register.  The 
legislation  would  restrict  the  author- 
ity for  the  issuance  of  intermediary 
letters,  transmittal  letters,  and  sim- 
ilar communications,  and  would 
make  substantive  policy  pronounce- 
ments subject  to  publication  in  the 
Federal  Register  proposed  rules. 

1 he  bill  would  require  agencies  to 
provide  reasons  for  extension  re- 
quests, for  adopting  or  disregarding 
comments  received  on  proposed 
regulations,  or  for  substantially 
modifying  the  proposed  regulations. 
HR  10301  would  require  the  repub- 
lication of  any  proposed  rule  which 
has  been  substantially  modified  from 
what  was  previously 
published. 

The  Texas  resolution  also  asked  the 
AMA  to  appeal  to  state  and  county 
medical  societies  and  all  physicians 
to  lend  active  support  to  those  de- 
sirable provisions  in  legislation  be- 
fore Congress  which  would  correct 
rule-making  abuses  by  federal 
agencies. 

Favorable  consideration  also  was 
given  to  another  Texas  resolution, 
calling  for  review  of  the  feasibility 
and  potential  uses  of  an  embossed, 
plastic  membership  card  for  AMA 
members. 

The  plastic  card  would  make  possible 
rapid  registration  for  physicians  at 
medical  meetings  and  would  repre- 
sent a computerized  recording  sys- 
tem for  continuing  medical  educa- 
tion credit. 

The  resolution  was  introduced  orig- 
inally by  the  Texas  delegation  at  the 
1975  annual  convention  at  Atlantic 
City,  and  was  referred  to  the  AMA 
Board  of  Trustees. 


The  Board  of  Trustees  reported  that 
it  is  presently  reviewing  and  plan- 
ning extensive  improvements  in  the 
physicians’  records  and  computer 
systems  to  accommodate  a broader 
informational  base  and  more  rapid 
responses  to  members.  Embossed, 
plastic  membership  cards  are  being 
given  prime  consideration  as  a vital 
part  of  new  and  improved  systems 
which  are  planned  for  completion  in 
1977.  At  that  time,  if  financially  fea- 
sible, pilot  projects  will  be 
implemented. 

Continental  breakfasts 
popular  at  Annual  Session 

Thirteen  Continental  Breakfast  Pro- 
grams will  be  featured  during  the 
1976  Texas  Medical  Association  An- 
nual Session  upcoming  in  Dallas  May 
6-9.  The  presentations,  which  en- 
courage participation  by  those  who 
attend,  focus  on  subjects  which  are 
of  interest  to  the  general  practition- 
er, as  well  as  to  the 
specialist. 

The  breakfasts,  during  which  coffee 
and  refreshments  will  be  served,  will 
allow  time  for  attendees  to  meet  and 
talk  with  featured  guest  speakers. 
Afterward,  each  speaker  will  give  a 
15-20  minute  talk,  followed  by  a 
question  and  answer 
period. 

Six  programs  will  be  offered  Friday 
morningof  the  session.  Topics  in- 
clude “The  Recognition  and  Manage- 
ment of  Chronic  Pain,”  “The  Contro- 
versy Over  the  T reatment  of  Oper- 
able Breast  Carcinoma,”  “The  Pre- 
vention of  Hyperglycemia  in  Diabetes 
and  its  Clinical  Significance,”  “Diag- 
nostic and  Therapeutic  Approaches 
to  a Child  with  Urinary  Tract  Infec- 
tion,” and  “Determinants  of  Effec- 
tiveness and  Clinical  Usage  of  Diuret- 
ic Drugs.” 

Saturday  morning’s  selections  in- 
clude “Smoking  and  Cancer,”  “Pre- 
menstrual Tension,”  “Dos  and  Don’ts 
With  Antibiotics,”  “What  Everybody 


Volume  72,  February,  1976 


r 


Should  Know  About  Acute  Diarrhea,” 
“Role  of  Skeletal  Imaging  in  Medical 
Diagnosis  Compared  With  Radi- 
ography,” ‘‘Drug Therapy  of  Rheu- 
matoid Arthritis,”  and 
‘‘Glaucoma.” 

Speakers  include  medical  experts  in 
these  fields.  They  will  come  from  all 
parts  of  the  country  to  participate  in 
the  annual  session 
program. 

Tickets  to  the  Continental  Breakfast 
presentations  are  $1.50  per  presen- 
tation and  are  available  through  pre- 
registration and  during  the  session. 


Baylor  establishes 
population  program 

In  an  effort  to  explore  and  confront 
the  effects  of  burgeoning  world  pop- 
ulation and  diminishing  resources 
on  the  quality  of  human  life  in  the  fu- 
ture, Baylor  College  of  Medicine  has 
established  the  first  multidiscipli- 
nary population  program  based  in 
an  American  medical  school. 

Dr.  Abel  J.  Leader,  clinical  profes- 
sor of  urology  at  Baylor,  is  the  newly 
appointed  director  of  the  program. 
The  Baylor  Population  Program  is 
combining  the  research,  teaching, 
and  clinical  resources  of  Baylor’s 
departments  of  cell  biology,  obstet- 
rics and  gynecology,  and  division  of 
urology  with  the  Planned  Parenthood 
Center  of  Houston’s  40  years  of  ex- 
perience in  family  planningeduca- 
tion  and  service. 

With  a newly  adopted  five-year  plan, 
the  population  program  anticipates 
expansion  into:  (1)  multidisciplinary 
biological  research  to  aid  in  the  de- 
velopment of  male  and  female  con- 
traceptives; (2)  increasing  the  avail- 
ability of  family  planning  services  in 
the  Houston/Gulf  Coast  region;  (3) 
international  training  programs  in 
family  planning  for  Central  and 
South  American  physicians;  (4)  re- 
search programs  in  large  animal 
breeding  for  food  production;  (5) 

12  continuing  education  for  physicians. 


nurses,  and  paramedical  personnel 
in  human  sexuality  and  family  plan- 
ning; and  (6)  establishment  of  a re- 
gional center  for  the  treatment  of 
infertility. 


JCAH  to  accredit 
ambulatory  programs 

A new  program  to  accredit  organ- 
ized settings  for  ambulatory  health 
care  is  being  developed  by  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals (JCAH).  This  Accreditation 
Council  for  Ambulatory  Health  Care 
(AC/AHC)  will  conduct  a voluntary 
accreditation  program  to  promote 
and  identify  ambulatory  health  care 
programs  and  services  of  high 
quality. 

The  developmental  stages  of  AC/AHC 
are  being  supported  in  part  by  a 
$496,955  grant  from  the  W.K.  Kel- 
logg Foundation  of  Battle  Creek, 

Mich.  The  three-year  grant  extends 
to  April  30, 1978,  by  which  timethe 
council  expects  to  be  self- 
supporting. 

The  new  council  will  recommend  to 
the  JCAH  Board  of  Commissioners 
standards  for  optimal  achievable 
quality  of  ambulatory  health  care 
programs,  and  will  conduct  on-site 
surveys  to  measure  compliance  with 
the  standards  by  those  programs 
that  volunteer  for  the  accreditation 
process. 


"Every  time  you  get  a group  of  doctors  together 
they  talk  medicine." 


TEXAS  MEDICINE 


Conference  highlights 
available  in  cassettes 

Highlights  from  the  1976  Texas 
Medical  Association’s  Conference  on 
Legislation  and  Medical  Service  held 
in  Austin  in  January  will  soon  be 
available  in  cassette  tape  form  from 
TMA’s  Department  of  Communi- 
cation. 

The  day-long  meeting  covered  many 
topics  of  current  concern  to  Texas 
physicians.  Guest  speakers  included 
Richard  L.  Lesher,  PhD,  of  Washing- 
ton, DC,  president  of  the  Chamber 
of  Commerce  of  the  United  States; 
Rep  J.  J.  Pickle  of  Austin,  a member 
of  the  House  Ways  and  Means  Com- 
mittee: and  Dr.  Tom  E.  Nesbitt  of 
Nashville,  speaker  of  the  AMA  House 
of  Delegates. 

More  details  on  this  informative  tape 
may  be  obtained  from  the  TMA  De- 
partment of  Communication,  1801 
N Lamar  Blvd,  Austin  78701. 

Copies  of  a 90-minute  cassette  high- 
lighting the  TMA  fall  conference, 
‘‘1975  Update  on  Medical  Issues”  are 
still  available  from  the  Department 
of  Communication  for  $3.50. 


Polio  advisory  issued 
for  travelers  to  Mexico 

Travelers  to  Mexico  are  advised  to 
update  their  polio  immunizations  ac- 
cording to  the  Bureau  of  Communi- 
cable Disease  Services  of  the  Texas 
Department  of  Health  Resources. 

The  bureau  first  issued  a polio  ad- 
visory in  August,  1975  following  the 
report  of  a number  of  suspected 
cases  of  clinical  paralytic  polio  in 
northern  Mexico. 

According  to  the  bureau,  all  children 
from  the  age  of  two  months  should 
have  complete  protection.  If  the  polio 
series  has  been  completed  and  a trip 
to  Mexico  is  anticipated,  a booster 
should  be  obtained.  While  almost  all 
adults  have  been  adequately  immu- 
nized, the  bureau  recommends  a 
single  polio  booster  if  travel  into  a 


polio  epidemic  area  is  imperative. 
One  case  of  paralytic  polio  was  con- 
firmed in  Texas  in  1975.  This  ended 
a period  of  two  years  and  eight 
months  during  which  Texas  was 
polio-free.  The  epidemiological  in- 
vestigators revealed  that  the  child 
involved  had  direct  contact  with  the 
culminating  outbreak  in  Chihuahua. 

Rural  education  board 
awarding  loans 
to  medical  students 

The  State  Rural  Medical  Education 
Board  has  awarded  its  first  loans  to 
medical  students.The  program  was 
made  possible  by  the  Legislature 
which  in  its  64th  session  appropri- 
ated $100,000  for  loans  in  1975-76 
and  a similar  amount  for  1976-77. 
The  board,  chaired  by  Dr.  Sam  A. 
Nixon,  Floresville,  can  award  up  to 
$6,000-$7,000  to  each  medical  stu- 
dent for  educational  and  living  ex- 
penses. The  interest  rate  is  5%.  For 
those  physicians  who  practice  five 
years  in  a rural  area,  the  loans  are 
forgiven  and  become  grants. 

The  board  has  agreed  to  give  first 
priority  to  Texas  residents  who  are 
enrolled  in  medical  schools  in  the 
state.  Second  priority  will  be  given  to 
Texas  residents  who  are  enrolled  in 
other  medical  schools  in  the  United 
States.  Students  in  foreign  medical 
schools  are  not  eligible  at  this 
time. 

In  submitting  requests  for  funds,  the 
student  must  express  a desire  to 
practice  medicine  in  a rural  area  or 
community  in  Texas.  The  medical 
school  must  provide  a notarized 
copy  of  the  student's  application.  In 
addition,  the  State  Rural  Medical 
Education  Board  requires  a state- 
ment of  the  student’s  finances — in- 
come, expenses,  and  needs. 
Requests  for  loans  should  be  sent  to 
J.  C.  Randolph,  State  Rural  Medical 
Education  Board,  Southwest  Tower 
Building,  Suite  900,  21 1 E 7th  St, 
Austin  78701. 
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For  more  than  thirty  years 
PREiMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 

Eor  more  than  thirty  years  it 
has  provided  the  complete  estrogen 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  has 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estrogen 
preparation  available  that  contains 
natural  estrogens  exclusively  and  also 
meets  all  U.S.P.  specifications  for 
conjugated  estrogens.  Assurance  of 
quality  for  you  and  your  patients. 

PREMARIN  . . . naturally. 


BRIEF  SUMMARY 

{For  full  prescribing  information,  see  package 

circular.) 

PREMARIN® 

(Conjugalcd  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 
PREMARIN  Tablets  by  the  National  Acad- 
emy of  Scicnces-National  Research  Council 
and/or  other  information.  FD.Y  has  classified 
the  indications  for  use  as  follows: 

Ellectivc:  .As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric. including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae.  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  rctiuircs  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  thcrapv  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

1 he  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Fistrogens  may  be  excreted  in  the  mother’s 
milk  and  an  estrogenic  elfect  upon  the  infant 
has  been  described  1 he  long  range  ellect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  m;iy  occur  in  as  many  as  !:■) 
percent  of  breast  c.tucer  patients  with  tnetas- 
tases,  atul  this  usually  indicates  progression  of 
bone  metastases.  I his  occurreiue  depends  tieither 
on  dose  tior  oti  immobili/atioti.  In  the  presence 
of  progression  of  the  cancer  or  h\ percaiccmia, 
estrogcti  administi ation  should  be  slopped. 

.A  statistically  significant  association  has  been 
reported  between  matcinal  ingestion  of  dicthyl- 
stilbestrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  olfspring.  I his  oc- 
curred rvith  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  .As  with  all  s'hort  acting  estrogens, 
the  following  precautions  should  be  observed: 

■A  complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
ritxl— withdrawal  bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  mav 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associa.cd 
with  estrogenic  anabolic  activity,  estrogens 
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should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomala  may  in- 
crease in  si/e  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

Fhe  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  I bis  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

■fhe  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  w'ith  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  UOS.AGE 
AND  ADMINISTRA  riON) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphvria  becoming  manifest 
Dosage  and  .Administration:  PREM  ARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome— 1 .25  mg.  daily,  cycli- 
callv.  .Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  retlucetl  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as,  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cvclically. 

Senile  I'aginitis,  kraurosis  I'ulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  .Administer  cyclically. 

How  Supplied:  I’REM.ARIN  (Conjugated  Estro- 
gens Tablets,  U.S.R) 

No.  865— Each  jnirple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1.000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  .Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1 ,000.  7352 
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Health  resources  assumes 
regional  medical  program 

The  Texas  Regional  Medical  Pro- 
gram Inc  Board  of  T rustees  and  the 
Board  of  the  Texas  Department  of 
Health  Resources  recently  ap- 
proved several  provisions  necessary 
for  the  Regional  Medical  Program 
grantee  change  from  TRMP  to 
TDHR. 

The  programs,  property,  and  staff 
of  RMPT  were  transferred  to  TDHR 
effective  Jan  1. 

TRMP  contracts  will  be  cancelled 
and  contracts  to  be  continued  will  be 
renegotiated  underTDHR.  TDHR  will 
accept  the  Regional  Advisory  Group 
membership,  officers,  bylaws,  and 
operating  procedures  as  presently 
constituted.  TDHR  will  confirm  or 
select  a full-time  director  for  RMPT. 
The  Board  of  Health  Resources  and 
the  TRMP  Board  of  Trustees  will 
jointly  adopt  a resolution  regarding 
the  orderly  closedown  of  remaining 
RMPT  activity  after  the  formal 
transfer  is  complete. 

Notice  distributed 
regarding  drug  interaction 

The  Texas  Department  of  Health  Re- 
sources has  distributed  a notice  in 
regard  to  potential  rifampin  interac- 
tion with  other  drugs. 

According  to  the  statement,  infor- 
mation has  accumulated  over  the 
past  several  years  which  suggests 
that  rifampin  is  capable  of  causing 
increased  dose  requirements  of  a 
number  of  other  drugs.  The  list  of 
agents  which  might  be  affected  by 
this  interaction  with  rifampin  in- 
cludes birth  control  pills,  coumarin- 
type  anticoagulants,  corticosteroids, 
and  methadone.  This  effect  can  be 
clinically  significant. 

The  statement  continues  that  the 
mechanism  by  which  rifampin  pro- 
duces this  effect  is  assumed  to  be  an 
increase  in  the  smooth  endoplasmic 
reticulum  of  the  hepatocytes  with  in- 


duction of  drug-catabolizing  micro- 
somal enzymes.  This  decreases  the 
half-life  and  produces  an  increased 
dose  requirement  of  these  agents. 
With  such  a basic  mechanism,  drugs 
other  than  the  ones  listed  above 
could  also  be  affected  by  rifampin  in 
a similar  way. 

The  Department  of  Health  Resources 
urges  the  clinician  to  keep  potential 
drug  interactions  in  mind  when  as- 
sessing the  individual  patient. 


New  drugs  introduced  in  US 

Some  37  new  drugs  were  introduced 
in  the  United  States  during  1973  and 
1974,  “an  encouraging  improve- 
ment” in  comparison  with  the  previ- 
ous two-year  period,  according  to  a 
report  in  the  Nov  17  issue  of  the 
Journal  of  the  American  Medical  Asso- 
ciation. 

The  number  of  new  drugs  for  1971 
and  1972  was  25,  Paul  de  Haen  of 
New  York  City  said,  in  his  biennial  re- 
port on  new  drug  introduction. 

“Some  represent  real  advances  in 
therapy:  others  enable  the  physician 
to  vary  his  therapeutic  regimen,” 
de  Haen  stated.  He  pointed  out  that 
of  the  37  new  products  marketed,  25 
came  from  American  research  lab- 
oratories. Virtually  all  were  the  re- 
sult of  research  by  the  manufactur- 
ers; only  two  came  from  university 
research  groups. 


"I’d  like  an  appointment  to  see  ‘God’s  gift  to 
women.’  " 
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state  initiates 
nutrition  project 

The  Texas  Department  of  Health  Re- 
sources has  embarked  on  an  en- 
larged program  of  bringing  better 
health  to  babies,  small  children,  and 
new  and  expectant  mothers  through 
proper  nutrition. 

The  Women,  Infants  and  Children 
(WIC)  Program  is  operating  in  24  lo- 
cations within  the  state  with  im- 
proved nutrition  and  health  as  its 
goal.  An  additional  five  other  local 
programs  will  be  implemented  soon. 
The  WIC  Program,  sponsored  by  the 
U S Department  of  Agriculture,  is 
administered  in  Texas  through  Dr. 
Connie  R.  Yerwood’s  Maternal  and 
Child  Health  Division  in  the  Depart- 
ment of  Health  Resources. 

For  the  current  year,  Texas  is  op- 
erating under  a $20.8  million  budget 
with  an  authorized  case  load  of 
75,168  persons  a month.  Approxi- 
mately 60  to  65%  of  those  receiving 
supplemental  food  are  located  in  the 
Rio  Grande  Valley. 

AMA  sets  deadline 
for  Sheen  Award 

The  American  Medical  Association 
has  set  a Feb  15  deadline  forthe 
1976  Dr.  Rodman  E.  Sheen  and 
Thomas  G.  Sheen  Award. 

First  presented  in  1968,  the  Sheen 
Award  is  presented  annually  to  an 
American  physician  or  physicians  in 
recognition  of  their  outstanding 
contributions  to  medicine.  The 
award  consists  of  a $10,000  cash 
prize  and  a commemorative  plaque. 
Among  the  past  recipients  is  Dr.  R. 
Lee  Clark  of  Houston. 

Candidates  must  be  U S citizens  and 
must  possess  an  MD  degree.  The 
award  can  recognize  either  a single 
achievement  or  an  accumulated  ca- 
reer of  excellence.  The  outstanding 
contributions  to  medicine  for  which 
Sheen  Award  recognition  is  pro- 
posed need  not  have  occurred  in  the 


United  States. 

Anyone  interested  in  nominating  a 
Texas  physician  for  this  award 
should  contact  Dr.  J.  E.  Miller,  chair- 
man, Awards  Committee,  Texas  Dele- 
gation to  the  American  Medical  Asso- 
ciation, 1801  N Lamar  Blvd, 

Austin  78701. 


Senior  resident  workshops 
focus  on  practice  management 

The  Texas  Medical  Association  and 
the  American  Medical  Association  will 
co-sponsor  two  practice  management 
workshops  for  senior  residents, 

March  16-17  in  Houston  at  the  Mar- 
riott Motor  Hotel  and  March  23-24  in 
Dallas  at  the  Hyatt  House. 
“Establishing  Yourself  in  Medical 
Practice’’  is  designed  for  senior  resi- 
dents who  will  be  entering  the  private 
practice  of  medicine  within  18 
months.  Topics  for  each  two-day 
workshop  include  personnel  prob- 
lems, patient  flowtechniques,  physi- 
cal aspects  of  the  medical  office,  clin- 
ical and  financial  paperwork,  practice 
setting,  and  legal  aspects  of  the  prac- 
tice of  medicine.  The  workshops  will 
be  presented  by  the  nationally  known 
medical  consultingfirm,  Conomikes 
Associates. 

Registration  for  each  workshop  is  lim- 
ited to  30  residents.  The  registration 
fee  is  $95  for  residents  who  are  mem- 
bers of  a county  medical  society  and 
TMA,  and  $125  for  residents  who  are 
not  members  of  any  component  of 
organized  medicine. 

Registration  requests  and  inquiries 
should  be  directed  to  Paul  D.  Gray, 
TMA,  1801  N Lamar  Blvd,  Austin 
78701. 


AMA  sells  magazine 

The  American  Medical  Association 
has  announced  the  sale  of  Today’s 
Health,  its  52-year-old  monthly  con- 
sumer magazine,  to  Hospital  Media, 
Inc,  of  Nashville,  Tenn. 
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Hospital  Media  was  formed  last  May 
by  its  president,  Frederic  Gregg,  Jr., 
and  1 1 other  Nashville  residents,  four 
of  them  physicians.  Their  corporate 
objective  was  to  explore  media  oppor- 
tunities in  the  health  care  field. 

“We  are  going  to  do  some  test-mar- 
keting soon,’’  said  Gregg,  “backed 
with  radio  and  TV  promotion  to  deter- 
mine the  potential  for  single  copy 
sales.  We  will  continue  subscription 
sales,  to  the  public  and  to  physicians 
for  reception  room  display.  We  will 
continue  to  carry  advertising.’’ 
Today’s  Health,  originally  published 
by  the  AMA  as  Hygeia,  has  a current 
paid  circulation  of  approximately 
300,000  with  an  additional  165,000 
unpaid  subscriptions  goingto  AMA 
members  for  display  in  physician 
reception  rooms. 

TMA  staff  reorganizes 

Part  of  a reorganization  plan  of  the 
Texas  Medical  Association  headquar- 
ters staff  became  effective  Jan  1 with 
the  activation  of  three  major 
divisions. 

Donald  M.  Anderson  has  been  desig- 
nated to  serve  as  director  of  the  Socio- 
economics Division.  The  Management 
Division  will  be  headed  by  Robert  G. 
Mickey.  A director  has  not  yet  been 
named  forthe  Medical  Education  and 
Scientific  Advancement  Division.  In 
the  interim,  activities  within  this  divi- 
sion will  be  supervised  by  C.  Lincoln 
Williston,  TMA  executive  director. 

The  reorganization  plan  was  evolved 
from  numerous  meetings  and  discus- 


sions over  a two-year  period.  Further 
staff  organizational  patterns  will  be 
guided  by  policy  actions  of  the 
association. 

Manufacturers 
change  name 

The  Texas  Manufacturers  Association 
(TMA)  has  changed  its  name  to  the 
Texas  Association  of  Business  (TAB) 
effective  Jan  1. 

This  change  should  help  reduce  some 
confusion  about  this  organization  and 
the  Texas  Medical  Association,  at 
least  when  the  initials  are  used  by  the 
media  and  others. 

Liability  costs 
drive  fees  up 

Patients  are  feeling  the  effects  of  the 
California  professional  liability  crisis 
through  higher  medical  bills  accord- 
ing to  a survey  by  the  California  Medi- 
cal Association  (CMA). 

The  survey  indicates  that  physicians’ 
fees  rose  6.7  % in  the  state  during 
the  first  six  months  of  1975  com- 
pared with  the  nationwide  fee  increase 
of  5.9%. 

In  northern  California,  where  pre- 
miums increased  as  much  as  375% 
beginning  May  1,  fees  rose  an  aver- 
age of  12%.  CMA  predicts  other 
counties  soon  will  experience  fee  in- 
creases similar  to  those  in  northern 
California  as  premiums  rise  at  about 
the  same  magnitude  in  other  parts  of 
the  state. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 


Investment  Media* 

1 Year 
Ended 
12/31/75 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 20.2% 

-33.0% 

- 6.2% 

1 6% 

Loomis-Sayles  Mutual  Fund 

+21.0% 

-21.0% 

- 3.7% 

3.5% 

Mercantile  Bank  Equity  Fund 

+ 30.0% 

-35.8% 

-16.5% 

4 0% 

Mercantile  Bank  Fixed  Income  Fund 

+ 4.2% 

-13.5% 

- 8.6% 

8 1% 

T Rowe  Price  Growth  Stock  Fund 

+33.2% 

-34.1% 

- 1.9% 

1.3% 

T Rowe  Price  New  Income  Fund 

+ 2.8% 

N/A 

N/A 

8 2% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 24.1% 

-24.9% 

+ 4 1% 

3.4% 

Standard  & Poor  500  Stock  Average 

+31.6% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

+ 38.3% 

-16.4% 

+ 1.6% 

"Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


WASHINGTON:  MEDICARE  AMENDMENTS.  The  President  has  signed  HR  10284, 
the  1975  Medicare  Amendments.  One  amendmenttothe  bill  provides  for  the 
redesignation  of  a state  into  single  professional  standards  review  organization 
(PSRO)  areas  under  certain  conditions.  This  amendment,  which  would  apply  to 
Texas,  was  authored  by  Sen  Lloyd  Bentsen  (D-Tex).  A major  item  of  interest  of 
the  newly-passed  law  would  raise  determinations  underthe  economic  index  en- 
acted in  1972  by  PL  92-603  to  the  level  of  the  prevailing  charge  level  recognized 
for  the  fiscal  year  ending  June  30,  1975,  if  the  prevailing  level  forfiscal  1976 
would  otherwise  be  lowerthan  that  recognized  as  of  June  30, 1975.  For  more 
details  on  the  bill,  see  news  article,  p 6. 

AUSTIN:  STATE  HEALTH  ADVISORY  MEMBERS.  Gov  Dolph  Briscoe  has  appoint- 
ed several  new  members  to  the  State  Health  Advisory  Committee.  They  are  Mrs. 
Tweltha  B.  Davis  of  Houston  replacing  John  E.  Gaston  of  Henderson;  Jack  R. 
Northrop  of  Albany  replacing  Clifford  F.  Milner  of  Amarillo;  Dr.  William  H.  Mack 
of  Houston  replacing  Dr.  Robert  H.  Nobels  of  Denton;  Dr.  Robert  L.  M.  Hilliard  of 
San  Antonio  replacing  Curt  W.  Reimann  of  Austin;  Dr.  Mackin  Jones  of  Bryan 
replacing  Dr.  VanceTerrell  of  Stephenville;  Albert  W.  Hartman,  III,  of  San  An- 
tonio replacing  Mrs.  Ear!  W.  Tigert  of  Lone  Star;  and  Dr.  Joseph  W.  Bitner  of 
Edna  replacing  Rev  Mark  B.  Williams  of  Plainview. 

AUSTIN:  GUBERNATORIAL  APPOINTMENTS.  Rep  Tim  Von  Dohlen  has  been  ap- 
pointed chairman  and  Sen  Ray  Farabee  has  been  appointed  vice  chairman  of  the 
newly  created  Coordinating  Commission  for  State  Health  and  Welfare  Services. 

Dr.  Lloyd  R.  Hershberger  of  San  Angelo  has  been  appointed  to  a six-year  term  on 
the  Radiation  Advisory  Board.  Nine  members  recently  appointed  to  the  new 
Policy  Board  for  Services  tothe  Visually  Handicapped  included  a physician.  Dr. 
Whitney  G.  Sampson,  president  of  the  Texas  Ophthalmological  Association. 

AUSTIN:  ADVISORY  COMMITTEE  NAMED.  An  Advisory  Committee  on  Nursing 
Home  Affairs  has  been  named  by  the  Texas  Department  of  Health  Resources 
according  to  Dr.  Robert  Moreton  of  Houston,  chairman.  The  13-member  com- 
mittee is  to  promote  a more  effective  liaison  between  the  nursing  home  industry 
and  theTDHR.  Physician  members  of  the  committee  include  Dr.  Edward  J. 

Lefeber  of  Galveston,  Dr.  Henry  H.  Moore  of  Seguin,  and  Dr.  W.  G.  Millington  of 
Nixon.  Also  appointed  to  the  committee  were  three  nursing  home  administra- 
tors, one  registered  nurse,  one  dietitian,  one  pharmacist,  one  medical  record 
specialist,  and  two  members  of  the  public. 

WASHINGTON:  COST  OF  FEHB  PROGRAMS  AIRED.  Dr.  William  C.  Felch,  member 
of  the  American  Medical  Association’s  Council  on  Legislation,  recently  testified 
before  the  Subcommittee  on  Retirement  and  Employee  Benefits  of  the  House 


Editor's  note: 
"Capital  Com- 
ments" is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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Post  Office  and  Civil  Service  Committee.  The  committee,  chaired  by  Congress- 
man Richard  C.  White  of  El  Paso,  was  holding  hearings  on  the  Federal  Employee 
Health  Benefit  Program.  Dr.  Felch  testified  that  the  three  primary  causes  of  the 
recent  rise  in  physician  fees  were:  (1)  the  lingering  effects  of  the  Economic 
Stabilization  Program;  (2)  economy-wide  inflation;  and  (3)  professional  liability 
expenses.  Dr.  Felch  emphasized  that  physicians’  long-run  prices  have  paralleled 
price  changes  elsewhere  in  the  economy  and  are  affected  by  inflation  as  is  every 
other  Item  in  the  economy.  Dr.  Felch  also  revealed  that  the  AMA  recently  author- 
ized the  creation  of  a commission  on  the  cost  of  medical  care  which  will  include 
top  level  representatives  of  health  care  providers  and  of  the  public  so  as  to  re- 
flect the  broad  spectrum  in  interest  in  health  care. 


WASHINGTON:  HEALTH  EXPENDITURES.  HEW  recently  announced  that  of  the 
$104.2  billion  spent  on  medical  care  intheyearendingJuneSO,  1974,  $40.9 
billion  (39%)  was  spent  on  hospital  care;  $19  billion  (18%)  on  physicians’ 
services;  $9.7  billion  (9%)  on  drugs;  $7.5  billion  (7%)  on  nursing  home  care; 
$6.2  billion  (6%)  on  dental  services;  $4.4  billion  (4%)  on  construction;  $2.7 
billion  (3%)  on  research;  and  $13.8  (13%)  on  all  other  expenditures. 

WASHINGTON:  NHI  SEEN  AS  1976  ISSUE.  The  AFL-CIO  appears  convinced  that 
national  health  insurance  can  be  built  into  a significant  campaign  issue  in  1976 
and  is  bending  its  efforts  in  this  direction,  rather  than  attemptingto  move  legis- 
lation through  Congress.  (Note  labor’s  efforts  to  promote  the  significance  of  a 
recent  poll  taken  by  Sen  Edward  Kennedy  (D-Mass)  which  ostensibly  shows  that 
health  care  is  first  on  the  Massachusetts’  voters’  priorities  for  added  federal 
expenditures.  All  other  polls  to  date  have  shown  NHI  to  be  a minor  public 
concern.) 

WASHINGTON.  NEW  CONSTRUCTION  REGULATIONS.  Recently  published  reg- 
ulations governing  grants,  loans,  and  loan  guarantees  under  the  Hill-Burton 
Hospital  Construction  and  Modernization  Program  require  recipients  to  provide 
“a  reasonable  volume”  of  care  to  persons  unable  to  pay.  New  regulations  require 
that  they  post  notices  that  care  is  available  without  charge  to  medically  indi- 
gent. Notices  must  be  in  appropriate  language  advising  low  income  patients  that 
they  may  apply  for  free  care.  The  notice  must  instruct  persons  where  to  apply 
for  such  care  and  also  give  the  address  of  the  state  Hill-Burton  agency.  The 
notice  may  indicate  that  the  obligation  is  limited  to  a specified  volume. 


TEXAS  MEDICINE 


AMERICAN  COLLEGE  OF  PHYSICIANS,  AIR  FORCE 
REGIONAL  MEETING 

Specialists  in  internal  medicine  and  related  medical  fields  will 
hold  a scientific  meeting  Feb  23-25,  1976,  at  San  Antonio.  The 
Air  Force  Regional  Meeting  of  the  American  College  of  Physi- 
cians is  designed  to  bring  physicians  up-to-date  on  late  devel- 
opments in  the  field  of  internal  medicine.  It  is  one  of  more 
than  30  such  sessions  held  each  year  throughout  the  United 
States  and  Canada  by  the  30,000-member  medical  specialty 
society.  Physicians  who  attend  the  meeting  are  eligible  for 
credit  toward  the  American  Medical  Association  Physician’s 
Recognition  Award  in  Category  I. 

Contact;  Col.  Dana  G King,  Jr,  USAF,  MC,  Headquarters 
SGPC,  Forrestal  Building,  Washington,  DC  20314. 


DISTRICT  I MEDICAL  SOCIETY 

The  District  I Medical  Society  of  the  Texas  Medical  Association 
will  meet  Saturday,  Feb  7,  1976,  at  the  Downtown  Holiday  Inn 
in  El  Paso.  The  program  is  entitled  Pediatrics — A Mini-Sym- 
posium— 1976,  and  it  will  be  presented  by  the  Department  of 
Pediatrics,  Baylor  College  of  Medicine.  Topics  to  be  discussed 
include  clinical  assessment  of  the  child  with  proteinuria,  coagu- 
lation diseases  in  infants  and  children,  effects  of  maternal  drugs 
on  the  newborn,  new  antimicrobial  agents,  asymptomatic  hema- 
turia in  child,  medical  care  of  the  low  birthweight  infant, 
perinatal  infections,  outlook  for  a child  with  cancer,  and  scoliosis 
screening.  The  faculty  for  the  program  are  Drs.  John  M Fal- 
letta,  Larry  H Taber,  Reba  Michels  Hill,  and  L Leighton  Hill, 
all  of  Baylor. 

Contact:  Dr.  Laurance  N Nickey,  Program  Chmn,  1301  Montana 
Ave,  El  Paso  79902. 


COMING 

MEETINGS 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  GROUP  PSYCHOTHERAPY 
ASSOCIATION,  INC,  Boston  Statler  Hil- 
ton, 20th  annual  institute,  P'eb  3-4,  1976; 
33rd  annual  conference,  P'eb  4-7,  1976. 

Institute  program  meets  criteria  for  14 
hours.  Category  I,  AMA  Physician’s  Rec- 
ognition Award,  Conference  formats  in- 
clude symposia,  section  meetings,  work- 
shops, films  and  videotape  sessions.  Among 
subjects  covered:  alcoholism,  countertrans- 
ference, couples  group  therapy,  dream  in- 
terpretation, drug  abusers,  existential 
analysis,  family  therapy,  multi  family 
group  therapy,  racial  and  ethnic  differ- 
ences, schizophrenia,  transactional  anal- 
ysis, women,  others.  Contact:  1865  Broad- 
way, 12th  Floor,  New  York  10023. 


AMERICAN  COLLEGE  OF  CARDIOL- 
OGY, New  Orleans,  P'eb  23-26,  1976.  2Bth 
annual  scientific  session.  No  registration 
fee  for  membership;  nonmembers,  $100. 
37 hours.  Category  I.  AMA  Physician's 
Recognition  Award.  Ladies  program.  Sci- 
entific program  offers  time  management 
seminar,  self-assessment  classroom,  car- 
diac clinics;  presentations  on  effective 
reading — a lifetime  techniciue,  stress  test- 
ing, surgical  considerations  and  indica- 
tions for  myocardial  revascularization, 
drug  therapy  of  congestive  heart  failure, 
pe<liatric  echocardiography,  cardiomyopa- 
thies and  click  murmur  syndrome,  others. 
Contact:  9650  Rockville  Pike,  Bethesda, 
Md  20014. 


INTERNATIONAL  MEDICAL  ASSEMBLY 

The  40th  International  Medical  Assembly  will  be  held  Feb  26- 
27,  1976,  in  San  Antonio.  Highlighting  the  meeting  will  be  a 
luncheon  address  by  Dr.  Carl  Hall,  President,  American  Aca- 
demy of  Family  Physicians.  Other  presentations  will  touch  on 
pain,  its  evaluation  and  management;  traveler’s  diarrhea;  w^orld 
population  trends;  surgical  treatment  of  coronary  heart  dis- 
ease, results  of  myocardial  revascularization  in  5,000  patients; 
hyperlipoproteinemia,  its  clinical  significance;  inflammatory 
bowel  disease;  new  concepts  in  sudden  death  from  myocardial 
infarction;  and  rehabilitation  of  the  six-million-dollar-man,  a 
discussion  of  patient  selection  for  total  joint  replacement.  A 
post-convention  trip  to  Spain  will  depart  San  Antonio  Feb  28 
and  return  Mar  7. 


AMERICAN  SOCIETY  OF  CONTEM- 
PORARY MEDICINE  AND  SURGERY, 
American*^.  Hotel,  Bal  Harbour/Miami 
Beach.  Fla,  Feb  29-Mai*  6,  1976.  Annual 
meeting  and  scientific  assembly.  Faculty 
headed  by  Drs.  Michael  DeBakey,  Eliot 
Corday,  John  Laragh,  R Lee  Clark,  George 
Crile,  Jr,  Louis  Weinstein,  Owen  Wan- 
gensteen. Key  subjects:  cancer,  cardio- 
vascular disease,  anticoapfulants,  pace- 
makers, pain,  infectious  diseases,  hyper- 
tension, diabetes,  pulmonary  disease,  nu- 
trition, obstetrics-gynecology,  cryotherapy, 
plastic  surgery,  federal  involvement,  oth- 
ers. Acceptable  for  40  hours.  Category  I, 
AMA  Physician’s  Recognition  Award:  30 
hours  A AFP  elective.  Contact:  Dr.  John 
Bellows.  ASCMS  Dir,  30  N Michigan  Ave, 
Chicago  60602. 


Contact:  SE  Cockrell,  Jr,  Exec  Dir,  202  W French  Place,  Box 
12678,  San  Antonio  78212. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  31-35. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


FEBRUARY 

ACADEMY  OF  PSYCHOLOGISTS  IN  MARITAL  AND 
FAMILY  THERAPY,  Israel/Tel  Aviv,  Feb  23-26.  1976. 
International  Congress  Dept.  1140  Ave  of  the  Americas. 
New  York  10036. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  New  Or- 
leans. Feb  2.3-26,  1976.  William  D Nelligan,  Exec  Off, 
9650  Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Gainesville. 
Fla.  Feb  18-20.  1976.  Registrar,  Postgraduate  Courses, 
ACP.  4200  Pine  St,  Philadelphia  19104. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS,  AIR 
FORCE  REGIONAL  MEETING,  San  Antonio,  Feb  23-25, 
1976.  Col.  Dana  G King,  Jr.  USAF.  MG.  Headquarters 
SGPC,  I’orrestal  Building,  Washington,  DC  20314. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Wichita, 
Kan,  Feb  27,  1976.  Dr.  John  L Morgan,  919  W 12th 
Ave,  Emporia,  Kan  66801, 

AMERICAN  COLLEGE  OF  PHYSICIANS,  San  Fran- 
cisco, Feb  7-8,  1976.  Dr.  Maurice  Fox,  300  Homer  Ave, 
Palo  Alto.  Calif  94301. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Shreveport, 
La,  Feb  9-11,  1976,  4200  Pine  St,  Philadelphia  19104. 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIA- 
TION, Boston.  Feb  3-7,  1976.  Ms.  M Block,  Admn  Sec. 
1866  Broadway,  12th  Floor,  New  York  10023. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Bal  Harbour,  Fla,  Feb  29-Mar  6, 
1976.  Dr.  John  G Bellows,  Dir,  30  N Michigan  Ave,  Chi- 
cago 60602. 

■ DISTRICT  I MEDICAL  SOCIETY  OF  THE  TEXAS 
MEDICAL  ASSOCIATION.  El  Paso.  Feb  7,  1976.  Dr. 
Laurance  N Nickey,  Sec-Treas,  1616  N Oregon,  El  Paso 
79902. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF  SOUTH- 
WEST TEXAS,  San  Antonio,  Feb  26-27,  1976.  SE  Cock- 
rell, Jr,  Exec  Off,  202  W French  Place,  San  Antonio  78212. 

KOCH  CENTENNIAL  SYMPOSIUM,  Baltimore.  Feb 
20-21,  1976.  Dr.  David  Glasser,  Baltimore  City  Health 
Dept,  Room  C-231,  Baltimore  21202. 

NOAH  WORCESTER  DERMATOLOGICAL  SOCIETY, 
Hollywood,  Fla.  Feb  28-Mar  6,  1976.  Dr.  H Plotnick,  Sec- 
Treas,  1160  David  Whitney  Bldg,  Detroit  48226. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLO- 
GY, Miami  Beach,  Fla,  Feb  29-Mar  6.  1976.  Dr.  John  Bel- 
lows. Exec  Off,  30  N Michigan  Ave,  Chicago  60602. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Houston,  Feb  18-20,  1976.  Mrs.  Floy  Bleker, 
Exec  Sec,  4300  N Lamar  Blvd,  Austin  78766. 

SOUTHEASTERN  SURGICAL  CONGRESS,  New  Or- 
leans. Feb  8-12.  1976.  Dr.  AH  Letton,  Sec-Dir,  316  Boule- 
vard NE,  Suite  600,  Atlanta  30312. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Fort 
Worth,  Feb  29-Mar  3,  1976,  Robert  E Monroe,  Exec  Sec- 
Treas,  1117  W 42nd,  Austin  78766. 

■ TITUS  HARRIS  SOCIETY,  Galveston,  Feb  19-21,  1976. 
Dr.  EA  Zein-Eldin,  Sec-Treas,  Suite  620,  200  University 
Blvd,  Galveston  77550. 


MARCH 

ALPHA  EPSILON  DELTA,  Tuscaloosa,  Ala.  Mar  31- 
Apr  3,  1976.  7 Brookside  Circle,  Bronxville,  NY  10708. 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Juan.  PR. 
Mar  6-10,  1976.  JO  Kelley,  Exec  Off,  226  E Michigan 
St,  Milwaukee  63202. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  & 
BACTERIOLOGISTS,  Boston,  Mar  20-23,  1976.  9660 

Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Honolulu, 
Mar  9-10,  1976.  Dr.  Bernard  WD  Fong,  97  Dowsett  Ave, 
Honolulu  96817. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia, 
Mar  1-5,  1976.  4200  Pine  St,  Philadelphia  19104. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  New  York, 
Mar  10,  1976.  Dr.  Felix  E DeMartini,  161  Fort  Wash- 
ington Ave,  New  York  10032. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Palm 
Springs,  Calif,  Mar  4-7,  1976.  Dr.  Varner  J Johns,  Jr, 
Loma  Linda  Medical  Center,  Loma  Linda.  Calif  92354. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  St.  Louis, 
Mar  6-6,  1976.  Dr.  Thomas  W Burns,  University  of 
Missouri  School  of  Medicine,  Columbia,  Mo  65201. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Salt  Lake 
City,  Mar  5,  1976.  Dr.  Donald  E Smith,  2914  Millicent 
Dr,  Salt  Lake  City  84108. 

AMERICAN  COLLEGE  OF  PHYSICIANS.  Myrtle 
Beach,  SC,  Mar  5-7,  1976.  Dr.  Roy  A Howell,  Jr,  210 
Market  St,  Bennettsville,  SC  29512. 

AMERICAN  DIOPTER  & DECIBEL  SOCIETY,  San 
Diego,  Calif,  Mar  14-21,  1976.  Dr.  Albert  C Esposito, 
Exec  Dir,  Suite  100,  Medical  Center  Bldg,  420-422  11th 
St,  Huntington.  WVa  26701. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION,  New 
Orleans.  Mnr  5-7.  1976.  Louis  R Giancola,  Exec  Dir, 

1400  Hicks  Rd,  Rolling  Meadows,  111  60008. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Seattle,  Mar  18-19, 
1976.  1718  Gallagher  Rd,  Norristown,  Pa  19410. 

ASPEN  RADIOLOGY  CONFERENCE.  Aspen,  Colo,  Mar 
1-6,  1976.  Registration  Division,  1818  Gaylord  St,  Denver 
80206. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION.  Atlanta.  Mar  21-25.  1976. 
19U1  N Ft  Myer  Dr.  Suite  602,  Arlington,  Va  22209. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  In- 
dia, Mar  17-Apr  4,  1976.  Exec  Offices,  147-41  Sanford 
Ave,  Flushing,  NY  11366. 

NEVADA  TUMOR  REGISTRY  OF  THE  NEVADA 
CANCER  CONTROL  INSTITUTE,  Las  Vegas,  Nev, 
Mar  11-12,  1976.  Ms.  Irene  S Peacock,  1800  W Charles- 
ton Blvd.  Las  Vegas,  Nev  89102. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  Mar  29-Apr  1,  1976.  1430  Tulane  Ave, 
New  Orleans.  La  70112. 

■ SOUTHWESTERN  CONFERENCE  ON  DISEASES  IN 
NATURE  TRANSMISSIBLE  TO  MAN.  College  Station, 
Mar  1.5-16,  1976.  Dr.  Warren  Kilpatrick,  Office  of  Con- 
tinuing Education,  College  of  Veterinary  Medicine, 
Texas  A&M  University,  College  Station  77843. 
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■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS,  McAllen,  Mar  11-13,  1976.  Iris  Wen- 
zel, 1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  Mar 
4-6,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 
78701, 

■ WESTERN  INSTITUTE  OF  EPILEPSY.  Dallas,  Mar 
26-27,  1976.  Box  12034,  Dallas  75225. 


APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Toronto, 
Apr  26-May  1,  1976.  Stanley  A Nelson.  Exec  Off,  4016 
W 66th  St,  Suite  302A,  Minneapolis  66436. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Philadelphia, 
Apr  12-16,  1976.  Dr.  Robert  G Frazier,  1801  Hinman  Ave, 
Evanston,  111  60204. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Louis- 
ville, Apr  20-23,  1976.  Dr.  John  C Finerty,  Pres,  LSU 
Medical  Center,  Suite  1610,  Canal  LaSalle  Bldg,  New 
Orleans  70112. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY. Los  Angeles,  Apr  23-26,  1976.  William  T Mal- 
oney, Exec  Off,  6 Beacon  St,  Boston  02108. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Las  Vegas, 
Nev,  Apr  4-8,  1976.  Eloi  Bauers,  JD,  Exec  Vice-pres/ 
Counsel,  2100  Dain  Tower,  Minneapolis  66402. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION.  Den- 
ver, Apr  27-30,  1976.  James  W Dilley,  Exec  Dir,  2807 
Central,  Evanston,  111  60201. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia, 
Apr  6-8,  1976,  Dr.  Edward  C Rosenow,  Jr,  4200  Pine  St, 
Philadelphia  19104. 

AMERICAN  COLLEGE  OF  SURGEONS,  Boston,  Apr 
26-29,  1976.  Frank  Arado,  55  E Erie  St,  Chicago  60611. 

■ AMERICAN  GERIATRICS  SOCIETY.  INC,  Houston, 
Apr  21-22,  1976.  10  Columbus  Circle,  New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Miami  Beach,  Fla,  Apr 
22-27,  1976.  Fred  Kern,  Jr,  Pres,  4200  E 9th  Ave, 
Denver  80220. 

AMERICAN  BRONCHO-ESOPHAGOLOGICAL  ASSO- 
CIATION. Palm  Beach.  Fla.  Apr  27-28,  1976.  Dr.  LW 
Pratt,  Sec,  37  Lawrence  Ave,  Fairfield,  Me  04937. 

AMERICAN  FERTILITY  SOCIETY,  Las  Vegas,  Nev, 
Apr  6-8,  1976.  Dr.  JC  Weed.  Med  Dir,  1608  13th  Ave  S, 
Suite  101,  Birmingham,  Ala  36206. 

AMERICAN  MEDICAL  ELECTROENCEPHALOGRA- 
PHIC  ASSOCIATION.  Savannah,  Ga.  Apr  7-11,  1976. 
Dr.  WA  Stephenson,  Sansum  Medical  Clinic,  Inc,  PO 
Drawer  LL.  Santa  Barbara,  Calif  93102. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Cincinnati,  Apr  24-29,  1976.  HN  Schulz,  Exec 
Dir,  160  N Wacker  Dr,  Chicago  60606. 

AMERICAN  OTOLOGICAL  SOCIETY,  Palm  Beach,  Fla, 
Apr  26-26,  1976.  Dr.  GD  Taylor,  Sec-Treas,  221  Marshall 
Taylor  Dr  Bldg,  Jacksonville,  Fla  32207. 


AMERICAN  SOCIETY  bOR  ARTIFICIAL  INTERNAL 
ORGANS,  San  Francisco,  Apr  1-3,  1976.  Mrs.  KK 
Burke,  Exec  Dir,  ASAIO  National  Office,  Box  777, 
Boca  Raton,  Fla  33432. 

AMERICAN  SOCIETY  FOR  EXPERIMENTAL  PATH- 
OLOGY, Anaheim,  Calif,  Apr  11-16,  1976.  Dr.  GB  Mider, 
Exec  Off,  9660  Rockville  Pike,  Bethesda,  Md  20014. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PSY- 
CHOANALYSIS, New  York,  Apr  13,  1976.  Dr.  M Ren- 
don, Sec,  333  E 30  St,  New  York  10016. 

ASSOCIATION  OF  CONVALESCENT  HOMES  AND 
HOSPITALS  FOR  ASTHMATIC  CHILDREN,  Las 
Vegas,  Nev,  A.pr  1-2,  1976.  I Friedman,  Exec  Vice-pres, 
Spring  Valley  Rd,  Ossining,  NY  10662. 

NATIONAL  CONFERENCE  ON  RURAL  HEALTH, 
AMERICAN  MEDICAL  ASSOCIATION.  Phoenix,  Ariz, 
Apr  8-9,  1976.  Dept  of  Rural  and  Community  Health, 
AMA,  Division  of  Medical  Practice,  535  N Dearborn  St, 
Chicago  60610. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  Washington, 
DC.  Apr  9-10,  1976.  Suite  1720,  2 Park  Ave,  New  York 
10016. 


MAY 

■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  May  10-13,  1976.  Dr.  Warren 
H Pearse,  Exec  Off,  1 E Wacker  Dr,  Suite  2700,  Chicago 
60601. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  16,  1976.  Dr.  RC  Jones, 
Sec,  6323  Harry  Hines,  Dallas  76236. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  McAllen,  May  20-23,  1976.  Geraldine 
Midgley,  Exec  Off,  Box  1287,  Uvalde  78801. 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  Miami  Beach,  Fla.  May  27-28,  1976. 

Charles  B Slack,  Inc,  6900  Grove  Rd,  Thorofare,  NJ 
08086. 

CONFERENCE  ON  AMBULATORY  MONITORING,  At- 
lanta. May  20-21,  1976.  Nancy  Jacobsen,  Conference 

Coordinator,  315  University  District  Bldg,  1107  NE  45th, 
Seattle,  Wash  98105. 

CONFERENCE  ON  CUTANEOUS  TOXICITY,  AMERI- 
CAN MEDICAL  ASSOCIATION,  Washington.  DC,  May 
17-18,  1976.  Dept  of  Drugs,  AMA,  535  N Dearborn  St, 
Chicago  60610. 

■ SOUTHWEST  ALLERGY  FORUM,  San  Antonio,  May 
22-26,  1976.  Dr.  Peter  B Kamin,  601  Oak  Hills  Medical 
Bldg,  San  Antonio  78229. 

SOUTHEAST  EMERGENCY  MEDICINE  CONGRESS, 
Atlanta,  May  3-5,  1976.  Registrar,  1919  Beachway  Rd, 
Suite  5C,  Jacksonville,  Fla  32207. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Houston, 
May  3-6,  1976.  Dr.  Jack  A Barney.  Sec-Treas,  708  Physi- 
cians & Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  May  6-9,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 
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m TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION, 
Dallas,  May  7,  1976,  Dr.  Frank  J Kelly,  Sec-Treas,  Box 
647,  Amarillo  79177. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas, 
May  7-8,  1976.  Dr.  Jeff  R Moore,  Box  3765,  Amarillo 
79106. 


JUNE 


ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY.  INC, 
Las  Vegas,  Nev,  Jun  13-16,  1976.  Dr.  Richard  H Moiel, 
Sec,  601  Medical  Towers,  1709  Dryden  St,  Houston  77026. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  Dallas,  June,  1976.  Dr.  CB  Shuey, 
Jr,  Sec,  3500  Gaston  Ave,  Dallas  76246. 

■ AMERIGAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER. Houston,  Jun  9-13,  1976.  Box  9928,  Austin  78766. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Bos- 
ton, Jun  21-23,  1976.  Dr.  Elliot  L Sagall,  454  Brookline 
Ave,  Boston  02215. 

■ AMERICAN  MEDICAL  ASSOCIATION,  Dallas,  Jun  27- 
Jul  1,  1976.  635  N Dearborn,  Chicago  60610. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Houston.  Jun  15-17,  1976.  Dr.  A Bryan  Spires,  Southwest 
Tower  Bldg,  Suite  900,  211  E 7th  St,  Austin  78701. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Mescalero,  NM,  Jul  19-22, 
1976.  Box  456,  Sunland  Park,  NM  88063. 

AMERICAN  ASSOCIATION  FOR  REHABILITATION 
THERAPY,  INC,  Cleveland,  Jul  12-16,  1976.  Box  93, 
N Little  Rock,  Ark  72116. 

AMERICAN  CANCER  SOCIETY,  COLORADO  DIVI- 
SION, Denver,  Colo,  Jul  16-17,  1976.  1809  E 18th  Ave. 
Denver,  Colo  80218. 

AMERICAN  SOCIETY  OF  ORAL  SURGEONS,  Chicago, 
Jul  17-18,  1976.  211  E Chicago  Ave,  Ste  930,  Chicago 
60611. 

INSTITUTE  FOR  CONTINUING  EDUCATION.  Heidel- 
berg/Mainz/Hamburg, W Germany,  Jul  13-24,  1976.  2405 
Westwood  Ave,  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  UROLOGY  CONGRESS.  Johannes- 
burg, South  Africa,  Jul  25-30,  1976.  c/o  Festivals  & 
Conventions  Trust  (Pty)  Ltd,  Box  61326,  Marshalltown, 
2107  Transvaal,  Rep  of  South  Africa. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE.  Philadelphia,  Jul  1-3, 
1976.  Dr.  Martin  T Orne,  The  Institute  of  Pennsylvania 
Hospital,  111  N 49th  St,  Philadelphia  19139. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE.  Denver, 
Colo,  Jul  23-24,  1976.  1764  Gilpin  St,  Denver,  Colo 

80210. 

■ TEXAS  REHABILITATION  ASSOCIATION.  Dallas, 
Jul  11-14,  1976.  Box  20040,  Dallas  75220. 
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MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHlOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K'h  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  wornen  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout , reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R,  00630 

Subsidiary  of  SmithKline  Corporation 


Effectiveness  across 
the  spectrum  of  most 
common  forms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical  “patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Stage  2 
Stage  3 
Stage  4 


1 


2 


3 


4 


5 


Awake  too  long 


Awake  too  often  during  the  night 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  tailing  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories.*'"* 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  HCl)  is  relatively  sale 
and  well  tolerated:  morning  "hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


Broad-Spectrum 
medication  for  the 
mpst  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 

( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepam  HCI) 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  eflects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ata.xia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry' 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefici 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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2.  Frost  JD  Jr:  A system  for  automatically 
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scientific  meeting  of  the  Aerospace  Medical 
Association,  Houston,  Apr  26-29,  1971 

3.  Vogel  GW:  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 
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Department,  Hoffmann-La  Roche  Inc., 
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DOCTOR 

AAPS  Is  Helping  YOU 

By  Being  Militant  to  Save  Private  Practice 


A^APS 


The  Association  of  American  Physicians  and  Surgeons  - 

- Openly  leads  the  way  in  saying  "NO"  to  interference  with  you,  your  patients  and  the  high  ethics 
of  the  profession. 

- Has  urged  since  1943  Non- Involvement  with  the  profession's  would-be 
controllers. 


- Sued  H EW  in  1 973  to  stop  PSRO. 

■ Is  now  appealing  PSRO  to  the  Supreme  Court. 

- Pioneered  successful  legal  challenge  to  interference  through  hospitals. 

■ Did  the  legal  spadework  for  U/R  lawsuit  by  AM  A. 

- Will  help  any  other  medical  organization  challenging  the  Health  Planning  Act. 

- Is  putting  starch  in  the  backs  of  other  organizations  (medical  and  non-medical)  to  stop  taking 
federal  government  money  and  thereby  stop  more  government  control. 


- Monitors  current  so-called  National  Health  Insurance  legislation  and  hearings  to  defeat  by  any  legal 
means  politicalized  medicine. 


- AAPS  action  resulted  in  AMA  recognizing  rights  of  doctors  to  withhold  services  to  force 
more  reasonable  state  malpractice  liability  laws. 

- AAPS  alerts  all  to  the  inside  truth  by: 


News  Letters 

Medical  Staff  Bulletins 

Speakers  Bureau 

Hot  Line  Phone  Conferences 


Graphic  Illustrations  proving 
government  spending  plus 
political  medicine  will  destroy 
liberty. 


IF  YOU  ARE  NOT  A MEMBER,  YOU  OUGHT  TO  BE. 


Association  of 

American  Physicians  and  Surgeons 

APPLICATION  FOR  MEMBERSHIP  2111  Enco  Drive,  Suite  N-51 5,  Oak  Brook,  Illinois  60521 


Nome  _ 
Address 


F.rst 


Middle  Initiol 


Lost 


M D 


City  State 

Medical  Society  Membership  - County  

U S.  Congressionol  District  tt  Type  of  Practice  

Physician  Sponsor Signoture  of 


Stote 


Applicant 


Zip 


[Z1  Regular  - $ 50.00 
[U  Sustaining  - $100.00 

□ Builder  • $200,00 

□ CHECK  ENCLOSED 

□ PLEASE  BILL 

TAX  DEDUCTIBLE  ! 
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On  any  new  car 
or  truck  you  lease 
through  the 
Texas  Medical 
Association, 
you’ll  save  time 
and  taxes. 


Texas  Medical  Association  Automobile  Lease  Program  features: 


• Low  lease  cost. 

• Tax  savings. 

• Positive  cash  flow. 

• No  required  record  keeping. 

• Choice  of  vehicle  and  equipment. 


• Custom-tailored  lease  to  your 
requirements. 

• Total  maintenance  on  all 
Lincoln-Mercury  products. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77036 
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CONTINUING  EDUCATION  COURSES 


FEBRUARY 
Family  Medicine 

Title:  A Practical  Workshop  in  Pulmon- 
ary Diseases 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Feb  14-15,  1976 

Duration:  Continuous,  2 days,  IIV2  total 

course  hours 

Fee:  $75 

Designed  For:  General  practitioners: 
Specialists 

Credit:  IIV2  hours,  AAFP  Prescribed: 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  observes  procedure,  lec- 
ture, open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  International  Medical  Assembly  of 
Southwest  Texas 

Sponsors;  UT  Health  Science  Center  at 
San  Antonio;  International  Medical  As- 
sembly of  Southwest  Texas 
Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates;  Feb  26-27,  1976 
Duration:  Continuous,  2 days,  7-8  hours 
instruction  per  day,  15  total  course 
hours 
Fee:  $35 

Designed  For;  General  practitioners: 
Specialists 

Credit:  15  hours,  AAFP  Elective;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


General  Medicine 

Title:  Current  Methods  of  Diagnosis  and 
Treatment  of  Arthritis  and  Rheumatic 
Diseases 

Sponsors:  Baylor  College  of  Medicine, 
Houston:  Upjohn  Co. 

Location  of  Course:  Marriott  Motor  Ho- 
tel, Houston 
Date:  Feb  7,  1976 
Duration:  Continuous,  1 day 
Fee:  $25 

Designed  For:  General  practitioners: 
Specialists 

Credit:  AAFP;  Category  I,  AMA  Phy- 
sican’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Director,  Of- 
fice of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund, 
Houston  77025 


Immunology 

Title;  Immunology  Symposium:  Applied 
Clinical  Immunology 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD  An- 
derson Hospital  and  Tumor  Institute, 
Houston;  Baylor  College  of  Medicine, 
Houston 

Location  of  Course;  UT  Health  Science 
Center  at  Houston 
Dates:  Feb  5-7,  1976 
Duration;  Continuous,  2V2  days,  6 hours 
instruction  per  day 
Designed  For:  General  practitioners; 
Specialists  in  Laboratory  Science 
Credit:  15  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, laboratory  work,  lecture,  panel 
Contact;  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Obstetrics  & Gynecology 

Title;  Annual  Conference  on  Fetus  and 
Newborn  in  High  Risk  Pregnancy 
Sponsors:  Texas  Tech  University  School 
of  Medicine,  Dept  of  Obstetrics  and 
Gynecology:  Texas  Perinatal  Center, 

Dept  of  Pediatrics,  Lubbock 
Location  of  Course:  Southpark  Inn,  Lub- 
bock 

Dates:  Feb  26-28,  1976 

Duration:  Continuous,  3 days,  7 hours 

instruction  per  day 

Designed  For;  Specialists  in  Obstetrics- 
Gynecology,  Pediatrics 
Credit:  18  hours,  AAFP  Elective 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel,  seminar,  programmed 
instruction  (self-teaching  device) 
Contact:  Dr.  James  E Dyson,  Assistant 
Dean  for  Education,  Texas  Tech  Univer- 
sity School  of  Medicine,  Box  4569,  Lub- 
bock 79409 

Ophthalmology 

Title:  Symposium  on  Ophthalmology  for 

the  Non-Ophthalmologist 

Sponsor:  UT  Medical  School  at  Houston, 

Program  in  Ophthalmology 

Location  of  Course:  Hermann  Hospital 

Auditorium,  Houston 

Date:  Feb  7,  1976 

Duration;  V2  day,  3 hours  instruction 
Fee:  $15 

Designed  For;  General  practitioners 
Credit:  AAFP 

Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question 
Contact;  Dr.  Richard  S Ruiz,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 

Title;  Retina  Symposium 
Sponsor:  UT  Medical  School  at  Hous- 
ton, Program  in  Ophthalmology 
Location  of  Course;  Hermann  Hospital 
Auditorium,  Houston 
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Date:  Feb  21,  1976 

Duration;  1 day,  8 hours  instruction 

Fee:  $50 

Designed  For:  Specialists  in  Ophthal- 
mology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1 121  Hermann  Pro- 
fessional Bldg,  Houston  77025 

Title;  Annual  Symposium  of  the  San  An- 
tonio Ophthalmology  and  Otolaryngol- 
ogy Society 

Sponsors:  UT  Health  Science  Center  at 
San  Antonio;  San  Antonio  Ophthalmol- 
ogy and  Otolaryngology  Society 
Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Date:  Feb  28,  1976 

Duration:  Continuous,  1 day,  7 hours  in- 
struction per  day,  7 total  course  hours 
Fee;  $40 

Designed  For:  Specialists 
Credit:  7 hours,  AAFP  Elective;  Category 
I,  AMA  Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Otolaryngology 

Title:  The  Voice  Institute 
Sponsors:  Baylor  College  of  Medicine, 
Houston;  Methodist  Hospital,  Houston 
Location  of  Course:  Methodist  Hospital, 
Houston 

Dates;  Feb  5-6,  1976 
Duration:  Continuous 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s  Rec- 
ognition Award 

Contact:  Dr.  Fred  M Taylor,  Director,  Of- 
fice of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Pathology 

Title:  Pathology  of  the  Liver 
Sponsors:  UT  Health  Science  Center  at 
Dallas;  A Webb  Roberts  Center  for  Con- 
tinuing Education,  Dallas 
Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Dates:  Feb  14-15,  1976 
Duration:  Continuous,  1 V2  days,  9 total 
course  hours 

Fee:  $100;  $65  for  house  officers,  fel- 
lows and  trainees 

Designed  For;  Specialists  in  Internal 
Medicine,  Pathology,  Gastroenterology 
Credit:  9 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for  Contin- 
uing Education,  3500  Gaston,  Dallas 
75246 


Title:  A Review  of  Clinical  Microbiology 
Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Dates:  Feb  23-26,  1976 
Duration:  Continuous,  4 days,  6 hours 
instruction  per  day 
Fee:  $120 

Designed  For:  Specialists  in  Pathology 
Credit:  Category  I,  AMA  Physician’s  Rec- 
ognition Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for  Con- 
tinuing Education,  3500  Gaston,  Dallas 
75246 


Pediatrics 

Title;  Perception  Problems  of  the  Pedi- 
atric Subject 

Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  Feb  5-6,  1976 


Duration:  Continuous,  2 days,  16  hours 

instruction 

Fee:  $125 

Designed  For:  General  practitioners; 
Specialists 

Credit:  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Fred  M Taylor,  Director,  Of- 
fice of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Title:  Pediatrics  1976 — A Mini-Sym- 
posium 

Sponsor:  District  I Medical  Society 

Location  of  Course:  Downtown  Holiday 

Inn,  El  Paso 

Date:  Feb  7,  1976 

Duration:  1 day,  7 hours  instruction 

Fee:  $25 

Designed  For:  General  practitioners; 
Specialists  in  Pediatrics 
Credit;  7 hours,  AAFP  Elective 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  seminar 
Contact:  Dr.  Laurance  N Nickey,  Secre- 
tary, District  I Medical  Society,  1301 
Montana,  El  Paso  79902 


Title:  Developmental  Theory  of  Sensory 
Motor  Integration 

Sponsors:  Texas  Occupational  Therapy 
Association:  Capital-Centex  District;  UT 
Systemwide  School  of  Nursing 
Location  of  Course:  Thompson  Confer- 
ence Center,  Austin 
Dates:  Feb  26-28,  1976 
Duration:  Continuous,  2V2  days,  6 hours 
instruction  per  day 
Fee;  $45 

Designed  For:  General  practitioners; 
Specialists  in  Pediatrics 
Enrollment:  Maximum,  250 
Credit:  15  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  patient 
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demonstration 

Contact:  Ms.  Cindy  Jones,  Seminar  Co- 
ordinator, Texas  Occupational  Therapy 
Association,  8812  Tallwood  No  87,  Aus- 
tin 78759 


Radiology  & Radioisotopes 

Title:  High  Energy  Electron,  X-Ray  and 
Neutron  Dosimetry 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion: UT  System  Cancer  Center,  MD  An- 
derson Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and  Tu- 
mor Institute,  Houston 
Dates:  Feb  2-7,  1976;  Aug  2-7,  1976 
Duration:  Continuous,  6 days,  63  total 
course  hours 
Fee:  $250 

Designed  For:  Specialists 
Enrollment:  Maximum,  15 
Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Title:  Refresher  Course  in  General  Diag- 
nostic Radiology 

Sponsors:  Dept  of  Radiology,  UT  South- 
western Medical  School;  A Webb  Rob- 
erts Center  for  Continuing  Education, 
Dallas 

Location  of  Course:  Fairmont  Hotel,  Dal- 
las: and  Lecture  Room  D 1.502,  UT 
Southwestern  Medical  School,  Dallas 
Dates;  Feb  19-21,  1976 
Duration:  Continuous,  3 days,  5-8  hours 
instruction  per  day,  18  total  course 
hours 
Fee:  $150 

Designed  For:  Specialists  in  Radiology 
Credit:  18  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 


Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for  Contin- 
uing Education,  3500  Gaston,  Dallas 
75246 


Surgery 


Title:  The  Use  of  Staplers  in  Surgery 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Feb  19-20,  1976 

Duration:  Continuous,  2 days,  11  hours 

instruction 

Fee:  $160 

Designed  For:  Specialists 
Enrollment:  Maximum,  30  physicians, 
15  nurses 

Credit;  11  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  workshop  handling  in- 
struments, experimental  lab  for  clinical 
application  of  materials 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


MARCH 

Cardiovascular  Disease 

Title:  Exercise  Testing  in  Clinical 
Practice 

Sponsors:  UT  Health  Science  Center, 
Houston;  Baylor  College  of  Medicine 
Location  of  Course;  UT  Health  Science 
Center  at  Houston,  Auditorium 
Date:  Mar  5,  1976 
Duration;  1 day,  6 hours  instruction 
Fee:  To  be  determined 
Designed  For;  General  practitioners; 
Specialists  in  Cardiology 
Credit:  6 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 


Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Chest  Disease 

Title:  Postoperative  Pulmonary  Diseases 
Sponsor:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing 
Education 

Location  of  Course:  To  be  determined 

Dates:  Mar  19-20,  1976 

Duration:  Continuous,  2V^  days,  6-7 

hours  instruction  per  day 

Fee;  To  be  determined 

Designed  For;  General  practitioners; 

Specialists  in  Surgery,  Internal  Medicine 

Credit;  AAFP  Prescribed;  Category  I, 

AMA  Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Family  Medicine 

Title:  Recent  Advances  in  Clinical  Im- 
munology and  Microbiology 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course;  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Mar  13-14,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  $80 

Designed  For:  General  practitioners; 
Specialists 

Credit:  10  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
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Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Title:  Habilitation  of  the  Deaf  Child 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Mar  27,  1976 

Duration:  Continuous,  1 day,  7 hours 

instruction 

Fee:  $40 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  10 
Credit:  7 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Gastroenterology 

Title:  William  Beaumont  Gastrointestin- 
al Symposium 

Sponsor:  William  Beaumont  Army 

Medical  Center,  El  Paso 

Dates:  Mar  17-19,  1976 

Duration:  Continuous,  3 days,  4 hours 

instruction  per  day,  12  total  course 

hours 

Fee:  None 

Designed  For:  Specialists  in  Gastroen- 
terology, Surgery,  Internal  Medicine 
Enrollment:  Minimum,  100;  Maximum, 
200 

Credit:  12  hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel 

Contact:  Col.  J Loren  Pitcher,  MC,  USA, 
Chief,  Dept  of  Medicine,  William  Beau- 
mont Army  Medical  Center,  El  Paso 
79920 


General  Medicine 

Title:  Spring  Clinical  Conference 
Sponsor:  Dallas  Southern  Clinical 
Society 

Location  of  Course:  Statler  Hilton 
Hotel,  Dallas 
Dates:  Mar  15-17,  1976 
Duration:  Continuous,  3 days 
Fee:  $50 

Designed  For:  General  practitioners; 
Specialists 

Credit:  25  hours,  AAFP  Elective;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  lecture,  live 
clinic,  open  question,  panel,  patient 
demonstration,  seminar 
Contact:  Robert  L Heath,  Exec  Officer, 
Dallas  Southern  Clinical  Society,  3630 
Noble  Ave,  Dallas  75204 


Title:  Texas  Academy  of  Family  Physi- 
cians— Spring  Seminar 
Sponsor:  TAFP,  Permian  Basin  Chapter, 
Alpine 

Location  of  Course:  Indian  Mountain 
Lodge,  Davis  Mountains  State  Park, 

Fort  Davis 

Date:  Mar  27,  1976 

Duration:  Continuous,  1 day,  6 hours 

instruction 

Fee:  $25 

Designed  For:  General  practitioners; 
Specialists 

Credit:  6 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  WB  Pate,  Secretary,  TAFP, 
Permian  Basin  Chapter,  202  N Second 
St,  Alpine  79830 


Internal  Medicine 

Title:  Alcoholic  Liver  Disease:  Pathology, 
Pathogenesis,  Complications  and 
Treatment 


Sponsors:  A Webb  Roberts  Center  for 
Continuing  Education;  Texas  Commis- 
sion on  Alcoholism;  American  Associa- 
tion for  Study  of  Liver  Diseases 
Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Date:  Mar  27,  1976 
Duration:  Continuous,  1 day 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists  in  Pathology,  Internal 
Medicine 

Credit:  4 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Assoc  Dean, 
A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston,  Dallas  75246 


Malignant  Disease 

Title:  29th  Annual  Symposium  on  Fun- 
damental Cancer  Research:  Growth 
Kinetics  and  Biochemical  Regulation  of 
Normal  and  Malignant  Cells 
Sponsors:  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor 
Institute,  Houston;  National  Cancer 
Institute,  Tex  Division  of  American  Can- 
cer Society:  UT  Health  Science  Center 
at  Houston 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Dates:  Mar  10-12,  1976 

Duration:  Continuous,  3 days,  6 hours 

instruction  per  day,  18  total  course 

hours 

Designed  For:  General  practitioners; 
Specialists 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  George  R Blumenschein, 
Assistant  Director/Education,  UT 
System  Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston  77025 

Title:  Immunotherapy  and  Other  Ad- 
vances in  the  Management  of  Cancer 
Sponsor:  Wadley  Institutes  of  Molecular 
Medicine,  Dallas 
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Dates:  Mar  26-27,  1976 
Duration:  2 days 

Designed  For:  General  practitioners: 
Specialists 

Enrollment:  Maximum,  200 
Credit:  16  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  panel,  seminar 
Contact:  Dr.  J M Hill,  Executive  Director, 
Wadley  Institutes  of  Molecular  Medicine, 
9000  Harry  Hines,  Dallas  75235 


Medical  Writing 

Title:  Medical  and  Technical  Writing 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion: UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston 
Dates:  March  and  September,  1976 
Duration:  Intermittent,  1 day  per  week, 
4 weeks,  2 hours  instruction  per  day,  8 
total  course  hours 
Fee:  $35 

Designed  For:  General  practitioners: 
Specialists 

Enrollment:  Maximum,  20 
Credit:  AAFP  Prescribed:  Category  I, 
AMA  Physician’s  Recognition  Award 
Teaching  Methods:  Enrollee  performs 
procedure,  lecture 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Neurology 

Title:  Fourth  Intensive  Course  in 

Neuromuscular  Diseases 

Sponsors:  Veterans  Administration 

Hospital,  Houston:  Baylor  College  of 

Medicine,  Houston 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Dates:  Mar  25-27,  1976 


Duration:  Continuous,  3 days 
Fee:  None 

Designed  For:  General  practitioners: 
Specialists 

Enrollment:  Minimum,  200:  Maximum, 
300 

Credit:  AAFP:  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  live  clinic,  panel 
Contact:  Dr.  Fred  M Taylor,  Dir,  Office 
of  Continuing  Education,  Baylor  College 
of  Medicine,  1200  Moursund  Ave, 
Houston  77025 


Neurology 

Title:  Current  Therapy  in  Epilepsy 
Sponsors:  Veterans  Administration: 

Dept  of  Urology,  UT  Southwestern  Medi- 
cal School:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  Dallas 
Dates:  Mar  24-25,  1976 
Duration:  Continuous,  2 days 
Designed  For:  General  practitioners: 
Specialists 

Credit:  Category  I,  AMA  Physician’s 

Recognition  Award 

Teaching  Method:  Lecture 

Contact:  Dr.  George  J Race,  Assoc  Dean, 

A Webb  Roberts  Center  for  Continuing 

Education,  3500  Gaston,  Dallas  75246 


Otolaryngology 

Title:  Visiting  Professor  in  the  Dept  of 
Otorhinolaryngology  and  Communica- 
tive Sciences 

Sponsor:  Baylor  College  of  Medicine, 
Dept  of  Otorhinolaryngology  and 
Communicative  Sciences 
Location  of  Course:  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston 

Dates:  Mar  18-20,  1976 
Duration:  Continuous,  3 days 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s 


Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, bedside  rounds,  clinical  confer- 
ence, lecture,  panel 
Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Pathology 

Title:  Alcoholic  Liver  Disease:  Pathology, 
Pathogenesis,  Complications  and 
Treatment  (see  INTERNAL  MEDICINE) 


Pediatrics 

Title:  Basic  Immunology  for  the  Clinician 
Sponsors:  Immunology  Faculty,  UT 
Health  Science  Center  at  Dallas:  A Webb 
Roberts  Center  for  Continuing  Educa- 
tion, Dallas 

Location  of  Course:  UT  Southwestern 

Medical  School,  Dallas 

Dates:  Mar  3-6,  1976 

Duration:  Continuous,  4 days,  30  total 

course  hours 

Fee:  $200 

Designed  For:  General  practitioners: 
Specialists 

Credit:  30  hours,  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  panel 
Contact:  Dr.  George  J Race,  Assoc 
Dean,  A Webb  Roberts  Center  for 
Continuing  Education,  3500  Gaston, 
Dallas  75246 


Surgery 

Title:  William  Beaumont  Gastrointestin- 
al Symposium  (see  GASTROEN- 
TEROLOGY) 

Title:  Spring  Clinical  Conference  (see 
GENERAL  MEDICINE) 
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WELCOME  TO  THE 
LAND  OF  ABUNDANCE 


^ ■) 


...WHERE  ONLY  I ONE  I PRESCHOOLER 
IN  20  GETS  ENOUGH  IRON! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


Nutrition  Examination  Survey,  DHEW  Pub  No  (HRA) 
74-1219-1  National  Center  for  Health  Statistics,  Rockville,  Maryland.  (This 
report  indicates  that  approximately  95%  of  the  children  1-5  years  old  had 
below  the  standaid  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

■ Dietary  Supplement 

with  IRON  Syrup 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 

(as  Ferric  Pyrophosphate)  . . 

1-Lysine  FICI  

Thiamine  FICI  Bi)  

Pyridoxine  FICI  (B6)  

Vitamin  Bi 2 

Sorbitol  

Alcohol  


. . .30  mg 
. .300  mg 
. . . 10  mg 
. ...  5 mg 
25  mcgm 
. .3.5  gm 
. .0.75% 


DOSAGE:  Prevention  of  iron-deficiency  anemia-Children  and  Adults 
-1  tsp.  (5  cc)  daily.  Treatment  of  iron  deficiency  anemia-Children:  1 
tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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12-hour  claims 
are  nothing  new. 


1 


■ ‘lii', 


Capsules 


Each  capsule  contains  pseudo- 
ephedrine  hydrochloride  120  mg.  and 
chlorpheniramine  maleate  8 mg. 


Controlled-Release  Decongestant  Plus  Antihistamine 


It  goes  the  distance. 


Clinical  studies  confirm 
full  12-hour  effectiveness. 


For  years,  patients  have  heard  of  drugs  providing  long-lasting  relief.  But  after  six  or  eight 
hours,  they  often  run  out  of  relief.  And  it’s  too  soon  to  take  the  next  dose. 

Now,  with  Novafed  A,  Dow  introduces  a prescription  capsule  with  12-hour  effectiveness 
in  relieving  allergy  and  hay  fever  symptoms.  Placebo-controlled  clinical  studies  show 
that  the  high  level  of  decongestant  in  Novafed  A provides  relief  for  as  long  as  12  hours. 
At  the  same  time,  its  antihistamine  relieves  the  patient’s  itchy  eyes  and  runny  nose 
without  the  excessive  dryness  of  anticholinergic  agents. 

Prompt  onset  of  effect  is  followed  by  full  12-hour  relief. 

(Please  refer  to  the  following  page  for  bioavailability  studies  and  prescribing  information.) 


Patients  with  severe  pollen  allergies  were 
tested  during  hay  fever  season  in  a 
countryside  environment  and  asked  to 
rate  severity  of  five  different  symptoms 
on  a scale  of  1 to  4. 


Clinical  Study:  Degree  of  Relief  from  Itchy  Eyes  and  Nose  and 
Throat,  Watery  Eyes,  Runny  Nose* 


’Unpublished  data.  Medical  Department  Files,  Dow  Pharmaceuticals, 
The  Dow  Chemical  Company.  Indianapolis.  Indiana. 


Specialists  in  Cough  and  Cold  Care 


mw 

NovafedA 

Each  capsule  contains  pseudoephedrine  hydrochloride  120  mg. 


Capsules, 

and  chlorpheniramine  maleate  8 mg 


Controlled-Release  Decongestant  Plus  Antihistamine 

It  goes  the  distance. 


Prompt  onset  and  sustained  serum  levels  over  12  hours. 


A bioavailability  study  confirmed  that  the  sustained 
12-hour  action  of  Novafed  A was  comparable  to  that 
of  immediate-release  medication  taken  at  6-hour 
intervals. 

The  chart  at  the  left  shows  the  serum  levels  of 
pseudoephedrine.  Initial  serum  levels  following  one 
Novafed  A Capsule  were  comparable  to  those  following 
a single  dose  of  60  mg.  pseudoephedrine  hydrochloride 
in  an  immediate-release  form.  Serum  levels  of 
pseudoephedrine  over  a 12-hour  period  following  a 
single  dose  of  Novafed  A were  also  comparable  to 


those  obtained  by  an  immediate-release  form  taken 
every  6 hours. 

The  chart  at  the  right  shows  the  serum  levels  of 
chlorpheniramine.  Initial  serum  levels  following  one 
Novafed  A Capsule  were  comparable  to  those  following 
a single  dose  of  4 mg.  chlorpheniramine  maleate  in 
an  immediate-release  form.  Serum  levels  of  chlor- 
pheniramine over  a 12-hour  period  following  a single 
dose  of  Novafed  A were  also  comparable  to  those 
obtained  by  an  immediate-release  form  taken  every 
6 hours. 


Comparison  of  Mean  Serum  Levels  of  Pseudoephedrine  Following 
Novafed  A and  an  Immediate-Release  Reference  Formulation* 


Comparison  of  Mean  Serum  Levels  of  Chlorpheniramine  Following 
Novafed  A and  an  Immediate-Release  Reference  Formulation* 


‘Unpublished  data.  Medical  Department  Files,  Dow  Phamaceuticals,  The  Dow  Chemical  Company,  Indianapolis,  Indiana. 


DESCRIPTION:  Each  NOVAFED  A capsule  contains  120 
mg.  of  pseudoephedrine  hydrochloride  and  8 mg.  of 
chlorpheniramine  maleate.  The  specially  formulated  pellets 
in  each  capsule  are  designed  to  provide  continuous  thera- 
peutic effect  tor  about  12  hours.  Nearly  one-half  of  the 
active  ingredients  is  released  soon  after  administration 
and  the  remainder  is  released  slowly  over  the  remaining 
time  period. 

ACTIONS:  NOVAFED  A combines  the  action  of  a nasal 
decongestant,  pseudoephedrine  hydrochloride,  and  an  anti- 
histamine, chlorpheniramine  maleate.  These  ingredients 
are  combined  to  provide  prompt  and  sustained  nasal  and 
upper  respiratory  decongestant  and  antihistaminic  action. 

INDICATIONS:  NOVAFED  A is  indicated  tor  the  relief  of 
nasal  congestion  and  eustachian  tube  congestion  associated 
with  the  common  cold,  sinusitis  and  acute  upper  respira- 
tory infections.  It  is  also  indicated  for  perennial  and 
seasonal  allergic  rhinitis,  vasomotor  rhinitis,  allergic 
conjunctivitis  due  to  inhalant  allergens  and  foods  and  for 
mild,  uncomplicated  allergic  skin  manifestations  of 
urticaria  and  angioedema.  Decongestants  in  combination 
with  antihistamines  have  been  used  for  many  years  to 
relieve  eustachian  tube  congestion  associated  with  acute 
eustachian  salpingitis,  aerotitis  media,  acute  otitis  media 
and  serous  otitis  media.  NOVAFED  A may  be  given  con- 
currently, when  indicated,  with  analgesics  and  antibiotics. 

CONTRAINDICATIONS:  Symphathomimetic  amines  are  con- 
traindicated in  patients  with  severe  hypertension,  severe 
coronary  artery  disease,  and  in  patients  on  MAO  inhibitor 
therapy.  Antihistamines  are  contraindicated  in  patients 
with  narrow-angle  glaucoma,  urinary  retention,  peptic 
ulcer,  during  an  asthmatic  attack,  and  in  patients  receiving 
MAO  inhibitors. 

Children  under  12:  NOVAFED  A controlled-release 
capsules  should  not  be  used  in  children  less  than 
12  years  of  age. 

Nursing  Mothers:  Pseudoephedrine  is  contraindicated 
In  nursing  mothers  because  of  the  higher  than  usual 
risk  for  infants  from  sympathomimetic  amines. 


Hypersensitivity:  This  drug  is  contraindicated  in  patients 
with  hypersensitivity  or  idiosyncrasy  to  sympathomimetic 
amines  or  antihistamines.  Patient  idiosyncrasy  to 
adrenergic  agents  may  be  manifested  by  insomnia, 
dizziness,  weakness,  tremor  or  arrhythmias. 

WARNIN6S:  Sympathomimetic  amines  should  be  used 
judiciously  and  sparingly  in  patients  with  hypertension, 
diabetes  mellitus,  ischemic  heart  disease,  increased  intra- 
ocular pressure,  hyperthyroidism,  or  prostatic  hypertrophy. 
Sympathomimetics  may  produce  central  nervous  system 
stimulation  and  convulsions  or  cardiovascular  collapse 
with  accompanying  hypotension. 

Antihistamines  may  impair  mental  and  physical  abilities 
required  for  the  performance  of  potentially  hazardous 
tasks,  such  as  driving  a vehicle  or  operating  machinery, 
and  mental  alertness  in  children.  Chlorpheniramine  maleate 
has  an  atropine-like  action  and  should  be  used  with 
caution  in  patients  with  increased  intraocular  pressure, 
hyperthyroidism,  cardiovascular  disease,  hypertension  or 
in  patients  with  a history  of  bronchial  asthma. 

Do  not  exceed  recommended  dosage. 

Use  in  Pregnancy:  The  safety  of  pseudoephedrine  for 
use  during  pregnancy  has  not  been  established. 

Use  in  Elderly:  The  elderly  (60  years  and  older)  are 
more  likely  to  have  adverse  reaction  to  sympathomime- 
tics. Overdosage  of  sympathomimetics  in  this  age  group 
may  cause  hallucinations,  convulsions,  CNS  depression, 
and  death.  Therefore,  safe  use  of  a short-acting  sym- 
pathomimetic should  be  demonstrated  in  the  Individual 
elderly  patient  before  considering  the  use  of  a 
sustained-action  formulation. 

PRECAUTIONS:  This  drug  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  cardiovascular 
disease  and  hyperreactivity  to  ephedrine.  The  antihista- 
minic may  cause  drowsiness  and  ambulatory  patients  who 
operate  machinery  or  motor  vehicles  should  be  cautioned 
accordingly. 


ADVERSE  REACTIONS:  Hyperreactive  individuals  may  dis- 
play ephedrine-like  reactions  such  as  tachycardia,  palpita- 
tions, headache,  dizziness,  or  nausea.  Patients  sensitive 
to  antihistamines  may  experience  mild  sedation. 

Sympathomimetic  drugs  have  been  associated  with  certain 
untoward  reactions  including  fear,  anxiety,  tenseness, 
restlessness,  tremor,  weakness,  pallor,  respiratory  diffi- 
culty, dpuria,  insomnia,  hallucinations,  convulsions,  CNS 
depression,  arrhythmias,  and  cardiovascular  collapse  with 
hypotension. 

Possible  side  effects  of  antihistamines  are  drowsiness, 
restlessness,  dizziness,  weakness,  dry  mouth,  anorexia, 
nausea,  headache  and  nervousness,  blurring  of  vision, 
heartburn,  dysuria  and  very  rarely,  dermatitis. 

DRUS  INTERACTIONS:  MAO  inhibitors  and  beta  adrenergic 
blockers  increase  the  effect  of  sympathomimetics.  Sym- 
pathomimetics may  reduce  the  antihypertensive  effects  of 
methyidopa,  mecamylamine,  reserpine  and  veratrum 
alkaloids.  Concomitant  use  of  antihistamines  with  alcohol, 
tricyclic  antidepressants,  barbiturates  and  other  central 
nervous  system  depressants  may  have  an  additive  effect. 

DOSASE  AND  ADMINISTRATION:  One  capsule  every  12 
hours.  Do  not  give  to  children  under  12  years  of  age. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

HOW  SUPPLIED:  NOVAFED  A is  supplied  in  red  and  orange 
colored  hard  gelatin  capsules,  monogrammed  with  the 
Dow  diamond  followed  by  the  number  lOS,  in 
bottles  of  100. 

DOW  PHARMACEUTICALS 

The  Dow  Chemical  Company 
Indianapolis,  IN  46268 

Specialists  in  cough  and  cold  care 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 
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The  family  and  physical  illness 


Jerry  M.  Lewis,  MD 

The  impact  of  a culture’s  model  of  disease 
upon  both  patient  and  physician  behavior 
is  reviewed.  The  article  focuses  upon  the 
concept  of  general  susceptibility  to  illness 
and  reviews  those  psychosocial  factors 
which  influence  such  susceptibility.  Mov- 
ing from  the  individual  patient  to  the  fami- 
ly, the  author  proposes  that  a compre- 
hensive model  of  health  and  illness  must 
attend  the  family  as  a possible  unit  of 
health  and  disease.  Research  findings  are 
presented  which  lend  weight  to  the  idea 
thatthefamily  as  well  as  the  individual  can 
be  seen  as  the  patient  or  unit  of  health  and 
disease.  Certain  family  characteristics 
are  associated  with  low  rates  of  physical 
illness.  The  need  for  further  research  on 
family  patterns  of  illness  is  emphasized. 

A culture,  at  any  given  historical  period, 
offers  to  its  participants  a model  of  dis- 
ease which  then  dictates  that  which  mem- 
bers of  a culture  accept  as  real.  Physi- 
cians participate  in  these  preconceptions; 
they  influence  those  features  of  disease  to 
which  physicians  attend.  In  a search  for  a 
single,  specific  cause  for  each  disease, 
recent  biological  discoveries  in  this  cul- 
ture’s model  of  disease  have  focused  on 
the  individual  patient,  thereby  participat- 
ing in  a dualism  in  which  physical  process- 
es are  considered  as  separate  from  and 

The  article  is  an  abbreviated  and  modified  ver- 
sion of  a chapter  in  a forthcoming  book,  “No 
Single  Thread:  Psychological  Health  in  Family 
Systems,”  by  Jerry  M.  Lewis,  W.  Robert  Beavers, 
John  T.  Gossett,  and  Virginia  Austin  Phillips,  to 
be  published  by  Brunner/Mazel,  New  York. 


perhaps  more  “real”  than  psychological 
processes.  Thus,  three  concepts — dis- 
ease as  it  relates  to  the  individual,  a dual- 
ism of  body  and  mind,  and  linear  causality 
— continue  to  influence  this  culture’s  con- 
cept of  disease.  They  do  so  despite  the  in- 
sights provided  by  workers  like  Fabrega 
and  Manning^  who  described  another  cul- 
ture’s truly  integrated  model  of  disease. 
Invariably,  in  this  model,  the  conceptuali- 
zation of  disease  involves  biological  func- 
tioning, personality,  and  social  relations, 
all  linked  in  a homeostatic  manner  with 
multiple  feedback  loops. 

The  insights  provided  by  psychophysio- 
logic  research  are  seldom  incorporated 
into  the  current  prevailing  model  of  dis- 
ease. In  part,  this  may  reflect  a prema- 
ture search  for  specific  psychodynamic 
variables  associated  with  distinct  disease 
entities  without  sufficient  attention  to  the 
role  of  psychological  factors  in  all  disease. 
Cassell,^  however,  suggests  that  a central 
part  of  the  problem  is  that  disease  and  ill- 
ness have  become  separated  in  our  cul- 
ture. He  writes:  “Patients  now  wander 
about  disabled,  but  without  a culturally  ac- 
ceptable mantle  of  disease  with  which  to 
clothe  the  nakedness  of  their  pain,  and 
doctors  tend  to  define  their  role  more 
narrowly,  seeing  themselves  as  curers  of 
disease  rather  than  healers  of  the  sick.” 
Bakan,'  Jourard,^*^  Balint,-  and  Hinkle''*'^® 
are  but  a few  of  the  writers  who  empha- 
size the  need  to  consider  the  role  of  multi- 
ple etiological  factors  in  any  episode  of 
disease. 

There  is  a body  of  research  which  sug- 
gests that  individual  man  is  predisposed  to 
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illness  underthe  following  circumstances: 

1.  When  he  perceives  his  social  and  in- 
terpersonal environment  as  being  highly 

unsatisfactory.^’i“'^^-^®”'25.27.40  j|-,js 

group  of  studies  focuses  on  the  role  of 
consciously  experienced  stress,  much  of 
which  is  interpersonal,  and  its  role  in 
disease  etiology. 

2.  When  he  experiences  a great  num- 
ber of  life  changes  in  a short 

time. This  research  emphasizes 
life  change — ^theoretically,  either  positive 
or  negative.  Many  of  the  heavily  weighted 
items  suggest  loss,  per  se,  and  thus  are 
interpersonal  in  nature. 

3.  When  he  experiences  severe  sepa- 
ration or  object 

4.  When  he  develops  a prolonged,  af- 
fective state  of  hopelessness  or  helpless- 
ness.®'^'* This  research,  noting  the  univer- 
sality of  separation  and  loss,  focuses  in- 
stead on  the  individual’s  affective  re- 
sponse to  the  real,  threatened,  or  sym- 
bolic event. 

These  studies,  taken  as  a whole,  afford 
explanatory  concepts  for  the  observa- 
tions that  suggest  that  some  people  expe- 
rience more  illness  than  others^®  and  that, 
for  many  individuals,  episodes  of  appar- 
ently unrelated  illnesses  tend  to  cluster  in 
time.®®'®® 

If  we  turn  the  focus  from  the  level  of  the 
individual  as  a separate  entity  to  the  family 
as  a social  organism,  is  there  evidence 
that  it  would  be  useful  to  conceptualize  the 
family  as  the  unit  of  illness?  Although  fami- 
ly system  studies  have  provided  a new  and 
important  perspective  in  regard  to  ment- 
al illness,  they  have  not  yet  been  explored 
fully  in  regard  to  all  illnesses.  Almost  30 


years  ago  Richardson®"  wrote  of  general 
family  susceptibilty  to  illness;  that  is,  the 
family  as  the  unit  of  illness  because,  in  his 
terms,  “the  family  is  the  unit  of  living.’’ 

He  delineated  different  types  of  family 
equilibria  and  suggested  that  unusually 
rigid  family  systems  impart  increased 
vulnerability  toall  physical  illness.  He  sug- 
gested that  when  the  physician  is  faced 
with  chronic  disease  or  repetitive  acute 
illness,  it  is  important  to  consider  wheth- 
er or  not  the  individual  or  the  family  is  the 
unit  of  the  disease.  Kellner®**  and 
Peachey®®  presented  evidence  regarding 
family  patterns  of  illness  and  the  tendency 
in  some  families  for  illnesses  to  cluster  in 
time. 

The  emergence  of  family  medicine  as  a 
discipline  is  seen  by  Ransom  and  Vander- 
voort®®  to  be  appropriately  concerned 
with  the  relationship  of  life  in  small 
groups  to  health  and  illness.  They  consid- 
er that  disease  in  one  member  of  a family 
should  be  viewed  as  one  symptom  of  a 
pathological  family  process:  that  is,  they 
are  concerned  with  the  ecology  of  rela- 
tionships within  the  family. 

While  a few  individuals  have  been  inter- 
ested in  the  general  susceptibility  of  dif- 
ferent families  to  all  illnesses  and  disease, 
relatively  little  research  has  been  gener- 
ated. In  a provocative  exception,  Dingle, 
Badger,  and  Jordan®  studied  25,000  ill- 
nesses occurring  in  86  families  during  a 
ten-year  period.  They  noted  that  respira- 
tory diseases  accounted  for  63%  of  all 
diseases  and  that  although  there  was 
great  variation  between  families  in  inci- 
dence of  respiratory  disease,  there  was  a 
tendency  for  members  of  the  same  family 
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to  have  similar  levels  of  incidence,  and 
that  a given  family  tended  to  remain  at  the 
same  level  of  incidence  over  a five-year 
period.  Some  families  have  consistently 
high,  and  others  lov^,  levels  of  incidence. 
The  authors  state,  “The  relative  forces  of 
heredity  and  environment  cannot  be  easily 
measured.  It  is  becoming  increasingly  ap- 
parent, however,  that  the  ‘family  unit’  is  an 
important  entity  in  itself  in  the  study  of 
disease  and  serious  consideration  must 
be  given  to  the  effects  of  heredity  and  ex- 
perience within  this  unit.’’ 

1 wish  to  share  initial  research  findings 
directed  to  the  question:  “Is  there  a way  of 
being  a family  which  influences  the  vul- 
nerability of  family  members  to  all  disease 
processes?’’  Our  study  is  one  part  of  a 
broader,  ongoing  research  project  which 
has  as  its  goal  the  clarification  of  those 
family  processes  which  characterize  psy- 
chologically healthy  or  optimally  func- 
tioning families.  Our  research  group  was 
interested  primarily  in  family  inter- 
actional patterns.  In  order  to  study  these 
patterns  each  family  unit  in  our  sample  of 
33  families,  as  a family,  approached  cer- 
tain problems  to  solve  or  tasks  to  accom- 
plish. These  essentially  verbal  tasks  were 
videotaped  and  the  communication  proc- 
esses of  the  family  were  evaluated.  We  re- 
lied on  three  levels  of  data  analysis:  the 
clinical  observation  of  videotaped  family 
interviews,  the  application  of  a variety  of 
rating  scales  to  the  family  communication 
processes,  and  the  microanalytic  analy- 
ses, that  is,  counting  frequencies  of  par- 
ticular kinds  of  interactions.  For  pur- 
poses of  this  presentation,  however,  we 
present  only  our  findings  regarding  the 


families  and  their  reported  physical  ill- 
nesses. 

Priortothe  videotaping,  a family  medi- 
cal history  was  obtained,  starting  with  the 
parental  marriage.  Each  family  also 
agreed  to  keep  a daily  physical  health  log 
for  six  months.  Although,  as  a whole,  this 
was  a physically  healthy  group  of  families, 
striking  differences  were  noted  between 
families  in  the  history  of  illness.  In  the 
course  of  20  years,  some  families  experi- 
enced no  life-threatening  illnesses,  no  hos- 
pitalizations otherthan  for  the  birth  of 
children,  no  fractures,  and  minimal  disa- 
bility from  minor  medical  problems  (and 
these  were  families  with  young  children).  A 
few  of  the  research  volunteer  families  had 
experienced  multiple  life-threatening  ill- 
nesses, hospitalizations,  fractures,  and 
significant  disability  from  minor  illnesses. 

The  families  were  not  informed  that  any 
connection  would  be  made  between  the 
videotaped  family  interactional  testing 
and  their  physical  health  logs  which  were 
to  be  kept  for  the  subsequent  six  months. 

One  of  the  interactional  tasks  con- 
cerned a brief  audiotaped  vignette  of  a 
hospital  scene  in  which  a family  is  visiting 
a gravely  ill  family  member.  The  fictional 
family  was  joined  by  a physician  who,  in 
response  to  the  family’s  question  of  wheth- 
er the  patient  will  live  or  die,  responds 
that  he  “doesn’t  know  but  that  there  is 
damage.’’  At  this  point  the  taped  vignette 
ended  and  the  family  was  asked  to  con- 
struct an  ending  to  the  story.  They  were 
told  that  there  was  no  right  or  wrong  end- 
ing and  that  they  had  ten  minutes  for  the 
task.  We  selected  this  death,  or  dying, 
stimulus  because  of  the  leads  growing  out 
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of  the  Study  of  the  life  circumstances 
under  which  many  individuals  appearto 
develop  a variety  of  illnesses.-* 

The  research  staff  studied  the  video- 
taped responses  of  three  families  and  de- 
veloped rating  scales  based  on  the  prem- 
ise that  death  and  dying  were  the  explicit 
themes  involved  in  the  vignette.  Five-point 
scales  were  constructed  for  the  following 
variables:  (1)  cognitive  involvement — the 
degree  to  which  the  family  system  allowed 
human  death  to  be  discussed;  (2)  empathy 
to  loss — the  degree  to  which  a family  was 
able  to  project  itself  at  a feeling  level  into 
the  situation  in  the  vignette;  (3)  personali- 
zation— the  degree  to  which  the  family 
system  discussed  death,  or  the  threat  of 
death,  of  a member  of  the  nuclear  family 
or  extended  family;  (4)  task  efficiency — 
the  degree  to  which  the  family  discussed 
alternatives  and  agreed  on  an  ending;  and 
(5)  overall  coping — this  rating  scale 
asked  the  rater  for  his  impression  of  the 
overall  capacity  of  the  family  to  face  the 
death  of  the  oldest  child. 

Following  this  family  interactional  test- 
ing of  33  research  volunteer  families 
(none  of  which  contained  an  identified  psy- 
chiatric patient),  each  family  kept  a daily 
health  log  for  six  months.  A recorder, 
usually  the  mother,  noted  each  day  any 
physical  symptoms  of  any  member  of  the 
family.  The  recorder  described  the  symp- 
toms, the  degree  of  disability,  and  the 
duration  of  both  the  symptoms  and  disa- 
bility. On  those  days  when  no  member  of 


the  family  reported  any  symptoms,  the  re- 
porter was  asked  to  write  “all  well’'  in  the 
family  health  log. 

Thirty-one  families  maintained  daily 
health  records  for  the  six-month  period. 
The  daily  notations  were  detailed  and  re- 
vealed that  most  illnesses  reported  were 
minor— respiratory,  gastrointestinal,  and 
musculoskeletal.  There  were  only  three 
hospitalizations  totaling  18  days  of  disabil- 
ity for  the  entire  group.  There  were  184 
days  in  the  six-month  period  and  the  144 
individuals  had  a total  of  160  office  visits 
to  their  physicians,  and  averaged  only 
3.43  days  of  disability. 

The31  videotaped  segments  dealing 
with  the  death  or  dying  stimulus  were 
scored  independently  by  two  raters;  one 
had  participated  in  the  evolution  of  the 
scales  and  the  other  had  not.  These  two 
raters'  scores  for  the  five  scales  corre- 
lated at  significant  levels. 

The  families  were  ranked  according  to 
the  number  of  “all  well’’  days.  The  Person- 
alization Scale  correlated  significantly 
(r^  = .35,  p < .05)  with  the  rank  order 
of  family  physical  health. 

The  31  ten-minute  videotape  segments 
were  reviewed,  focusing  selectively  on  the 
personalization  process.  Family  re- 
sponses ranged  in  quality  from  giggling, 
artificial  references  to  taking  a dog  to  the 
veterinarian,  to  a terse  “he  got  well  and 
lived  happily  ever  after,’’  to  serious  ex- 
ploration of  how  members  of  that  particu- 
lar family  would  feel  and  act  if  specific 
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members  of  their  family  died.  In  20  of  the 
families,  one  family  member  introduced 
the  subject  of  death,  but  was  ignored  by 
the  family.  These  families  are  referred  to 
as  ‘‘death  mentioned.”  In  the  other  1 1 
families,  seven  discussed  death  in  highly 
personalized  terms;  that  is,  death  in 
terms  of  either  the  nuclear  or  extended 
family.  The  average  number  of  ‘‘all  well” 
days  for  those  20  families  in  which  death 
was  mentioned  but  not  discussed  was 
96.8.  Those  additional  four  families  in 
which  death  was  discussed,  but  in  imper- 
sonal and  abstract  terms,  the  average 
number  of  ‘‘all  well”  days  was  95.8.  How- 
ever, for  those  seven  families  who  dis- 
cussed death  in  a personalized  way,  the  av- 
erage number  of  ‘‘all  well”  days  was 
131.9.  This  difference  of  36  ‘‘all  well”  days 
is  significant  at  the  .025  level.*  Small  sam- 
ple means  are  difficult  to  evaluate;  how- 
ever, it  should  be  noted  that  only  one  fami- 
ly which  personalized  the  loss  vignette  fell 
below  the  overall  average.  The  median  of 
those  families  who  personalized  this  seg- 
ment was  137  well  days. 

We  found  no  significant  differences  in 
family  size  or  average  age  of  children. 

Also,  there  were  no  significant  differ- 
ences depending  upon  whether  the  parent 
or  child  introduced  the  subject  of  death. 
The  differences  between  the  groups  re- 
mained when  the  groups  of  families  were 


^Student’s  distribution  one-tailed  test,  t = 13.85. 


compared  after  dropping  out  data  about 
the  individual  member  in  each  family  who 
had  the  most  sick  days,  revealing  that  the 
rank  order  of  physical  health  of  a family 
by  ‘‘all  well”  days  was  not  dependent  on  the 
presence  of  the  least  well  member. 

There  were  no  differences  between 
the  groups  of  families  in  the  frequency  of 
recent  losses.  However,  losses  were  de- 
fined narrowly  as  the  loss  of  a significant 
other  by  death.  This  study  did  not  attend 
to  threatened  or  symbolic  losses. 

The  relationship  between  the  level  of 
family  psychological  health  and  family 
physical  health  is  unclear.  The  correlation 
(Spearmen  r = .32)  was  positive  but 
failed  to  reach  statistical  significance. 

The  limitations  of  this  preliminary 
study  need  underscoring.  Our  sample  was 
small  and  restricted.  All  the  families  were 
white,  middle-  and  upper-middle-class, 
Protestant  urbanites.  In  addition,  families 
with  severe  levels  of  psychological  dys- 
function were  excluded.  We  relied  upon  ill- 
ness reporting  rather  than  monitoring 
the  physical  health  of  the  families  directly. 
These  methodological  issues  need  to  be 
faced  in  a subsequent  predictive  study. 

The  results,  however,  confirm  the  ini- 
tial hypothesis:  There  does  appear  to  be 
something  about  the  way  a family  is  organ- 
ized that  may  influence  the  vulnerability  of 
the  family  members  to  illness.  This  adds 
weight  to  the  writings  of  those  clinicians 
and  investigators  who  have  suggested  that 
an  adequate  model  of  disease  must  attend 
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not  only  the  individual,  but  consider  also 
the  family  as  a possible  unit  of  illness.  The 
early  writings  have  been  augmented  re- 
cently by  the  theoretical  constructs  of 
Weakland'*^  and  Moss.-®  The  latter  has  de- 
scribed a comprehensive  theoretical  sys- 
tem which  includes  the  individual,  his  rele- 
vant communication  network,  the  quality 
of  his  integration  with  that  network,  and 
the  natural  history  of  the  network  as  a so- 
cial organism.  Moss  terms  this  dynamic, 
multilevel  interaction  “biosocial  resona- 
tion.’’ 

This  preliminary  study  adds  weight  also 
to  the  work  of  previous  investigators  who 
have  found  correlations  between  illness 
rates  in  individuals  and  having  experi- 
enced significant  losses.  Losses,  and  par- 
ticularly those  which  are  not  adequately 
mourned,  may  play  a role  in  the  etiology  of 
a wide  variety  of  psychological  and  physi- 
cal disturbances.  It  istemptingto  consid- 
er the  individual  or  the  family  response  to 
loss  as  the  ultimate  test  of  adaptive  capa- 
bility. Becker,®  however,  would  say  “not 
quite.”  The  ultimate  test  of  adaptive  capa- 
bility, in  his  terms,  is  the  ability  to  face  the 
central  existential  despair  which  springs 
from  facing  the  prospect  of  one’s  own 
death.  It  appears  to  us  that  to  grow  up  in 
some  families  may  give  one  the  advantage 
of  learning  to  deal  with  death  openly  and 
personally.  Our  research  suggests  that 
such  families  experience  less  physical  ill- 
ness. The  novelist  DurrelL  has  said  that 
man  needs  his  illnesses  to  shield  him  from 
reality.  It  may  be  that  those  families  that 
face  the  reality  of  death  do,  indeed,  “need” 
fewer  illnesses. 
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Acute  organic  brain  syndromes: 
Clinicai  considerations 

R.  A.  DeVaul,  MD 


Few  serious  medical  syndromes  are  as  com- 
mon as  the  organic  brain  syndromes,  yet 
few  physicians,  regardless  of  specialty, 
recognize  any  but  the  most  extreme 
cases. Even  these  patients  are  often  la- 
belled “uncooperative”  or  “schizophren- 
ic” and  are  treated  with  inappropriate 
medications  to  control  their  behavior.  While 
appropriate  treatment  generally  leads  to 
complete  recovery,  failure  to  recognize  this 
syndrome  leads  to  a high  risk  of  permanent 
brain  damage  ordeath.'  This  article  is  a 
clinical  review  of  selected  literature  and  of 
my  experience  as  chief  of  psychosomatic 
liaison  service.  The  University  of  Texas 
Medical  School  at  Houston. 

Definition  of  Terms 

“Organic  brain  syndrome”  refers  to  a syn- 
drome of  global  cognitive  impairment 
caused  by  diffuse  impairment  of  brain  tis- 
sue. “Acute”  refers  to  brain  syndromes 
that  are  potentially  reversible  and  reflect 
toxic  or  physiologic  brain  cell  insult  that 
has  not  progressed  to  permanent  dysfunc- 
tion or  cell  death. ^ The  primary  symptoms 
of  this  syndrome  are  disorientation,  im- 
paired recent  memory,  inability  to  register 
or  learn  new  information,  and  reduced  in- 
tellectual function  and  judgment.  These 
symptoms  occur  simultaneously,  charac- 
teristically fluctuate  in  intensity  overtime, 
and  often  alternate  with  lucid  intervals. 
Secondary  symptoms  resulting  from  pro- 
gressive brain  dysfunction  include  inco- 
herent speech,  suspiciousness,  delusions, 
auditory  and  visual  hallucinations,  emo- 
tional lability,  and  restlessness.  The  con- 
tent of  the  secondary  symptoms  are  deter- 
mined by  the  patient’s  personality,  previ- 
ous experiences,  and  current  environmen- 
tal stimuli. 3 Diagnosis  of  brain  syndrome 


is  dependent  on  clinical  evidence  of  the 
primary  symptoms,  with  or  without  the 
more  dramatic  and  troublesome  secondary 
symptoms. 

Etiologies 

The  etiologies  of  acute  brain  syndrome  are 
myriad  and  include  any  biochemical,  phy- 
siological, or  structural  insult  that  signifi- 
cantly interferes  with  cerebral  function.  An 
exhaustive  list  of  these  conditions  is  be- 
yond the  scope  of  this  article,  but  the  more 
common  organic  conditions  are  drug  mis- 
use, drug  withdrawal,  uremia,  hepatic  en- 
cephalopathy, infections,  head  trauma, 
vitamin  deficiency,  and  cerebral  vascular 
disease.®  Frequently  multiple  factors  are 
involved.  For  example,  a patient  may  be 
generally  debilitated  from  chronic  illness, 
anoxic  from  compromised  pulmonary  func- 
tion, and  overmedicated.  All  of  these  sum- 
mate  as  an  organic  brain  syndrome. 

Prompt  recognition  and  treatment  is  im- 
perative to  avoid  irreversible  damage  to  the 
cerebrum.  Predisposed,  high-risk  groups 
of  patients  include  those  addicted  to  al- 
cohol or  drugs,  those  with  previous  cere- 
bral damage,  those  under  considerable 
interpersonal  stress,  and  particularly  in- 
dividuals 60  years  old  or  older. ® The  vul- 
nerability of  the  elderly  group  cannot  be 
overstressed.  They  are  frequently  in  mar- 
ginal general  health  and  nutrition  and  may 
have  borderline  senile  cerebral  changes.  A 
brain  syndrome  may  be  precipitated  by  the 
stress  of  hospitalization  alone,  and  more 
often  by  “routine”  hospital  medications. 
Iatrogenic  brain  syndrome  from  the  mul- 
tiple medications  usually  prescribed  during 
inpatient  services  is  not  uncommon.  This 
is  aggravated  by  the  practice  of  a list  of 
standard  orders  for  patients  during 
hospitalization. 
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Incidence 

The  incidence  of  acute  brain  syndrome  in  a 
general  hospital  population  is  unknown. 
Reports  as  high  as  40%  have  been  found 
in  first  admissions  in  patients  over  60 
years  old  in  psychiatric  hospitals.®  The 
statistics  from  psychiatric  consultations 
from  medical  and  surgical  services  esti- 
mate thatfrom  10%  to  15%  of  referrals 
are  cases  of  unrecognized  acute  brain  syn- 
dromes. This  is  a skewed  sample,  as  a psy- 
chiatrist is  usually  not  called  until  the  pa- 
tient’s behavior  is  disturbed  enough  to  ini- 
tiate referral.  At  The  University  of  Texas, 
acute  brain  syndromes  account  for  approx- 
imately 10%  of  our  referrals  and  the 
majority  of  the  urgent  consultations.  In 
more  than  half  of  these  cases,  inappropri- 
ate medications  have  been  the  precipitat- 
ing factor. 

Clinical  Presentations 

Two  brief  case  vignettes  highlight  some  of 
the  salient  features  of  the  clinical  presen- 
tation: 

A 70-year-old  woman  was  transferred 
from  her  nursing  hometothe  medical  serv- 
ice at  the  Hermann  Hospital  for  symptoms 
of  urinary  tract  infection.  The  patient  was 
taking  multiple  medications,  including  200 
mg  of  chlorpromazine  (Thorazine)  a day. 
Psychiatric  consultation  was  sought  be- 
cause the  patient  was  disturbingthe  rest 
of  the  ward.  She  was  disoriented  to  time 
and  place,  had  fluctuating  levels  of  aware- 
ness, and  attempted  to  make  the  unfamiliar 
hospital  surroundings  into  familiar  ones 
with  delusional  thinking.  She  talked  about 
having  seen  me  before,  said  thatthe  hos- 
pital was  her  home,  and  mis-identified  her 
doctors  as  being  relatives.  The  house  staff 
and  the  nursing  staff  were  convinced  that 
the  patient  was  schizophrenic  and  were  not 


willing  to  decrease  her  medication.  She 
was  transferred  to  the  Psychiatric  Service 
and  ten  days  after  discontinuation  of  all 
medication,  she  was  alert,  oriented,  and 
felt  betterthan  she  had  in  years.  She  left 
the  hospital  to  live  with  her  sister  instead 
of  returning  to  the  nursing  home. 

A 75-year-old  man  who  had  been  in  good 
health  all  his  life  was  hospitalized  for  pro- 
static infection.  During  hospitalization  his 
speech  was  incoherent,  he  was  extremely 
restless,  and  he  was  convinced  that  the 
medical  staff  was  trying  to  poison  him.  He 
was  discharged  to  his  family  in  this  condi- 
tion with  the  statement  that  “there  isn’t 
anythingelse  we  can  do.’’  The  patient  was 
discharged  with  prescription  for  a moder- 
ate dose  of  antidepressant  and  sleeping 
medication.  His  condition  was  unchanged 
four  weeks  later  when  he  was  referred  to 
our  psychiatric  unit.  Upon  admission,  he 
was  hyperactive,  incoherent,  hallucinating, 
and  disoriented  to  time  and  place.  He  had 
recentand  mid-memory deficitand  his 
level  of  awareness  fluctuated.  He  reported 
thatthe  hospital  and  staff  were  familiar  to 
him.  The  patient  was  taken  off  all  medica- 
tions and  completely  recovered  in  two 
weeks.  Serial  electroencephalograms  dem- 
onstrated marked  dominant  activity  slow- 
ing initially,  with  slow  resolution  to  normal 
range  as  his  cognitive  impairment 
resolved. 

Discussion 

Two  distinct  stages  of  acute  brain  syn- 
drome are  usually  recognizable.  The  first 
involves  only  the  primary  symptoms  and 
frequently  is  not  recognized  by  the  medical 
staff.  When  questioned,  the  patient  is 
usually  not  oriented  to  time  or,  often,  to 
place  and  attempts  to  deal  with  his  disor- 
ientation by  making  his  surroundings  fami- 
liar. He  may  remark,  “Haven’t  I seen  you 
before,  doctor?’’  or  interpret  procedures  or 
interactions  in  terms  of  something  that 
happened  in  his  past.  This  is  in  contrast  to 
the  rare  delusional  disorientation  of  the 
acute  schizophrenic  patient  who  attempts 
to  explain  his  environment  in  a bizarre  and 
disjointed  way.®  Such  a patient  once  re- 
marked, “I  am  Zeus,  and  this  is  the  King- 
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dom  Abdal;  all  unbelievers  will  die.”  An 
important  characteristic  of  the  organic  pa- 
tient is  his  evasiveness  or  attempts  to  con- 
ceal (even  from  himself)  his  intellectual 
deficits.  Physicians  are  often  embarrassed 
to  pursue  intellectual  function  test  ques- 
tions, particularly  if  the  patient  replies  ‘‘of 
course  I know  the  date.”  With  gentle  per- 
sistence the  patient  will  usually  demon- 
strate disorientation  to  time  and  often  to 
place,  and  cannot  repeat  three  unrelated 
items  such  as  ‘‘green,  canary,  1921”  after 
a three-  to  five-minute  interval.  The  pa- 
tient has  difficulty  in  concentrating  and 
often  has  difficulty  with  simple  subtrac- 
tion. He  often  cannot  pursue  any  topic  with- 
out ‘‘drifting  off.”  The  nurses  usually  re- 
port that  the  patient  seems  to  be  ‘‘with  it” 
attimes,  and  at  othertimes  seems  ‘‘con- 
fused.” They  may  report  that  the  patient  is 
worse  in  the  evenings,  a time  when  sensory 
cues  are  decreased.  The  patient  is  not  a be- 
havioral problem  during  this  stage  of 
clouded  consciousness,  and  may  be  ex- 
tremely passive.  The  next  stage,  usually 
referred  to  as  delirium  if  recognized,  is 
characterized  by  incoherence,  delusions, 
hallucinations,  emotional  lability,  and  hy- 
peractivity. The  patient  is  seen  as  uncoop- 
erative, dull,  belligerent,  or  psychotic. 
Pressure  is  put  on  the  doctor  to  control  the 
patient’s  behavior  and  large  doses  of 
phenothiazines  or  sedatives  arefrequently 
administered.  This  often  aggravates  the 
patient’s  condition.  Atthis  point,  the  pa- 
tient is  labelled  “crazy,”  and  is  considered 
to  be  unmanageable  in  the  medical  model. 
This  may  lead  to  an  urgent  request  to  have 
the  patient  transferred  to  the  psychiatric 
unit.  A differential  diagnosis  between  or- 
ganic brain  syndrome  and  functional  psy- 
choses “schizophrenia  and  manic  depres- 
sive illness”  is  a simple  one.  Functional 
psychosis  is  characterized  by  a clear  sen- 
sorium,  ie,  where  orientation  and  memory 
are  preserved,  and  is  only  made  in  the  ab- 
sence of  evidence  of  any  brain  dysfunction. 
While  the  secondary  symptoms  of  organic 
brain  syndrome  can  simulate  any  category 
of  functional  psychiatric  illness,  this  syn- 
drome can  be  readily  identified  by  recogni- 
tion of  the  primary  symptoms.  An  addition- 
al aid  to  differential  diagnosis  isthe  EEG. 


This  examination  almost  always  shows  a 
change  in  the  dominant  activity  that  paral- 
lels the  degree  of  cognitive  impairment. 
This  is  a relative  slowing,  however,  and 
may  only  reduce  a fast  normal  alpha 
rhythm  to  a slow  normal  one,  and  several 
EEGs  may  be  necessary  to  documentthese 
changes.^ 

Early  recognition  of  this  condition  is  im- 
portant to  prevent  the  irreversible  damage 
to  the  brain,  and  this  can  usually  be  accom- 
plished by  an  awareness  of  the  frequency 
of  this  disorder,  simple  inquiry  into  the 
patient’s  orientation  and  recent  memory, 
and  encouragingthe  nurses  to  lookforthe 
early  primary  symptoms  of  the  problem. 

Management 

The  hallmark  of  good  management  is  early 
recognition  and  determination  of  the  often 
multiple  causes  of  cerebral  impairment. 
Particularly,  attention  should  be  paid  tothe 
patient’s  hydration,  general  nutrition,  elec- 
trolyte balance,  and  causes  of  cerebral 
anoxia.  All  drugs  not  absolutely  necessary 
should  be  discontinued.  Exacerbation  of 
the  primary  symptoms  and  particularly  the 
secondary  symptoms  of  delusions,  para- 
noia, and  incoherence  are  related  to  de- 
crease in  sensory  clues  and  an  unfamiliar 
environment.  These  symptoms  arefre- 
quently worse  at  night  (sundown  syn- 
drome) and  are  aggravated  by  the  change 
in  nursing  shifts  and  multiple  physicians 
involved  in  patient  care.  It  is  often  helpful 
to  have  a relative  stay  with  the  patient  to 
reorient  and  reassure  him.  This  can  be  best 
accomplished  duringthe  lucid  intervals 
that  punctuate  the  periods  of  cloudy  con- 
sciousness. It  is  important  to  explain  the 
organic  etiology  of  the  condition  tothe 
nursing  staff  so  that  they  don’t  feel  “de- 
skilled” by  “not  knowing  howtodeal  with 
a crazy  patient.”  When  properly  informed. 
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the  nursing  staff  manages  these  patients 
very  well.  The  patient  should  be  placed 
close  to  the  nurses  station  for  easy  ob- 
servation. It  is  helpful  to  keep  lights  on  and 
to  use  the  radio  or  TV  to  help  orient  the  pa- 
tient. Medication  should  not  be  used  un- 
less absolutely  necessary.  Small  doses  of 
thioridazine  (Mellaril,  25  mgqhs),  triflu- 
operazine (Stelazine,  2 mg  three  times  a 
day)  or  sedating  doses  of  a hypnotic  like 
chloral  hydrate  may  be  employed.  Re- 
straints are  to  be  avoided,  but  at  times  are 
required. 3 While  some  psychiatrists  are  un- 
familiar with  this  syndrome, psychiatric 
consultation  by  a liaison  physician,  if  avail- 
able, may  be  helpful  because  of  their  ex- 
perience with  this  syndrome. 

Summary 

Clinical  considerations  of  acute  brain  syn- 
drome are  reviewed  with  particular  refer- 
ence to  the  relative  frequency,  lack  of  rec- 
ognition by  medical  personnel,  uniformity 
of  primary  symptoms,  and  importance  of 
early  recognition  and  treatment  to  avoid 
permanent  and  serious  complications  are 
stressed. 
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Maintenance  of 
a functional  eardrum 
in  tympanoplasty  procedures 


Michael  E.  Glasscock,  III,  MD 

The  goal  of  any  tympanoplasty  procedure 
should  be  to  return  the  tympanic  mem- 
brane and  ossicular  chain  to  a near  nor- 
mal configuration.  In  doing  so  the  func- 
tional results  should  improve. 

Some  of  the  normal  anatomy  and  func- 
tion of  the  tympanic  membrane  and  ossi- 
cular chain,  as  well  as  principles  of 
drumhead  grafting,  are  discussed,  and 
the  two  most  popular  methods  of  grafting 
are  described.  Problems  associated  with 
both  techniques  are  reviewed  as  well.  The 
best  methods  of  maintaining  a functional 
tympanic  membrane  are  discussed  in  de- 
tail. 

Thetransfer  mechanism  of  the  middle  ear 
(tympanic  membrane  and  ossicular 
chain)  is  frequently  damaged  in  chronic 
ear  disease.  Since  the  early  days  of  tym- 
panoplasty there  has  been  a gradual  evo- 
lution of  technique  and  functional  results 
have  improved. 

This  article  reviews  some  of  these 
events  and  discusses  briefly  the  best 
methods  for  obtaining  a functioning  tym- 
panic membrane  graft. 

A thorough  discussion  of  the  anatomy  and 
physiology  of  the  tympanic  membrane 
is  not  within  the  scope  of  this  article.  For 
a fascinating  explanation  of  this  subject, 
the  reader  is  referred  to  the  early  publi- 
cations of  Georg  von  Bekesy.^  A brief  re- 
view of  this  information  is  presented  as  a 
basis  for  the  the  rationale  of  tympanic 
membrane  repair. 

The  normal  eardrum  is  a conical,  thin 
membrane  separatingthe  tympanic  cavity 
from  the  medial  end  of  the  external  audi- 
tory canal.  The  entire  three-layer  thick- 
ness of  this  structure  is  0.1  mm.  Its  outer 
skin  layer  has  no  rete  pegs  (an  important 
factor  for  overlay  grafting  techniques): 
the  middle  elastic  portion  consists  of  cir- 


cumferential and  radiating  fibers;  and  the 
inner  surface  is  covered  with  mucous 
membrane.  The  handle  of  the  malleus  is 
incorporated  in  this  pars  tensa  and  the 
umbo  area  corresponds  to  the  deepest 
part  of  the  cone.  The  surface  area  of  the 
tympanic  membrane  is  approximately  85 
mm-  but  the  effective  vibrating  surface  is 
closer  to  55  mm-. 

The  purpose  of  the  tympanic  mem- 
brane is  twofold.  First,  it  acts  as  a barrier 
to  foreign  substances  for  protection  of 
the  tympanic  cavity.  Secondly,  coupled 
with  the  ossicular  chain,  it  is  responsible 
for  transferring  acoustical  energy  from 
the  air  of  the  ear  canal  to  the  fluids  of  the 
cochlea.  The  membrane  responds  to  a 
wide  variety  of  sound  intensities.  A 1,000 
FIz  tone  (at  threshold)  presented  to  the 
ear  results  in  a displacement  amplitude  of 
10  cm  while  a low-frequency  tone  at  the 
threshold  of  feeling  is  about  10  - cm. 
These  low  frequency  vibrations  of  the  tym- 
panic membrane  can  be  seen  with  the  aid 
of  the  operating  microscope.  The  drum 
displacements  are  determined  more  by 
the  elasticity  of  the  volume  of  air  in  the 
middle  ear  than  the  elastic  properties  of 
the  drum  itself. 

The  manner  in  which  the  drum  vibrates 
is  quite  fascinating.  At  2,000  Hz  the  nor- 
mal tympanic  membrane  moves  like  a 
solid  plate  pivoted  on  an  axis  with  its 
greatest  amplitude  at  the  lower  edge  (Fig 
1).  In  Fig  1,  the  closed  curves  depict  con- 
tours of  equal  amplitudes  of  displacement 
on  a relative  scale  so  that  the  smallest 
through  the  largest  would  be  represented 
as  15,  10,  5,  and  1.  Therefore,  the  lower 
part  of  the  drum  would  vibrate  15  times 
more  than  the  upper  part.  The  greater 
mobility  of  the  drum  at  this  point  is  due  to 
a natural  fold  just  above  the  lower  fibrous 
annulus  (Fig  2). 

The  sound  waves  striking  the  drum  in 
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the  form  of  air  molecules  must  be  ampli- 
fied in  order  to  overcome  the  high  imped- 
ance of  the  cochlearfluids.  The  tympanic 
membrane  and  ossicles  accomplish  this 
by  a combined  hydraulic  and  lever  effect. 
The  surface  area  of  the  stapes  footplate  is 
3.2  mm-,  therefore  sound  pressure  ex- 
erted on  the  eardrum  (55  mm-)  is  trans- 
ferred in  a ratio  of  17:1.  There  is  added  to 
this  a slight  mechanical  advantage  of  1.3:1 
due  to  the  lever  effect  of  the  ossicular 
chain.  Therefore,  the  pressure  at  the 
footplate  would  be  22  times  as  great  as 
that  exerted  on  the  tympanic  membrane. 

Principles  of  Tympanic  Membrane  Repair 

Loss  of  part  or  all  of  the  tympanic  mem- 
brane as  a result  of  chronic  ear  disease 
severely  disrupts  the  transfer  mechan- 
ism of  the  middle  ear.  Most  central  per- 

7.  At  2,000  Hz  the  normal  tympanic  membrane 
moves  like  a solid  plate  pivoted  on  an  axis  with  its 
greatest  amplitude  at  the  lower  edge,  (after  Bekesy) 


forations,  for  instance,  occur  in  the  lower 
part  of  the  eardrum  where  the  greatest 
amount  of  vibration  takes  place. 

In  tympanic  membrane  repair  and 
ossicular  reconstruction  it  is  important 
that  the  normal  function  of  the  drum  and 
ossicular  chain  be  thoroughly  under- 

2.  The  greater  mobility  of  the  tympanic  membrane 
in  its  lower  segment  is  due  to  a natural  fold  just 
above  the  inferior  fibrous  annulus,  (after  Bekesy) 
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stood.  Grafting  techniques  should  pro- 
duce a new  membrane  that  will  corre- 
spond to  the  original  as  closely  as  possi- 
ble. This  means  that  the  surface  area 
must  be  similar  and  that  the  vibrating 
qualities  ought  to  correlate  well  with  the 
original  drum. 

To  obtain  maximum  benefit,  a malleus 
handle  should  be  incorporated  in  the  tym- 
panic membrane.  Ossicular  repair  would 
be  most  successful  if  it  could  simulate  the 
normal  chain. 

Tympanoplasty  procedures  which  can 
meet  the  majority  of  these  requirements 
should  be  employed. 

Grafting  Techniques 

While  there  are  a myriad  of  different 
grafting  procedures  available  to  the  oto- 
logic surgeon,  there  are  two  basic  tech- 
niques that  seem  most  popular.  These  are 
the  overlay  and  the  undersurface  meth- 
ods of  tympanic  membrane  repair.  At  the 
present  time  both  utilize  fascia  as  a graft- 
ing material.  Earlier,  canal  skin  was  em- 
ployed in  overlay  procedures  and  vein  was 
the  primary  material  used  in  undersur- 
face techniques.  The  undersurface  proce- 
dure lends  itself  well  to  any  connective 
tissue  graft. 

Of  the  two,  the  overlay  procedure  prob- 
ably enjoys  the  greater  acceptance.  As  de- 
scribed by  Sheehy,-  the  canal  skin  is  re- 
moved and  the  bony  canal  is  enlarged.  The 
outer  layer  of  the  drum  is  removed  and 
the  fascia  graft  is  placed  over  the  rem- 
nant. In  cases  with  total  loss  of  the  drum, 
the  graft  is  put  under  the  handle  of  the 
malleus.  The  fascia  is  brought  up  the 
anterior  canal  wall  slightly  and  the  skin  is 
returned  to  its  original  position.  The  ear 
canal  is  packed  with  Gelfoam. 


In  the  undersurface  procedure,  the 
edges  of  the  perforation  are  separated  to 
form  a raw  surface  and  the  fascia  graft  is 
placed  underthe  drum  remnant.  Should 
the  total  tympanic  membrane  be  missing, 
the  annulus  is  treated  in  a similar  manner 
and  the  graft  placed  under  this  structure. 
The  canal  skin  is  not  removed  and  the  an- 
terior sulcus  is  not  disturbed.  Gelfoam  is 
placed  in  the  middle  ear  to  support  the 
graft.  The  fascia  is  usually  placed  under 
the  manubrium  of  the  malleus.  This  pro- 
cedure may  be  performed  through  the 
ear  canaP  orthrough  a postauricular  ap- 
proach.'* At  the  end  of  the  procedure,  the 
canal  is  usually  packed  with  Gelfoam  or  it 
may  be  filled  with  Neosporin  ointment. 

With  the  overlay  technique,  healing  usu- 
ally occurs  within  fourto  six  weeks.  The 
undersurface  grafts  are  well  epithelial- 
ized  at  one  to  three  weeks. 

Problems 

No  surgical  procedure  is  without  its  prob- 
lems. There  are  certain  difficulties  in- 
herent in  almost  any  operative  technique. 

The  Overlay  Technique 

The  primary  difficulties  encountered  with 
the  overlay  procedure  have  to  do  with  the 
quality  of  the  resultingtympanic  mem- 
brane. Blunting  of  the  anterior  sulcus  is 
the  most  constant  and  bothersome  compli- 
cation of  this  technique.  Should  this  be 
minimal  and  limited  to  a small  area,  it  will 
not  interfere  with  the  vibrating  qualities 
of  the  new  drum.  If,  however,  it  is  exces- 
sive, as  in  Fig  3,  the  malleus  handle  may 
be  fixed,  resulting  in  a reduced  hearing 
level.  Even  if  the  malleus  handle  is  not  pre- 
sent, the  blunting,  if  severe  enough,  re- 
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duces  the  vibrating  surface  of  the  new 
tympanic  membrane.  Another  problem  with 
the  missing  malleus  handle  is  lateralization 
of  the  graft.  This  interferes  with  ossicular 
reconstruction  as  the  distance  between  the 
tympanic  membrane  and  stapes  (footplate 
or  superstructure)  is  greatly  increased. 

The  incidence  of  delayed  healing  and 
graft  cholesteatoma  is  higher  in  the  over- 
lay procedure  as  compared  to  the  under- 
surface technique. 

The  Undersurface  Procedure 

The  difficulties  associated  with  this  proce- 
dure have  more  to  do  with  technical  re- 
finements than  with  poor  healing.  T rans- 
canal  undersurface  grafting  can  be  quite 
difficult  in  a small,  tortuous  canal.  If  the 
graft  is  not  carefully  placed  beneath  the 


drum  remnant  or  annulus,  a marginal 
perforation  will  occur.  A common  site  of 
postoperative  graft  failure  is  in  the  an- 
terior segment  of  the  drum.  This  usually 
occurs  because  the  anterior  portion  of 
the  middle  ear  was  not  packed  properly 
with  Gelfoam.  One  method  of  preventing 
this  complication  is  to  pack  the  eustachian 
tube  carefully  so  that  the  Gelfoam  in  this 
area  will  not  slip  into  the  tube  and  allow 
the  graft  to  fall  away.  Since  the  canal  skin 
is  not  disturbed,  epithelialization  is  more 
rapid  and  there  is  no  anterior  blunting.  In 
more  than  480  primary  cases  grafted  be- 
tween April  1971  and  December  1974, 
there  have  been  no  anterior  sulcus  blunt- 
ing problems.  In  the  face  of  a missing  mal- 
leus handle,  there  has  been  no  graft  later- 
alization. Healing  has  uniformly  occurred 
within  a three-week  period.  There  have 


3.  Severe  blunting  in  the  anterior  sulcus  fixes  the 
malleus  handle  and  reduces  the  vibrating  surface  of 
the  new  eardrum. 


4.  This  normal  configuration  of  the  tympanic 
membrane  can  be  more  readily  obtained  postoper- 
atively  if  an  undersurface  grafting  technique  is 
employed. 
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been  no  pearl  formations  in  the  postoper- 
ative tympanic  membranes. 

Discussion 

During  the  past  20  years  the  results  of 
tympanoplasty  have  greatly  improved.  It 
is  important  to  understand  how  these 
events  came  about  and  why  certain  tech- 
niques have  been  abandoned  or  retained. 
The  goal  of  tympanoplasty  is  to  return  a 
diseased  ear  to  a healthy,  functioning 
state.  The  resulting  drum  should  look  and 
act  as  much  like  the  original  as  possible 
and  the  ossicular  repair  should  simulate 
the  mechanism  of  the  chain  as  much  as 
possible. 

The  early  tympanoplasty  procedures 
employed  full  and  split  thickness  skin 
grafts  over  a denuded  drum  remnant.®  ® 
There  were  numerous  problems  with 
these  as  the  take  rate  was  poor  and  post- 
operative drum  cholesteatomas  were  com- 
mon. Later,  canal  skin  was  used  by  House" 
and  Plester.®This  improved  the  results  con- 
siderably, but  these  grafts  still  had  to  be 
used  as  overlays.  In  the  early  1960s, 
vein®’^®  was  used  as  grafting  material.  It 
had  the  advantage  of  being  connective  tis- 
sue and  forthe  first  time  could  be  placed 
beneath  the  drum  remnant.  Fascia^  as 
grafting  material  was  introduced  into  the 
United  States  at  about  the  same  time.  This 
tissue  has  continued  to  be  used  in  both  the 
overlay-  and  undersurface®  techniques. 

In  the  late  1960s,  homograft  tympanic 
membranes^^-^®  were  introduced  in  hopes 
of  improvingthe  functional  results.  Take 
rate  was  poor  at  first  but  has  improved 
with  time. 

As  grafting  techniques  have  evolved  in 
the  past  20  years,  so  has  the  approach  to 
ossicular  chain  repair.  The  early  use  of 
plastic  and  wire  prosthetics  has  given  way 


to  autogenous^^  and  homograft^  ossicles 
and  cartilage.^®  Newer  methods  of  incus 
interpositioning^®’®®  have  increased  hear- 
ing results  considerably. 

The  need  for  ossicular  repair  was 
brought  about  in  large  part  by  the  trend 
toward  retainingthe  posterior  canal  wall. 
The  early  classification  of  tympanoplasty 
by  Wullstein®  depended  upon  a narrow 
middle  ear  cleft  as  one  would  expect  with 
a modified  radical  mastoidectomy.  Main- 
tenance of  the  canal  wall  has  required  a 
method  of  connecting  the  new  tympanic 
membrane  to  the  superstructure  or  foot- 
plate of  the  stapes. 

Anterior  blunting  (Fig  3)  remains  the 
major  problem  with  the  overlay  proce- 
dure for  most  surgeons.  It  would  appear 
that  the  tympanic  membrane  can  be  graft- 
ed and  retain  its  functional  shape  (Fig  4) 
more  readily  with  the  oversurface 
approach. 

The  graft  will  not  lateralize  if  the  fascia 
is  placed  under  the  annulus.  If  there  is  no 
malleus  handle  present,  however,  the  re- 
sulting drum  will  be  flat  and  a poor  an- 
chor for  a prosthesis  in  ossicular  recon- 
struction. One  way  to  solve  this  problem  is 
to  place  a homograft  malleus  with  part  of 
its  fibrous  layer  into  the  middle  ear.  The 
malleus  head  can  be  fixed  in  the  attic  with 
bone  chips  and  the  graft  placed  under  the 
manubrium,  which  has  been  angled 
toward  the  promontory  in  its  normal  posi- 
tion. The  resulting  drum  will  have  a simi- 
lar appearance  to  the  normal  conical  tym- 
panic membrane.  It  will  not  have  the  exact 
vibrating  qualities  of  the  original,  how- 
ever, because  it  will  not  contain  the  nor- 
mal fold  at  its  lower  edge.  At  a second 
stage  procedure,  the  malleus  head  is  am- 
putated and  removed  from  the  attic.  The 
ossicular  chain  is  reconstructed  using  the 
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new  malleus  handle  to  stabilize  the  pros- 
thesis. 

The  future  for  tympanoplasty  is  bright. 
There  are  many  refinements  in  technique 
being  developed  each  year.  Tissue  glues 
and  homograft  ossicles  may  someday 
allow  the  otologic  surgeon  to  completely 
replace  the  ossicular  chain  with  good 
functional  success.  At  the  present  time,  it 
would  appear  that  the  more  normal  ap- 
pearing and  functioning  grafts  are  ob- 
tained with  the  undersurface  fascia  pro- 
cedure. New  grafting  techniques  and  ma- 
terials will  become  available  in  the  years 
to  come. 

While  the  state  of  the  art  has  greatly  im- 
proved as  compared  to  the  early  work  of 
Zollner  and  Wullstein,  there  is  much  yet  to 
be  done  in  perfecting  a functional  tym- 
panoplasty procedure.  It  would  be  a mis- 
take to  assume  that  current  tympano- 
plasty results  are  the  best  that  can  be 
achieved.  Otologic  surgeons  must  con- 
tinue to  improve  their  techniques  and  re- 
view their  results  critically. 

Summary 

Loss  of  the  tympanic  membrane  due  to 
chronic  ear  disease  interferes  with  the 
normal  transmission  of  sound  to  the 
cochlear  fluids.  Functional  repair  of  the 
eardrum  is  required  to  better  simulate 
this  transfer  mechanism. 
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Technetium  stannous 
pyrophosphate  myocardial 
scintigraphy  for  diagnosing  and 
localizing  acute  myocardial  infarcts 


Physicians  have  depended  on  serial  elec- 
trocardiograms, certain  serum  enzyme 
alterations,  and  a specific  clinical  history 
to  make  a diagnosis  of  acute  myocardial 
infarction  in  patients  in  the  past.  However, 
identifying  subendocardial  myocardial  in- 
farction from  the  electrocardiogram  alone 
is  difficult  if  not  impossible.  In  addition,  in 
patients  with  left  bundle  branch  block  and 
in  some  with  a previous  myocardial  infarc- 
tion, recognizing  a new  myocardial  infarc- 
tion from  the  ECG  is  also  very  difficult. 
Some  other  patients  have  either  a rapid  or 
a delayed  evolution  of  their  ECG  after  in- 
farction, again  making  its  recognition  trou- 
blesome. Elevations  of  most  cardiac  en- 
zymes are  nonspecific  indications  of  myo- 
cardial infarction,  and  might  also  result 
from  hemolysis,  congestive  heart  failure, 
brain  or  pulmonary  damage,  intramuscular 
injections,  or  other  causes.  Therefore,  the 
development  of  new,  relatively  noninva- 
sive  diagnostic  techniques  that  might  help 
to  establish  the  presence  of  acute  myo- 
cardial infarction  with  additional  certainty, 
as  well  as  identify  its  exact  location  and 
perhaps  even  its  size,  would  be  most  wel- 
come. 

Recently  we  have  described  the  ability 
of  technetium  stannous  pyrophosphate 
(99mTc-PYP)  myocardial  scintigraphy  to 
directly  identify  the  presence  and  exact 
location  of  acute  myocardial  infarction  in 
patients. Certain  other  myocardial  scin- 
tigraphic techniques  were  described  be- 
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fore  our  recent  myocardial  imaging  studies 
with  technetium  stannous  pyrophosphate. 
Agents  utilized  in  the  past  for  myocardial 
imaging  have  included  technetium-99“ 
tetracycline,  potassium-43,  glucohepto- 
nate,  gallium-67,  cesium-29,  and  long- 
chain  fatty  acids.®  i9  However,  the  relative- 
ly high  cost  of  some  of  these  agents,  the 
fact  that  some  have  less  than  an  ideal  ab- 
normal-normal myocardial  tissue  ratio, 
that  some  identify  normal  myocardium 
leaving  abnormal  myocardium  as  a void, 
that  some  concentrate  heavily  in  the  liver 
making  the  identification  of  acute  inferior 
myocardial  infarction  difficult,  and  that 
some  require  intracoronary  injections  have 
limited  theirclinical  usefulness. 

Additionally,  in  the  case  of  tetracycline, 
the  myocardial  images  are  not  positive  un- 
til 24  hours  after  infarction,  and  an  addi- 
tional 24  hours  afterthe  injection  of 
99mTc-tetracycline  is  necessary  for  optimal 
imaging  concentration  in  the  infarct.  ^^“Tc- 
PYP  appears  to  be  an  ideal  agent  for  the 
performance  of  myocardial  scintigrams 
and  to  have  certain  advantages  over  some 
of  the  radionuclidesthat  were  used  in  the 
past  for  myocardial  imaging.  It  is  given  in- 
travenously, which  is  a major  advantage 
over  any  other  radionuclide  that  requires 
intracoronary  injection  for  myocardial 
imaging.  It  also  appears  to  be  safe,  is  rela- 
tively inexpensive,  and  it  has  a relatively 
short  half  life  of  approximately  six  hours, 
thereby  allowing  scintigrams  to  be  repeat- 
ed daily  if  necessary.  In  addition,  the 
99mTc-PYP  identifies  the  exact  area  of  dam- 
age in  the  heart  and  the  scintigrams  are 
positive  within  12  hours  after  myocardial 
infarction.  Finally,  extensive  experience 
utilizing  99niTc-PYP  to  identify  myocardial 
infarction  in  patients  has  recently  been 
obtained  at  cur  institution. 

This  article  emphasizes  several  factors 
important  for  the  optimal  utilization  of  this 
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myocardial  imaging  technique.  Our  state- 
ments are  based  on  myocardial  imaging 
studies  that  have  been  done  utilizing  99“Tc- 
PYPto  perform  myocardial  scintigrams  in 
more  than  300  patients  admitted  to  our 
Coronary  Care  Unit  with  chest  pain  of  vary- 
ing etiology  during  16  months. 

There  appears  to  be  no  question  that 
almost  every  patient  with  an  acute  trans- 
mural myocardial  infarct  admitted  to  Park- 
land Memorial  Hospital  in  Dallas  has  a 
positive  ^^’"Tc-PYP  myocardial  scintigram 
when  imaged  12  hours  to  six  days  follow- 
ing myocardial  infarction  (Fig  1).  The  scin- 
tigrams tend  to  become  negative  or  much 
less  positive  beginning  approximately  six 
or  more  days  after  myocardial  infarction  in 
the  majority  of  patients,  but  in  some  they 
remain  faintly  positive  for  even  longer 
periods  of  time. 

In  our  present  series  that  includes  1 50 
patients  with  acute  transmural  myocardial 
infarcts,  only  three  patients  imaged  within 
the  appropriate  time  periods  had  negative 
99mTc.pYP  myocardial  scintigrams.  Two  of 
these  patients  had  acute  inferior  myocar- 
dial infarcts  and  the  other  a true  posterior 
myocardial  infarct  by  clinical,  electro- 
cardiographic, and  enzymatic  parameters, 
but  none  of  the  three  had  a positive  s^n'Tc- 
PYP  myocardial  scintigram  despite  repeat- 
ed studies.  That  a rare  patient  with  a small 
acute  inferior  myocardial  infarct  might 
have  a negative  ®®“Tc-PYP  myocardial  scin- 
tigram is  understandable  when  one  realizes 
that  the  characteristic  scintigraphic  ap- 
pearance of  this  type  of  infarct  is  a plate- 
like area  of  increased  ^^"'Tc-PYP  uptake 
along  the  diaphragmatic  aspect  of  the 
heart.  We  have  noted  variations  in  the  ap- 
parent scintigraphic  size  of  inferior  infarcts 
utilizingthis  imagingtechnique,  so  that  in 
some  instances  only  a small  area  of  in- 
creased ®®“Tc-PYP  uptake  is  apparent 


along  the  diaphragmatic  aspect  of  the 
heart,  and  in  other  cases  the  area  of  dam- 
age appears  to  be  much  more  extensive. 

In  the  two  patients  with  negative  scinti- 
grams and  acute  inferior  myocardial  in- 
farcts, as  well  as  in  the  one  with  an  acute 
true  posterior  infarct,  the  negative  scinti- 
graphic findings  may  have  been  caused  by 
the  occurrence  of  small  areas  of  myocar- 
dial damage  or  by  the  site  of  localization 
of  the  infarcts.  If  the  infarcted  myocardium 
was  localized  alongthe  “line  of  sight”  of 
the  Anger  camera  rather  than  perpendicu- 
larto  it,  then  the  currently  used  myocar- 
dial imaging  projections  (anterior,  left  lat- 
eral, and  left  anterior  oblique)  might  fail  to 
disclose  such  an  area  of  increased  ^^^Tc- 
PYP  uptake.  An  analogy  would  be  looking  at 
a plate  on  edge  at  eye  level  so  that  it  ap- 
pears as  a straight  line  as  opposed  to  turn- 
ing the  plate  perpendicular  so  that  it  ap- 
pears as  a circular  disc.  It  may  be  possible 
to  solve  this  problem  in  the  rare  patient  in 
whom  it  occurs  by  adding  a cephalad  angu- 
lated  view  to  allow  one  to  see  the  true  extent 
of  the  inferior  myocardial  infarction.  Apart 
from  the  three  patients  discussed,  the 
remaining  patients  with  acute  transmural 
myocardial  infarcts  imaged  within  the  ap- 
propriate time  periods  have  had  positive 
99“Tc-PYP  myocardial  scintigrams.  It  ap- 
pears to  us,  then,  that  the  incidence  of 
false  negative  ®^“Tc-PYP  myocardial  scin- 
tigrams in  patients  with  acute  transmural 
myocardial  infarcts  is  very  small  (approxi- 
mately 1 to  2 % ) when  the  appropriate 
myocardial  imaging  times  are  observed. 

Three  patients  with  acute  transmural 
myocardial  infarcts  in  our  series  developed 
clinical  and  ECG  evidence  suggestive  of 
extension  of  their  myocardial  infarcts  ten 
days  to  two  weeks  after  their  initial  attack. 

In  each  case,®^“Tc-PYP  myocardial  scin- 
tigrams documented  the  extension. 
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In  utilizingthis  myocardial  imaging 
technique  it  is  important  to  remember  that 
the  ®9“Tc-PYP  myocardial  scintigrams  tend 
to  become  increasingly  more  positive  be- 
tween 12  and  48  hours  following  the  onset 
of  infarction.  We  have  shown  in  experimen- 
tal animals  that  these  scintigraphic  find- 
ings correlate  with  the  occurrence  of  pro- 
gressively increasing  calcification  of  ir- 
reversibly injured  muscle  cells  within  the 
peripheries  of  infarcts  during  the  period 
when  the  scintigrams  are  becoming  in- 
creasingly positive. Correlation  of  the 
scintigraphic  and  pathologic  findings  has 
provided  strong  support  for  the  view  that 


the  scintigraphic  detection  of  acute  myo- 
cardial infarcts  with  ®'’'"Tc-PYP  results  from 
concentration  of  the  radionuclide  in  the  in- 
farcts, possibly  mediated  by  incorporation 
of  the  agent  into  calcific  deposits.  The  me- 
chanism(s)  responsible  for  progressive 
calcium  deposition  in  infarcts  overtime 
require  further  elucidation,  but  appearto 
involve  phenomena  related  to  progressive 
evolution  of  infarction  and  progressive  in- 
crease in  coronary  collateral  circulation  in 
areas  of  myocardial  damage.  Nevertheless, 
the  time  course  of  the  scintigraphic  find- 
ings has  obviously  important  implications 


1.  Top  panel:  A negative  technetium-99m  stannous 
pyrophosphate  myocardial  scintigram  is  shown.  A, 
anterior  view;  B,  left  anterior  oblique  view;  C,  left 
lateral  view.  Note  the  uptake  of  the  technetium- 
99m  stannous  pyrophosphate  in  sternum,  ribs  and 
vertebral  column,  but  the  absence  of  uptake  in  the 
region  of  the  heart. 


Bottom  panel:  A positive  technetium-99 m stan- 
nous pyrophosphate  ('■>smTc-BYP)  myocardial  scin- 
tigram obtained  from  a patient  with  an  acute  an- 
teroseptal  myocardial  infarction.  A,  increased  up- 
take of  the  radioactive  material  {designated  by  the 
arrow)  four  days  after  infarction;  B,  the  increased 
uptake  of  the  o’->"^Tc-PYP  is  beginning  to  fade  18 
days  after  infarction. 


Volume  72,  February,  1976 


Myocardtal  scintigraphy 


in  terms  of  recognizing  and  sizing  myo- 
cardial infarcts,  since  the  presence  of  in- 
farcts might  be  inapparent  or  only  equivo- 
cally apparent  scintigraphically  at  12 
hours,  but  be  very  obvious  24  to  48  hours 
afterthe  onset  of  infarction.  Therefore, 
99mTc-PYP  myocardial  scintigrams  should 
be  repeated  at  least  once  if  the  initial  scin- 
tigram obtained  just  a few  hours  after  the 
possible  onset  of  infarction  is  negative  or 
equivocal  and  if  clinical  suspicion  regard- 
ing the  presence  of  a myocardial  infarct  is 
relatively  great. 

Acute  subendocardial  myocardial  in- 
farcts also  can  be  detected  using  ®9“Tc-PYP 
myocardial  scintigrams. ^ ^ The  most  com- 
mon myocardial  scintigraphic  pattern  with 
this  type  of  infarct  is  one  of  faint  and  dif- 
fuse ®®“Tc-PYP  uptake,  making  exact  local- 
ization and  probably  even  sizing  difficult 
in  most  instances  (Fig  2).  A few  patients 
with  acute  subendocardial  myocardial  in- 
farcts have  localized  and  intensely  positive 
99mTc-PYP  scintigrams  in  a pattern  similar 

2.  A positive  ^^™Tc-PYP  myocardial  scintigram 
obtained  from  a patient  with  an  acute  subendocar- 
dial myocardial  infarction.  Note  the  characteristic 
faintly  positive  and  diffuse  uptake  of  the  99mXc- 
PYP  myocardial  scintigram  seen  in  the  patient. 


to  that  noted  in  patients  with  acute  trans- 
mural myocardial  infarcts.^Todate,  pa- 
tients with  ECGs  consistent  with  a diag- 
nosis of  subendocardial  infarction  and  his- 
tories and  enzyme  changes  that  are  com- 
patible with  that  diagnosis  have  had  posi- 
tive ®9mjc.pYP  myocardial  scintigrams. 
However,  it  seems  likely  that  an  occasional 
patient  with  subendocardial  infarction  may 
have  such  limited  and  diffuse  damage  that 
he  might  have  a negative  scintigram.  The 
exact  frequency  with  which  false  negative 
scintigrams  occur  in  patients  with  acute 
subendocardial  myocardial  infarcts  will  not 
be  known  until  the  results  of  postmortem 
and  ®9“Tc-PYP  myocardial  scintigraphic 
data  are  compared  in  a sizable  number  of 
suitable  patients. 

Approximately  one-third  of  our  patients 
with  “unstable  angina  pectoris”  and  car- 
diac catheterization-proven  coronary  artery 
disease  have  positive  ®9“Tc-PYP  myocardial 
scintigrams  in  a pattern  suggestive  of  sub- 
endocardial necrosis^'13  (Fig 3).  Positive 
myocardial  scintigrams  occurred  in  these 
patients  even  though  they  had  only  equivo- 
cal or  negative  ECGs  and  cardiac  enzymes, 
raising  the  question  as  to  whether  the 
99mTc-PYP  scintigrams  are  in  some  in- 
stances more  sensitive  than  ECGs  and  en- 
zymes in  recognizing  myocardial  necrosis. 
We  also  have  observed  positive  9®“Tc-PYP 
myocardial  scintigrams  in  two  patients  with 
coronary  artery  disease  and  ventricular 
aneurysms,  but  without  recent  clinical  evi- 
dence of  myocardial  infarction,  who  dem- 
onstrated increased  ®9“Tc-PYP  uptake  in 
the  area  of  their  ventricular  aneurysms. 
Findings  in  these  two  patients  suggest  that 
99mTc-PYP  myocardial  scintigrams  may  re- 
main positive  indefinitely  in  some  patients 
when  ventricular  aneurysms  develop  after 
myocardial  infarction.  In  our  series  of  more 
than  300  patients,  we  also  have  observed 
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four  patients  admitted  with  chest  pain  but 
without  unstable  angina  pectoris,  who  did 
not  evolve  ECG  or  enzyme  evidence  of  in- 
farction, but  who  did  have  positive  ^^“Tc- 
PYP  myocardial  scintigrams.  Two  of  these 
four  patients  underwent  coronary  arterio- 
graphy subsequently  and  had  normal  co- 
ronary arteries.  These  four  patients  may 
have  had  false-positive  scintigrams.  If  they 
did  and  if  all  of  the  patients  we  have 
studied  with  “unstable  angina  pectoris” 
also  had  false-positive  scintigrams,  then 
the  incidence  of  false-positive  tests  is  ap- 
proximately 8-10%. 

In  our  experience  there  are  certain  in- 
stances in  which  extracardiac  uptake  of 
99mTc-PYP  occurs;  this  increased  uptake 
might  rarely  present  a problem  as  far  as 
the  correct  interpretation  of  the  presence 
of  myocardial  damage  is  concerned.  In  par- 
ticular, rib  fractures,  metastatic  neoplastic 
disease  to  the  ribs,  and  lactating  breasts 
in  premenopausal  females  might  occasion- 
ally present  a problem  as  far  as  the  pre- 
cise identification  of  increased  myocardial 
uptake  of  ^^mjc-PYP  is  concerned.  How- 
ever, if  all  three  projections  are  utilized  and 
if  one  pays  particular  attention  to  the  area 
overthe  heart,  following  rib  margins  care- 
fully, then  confusion  regarding  increased 


3.  A positive  ^^"'■Tc-PYP  myocardial  scintigram 
obtained  from  a patient  with  “unstable  angina  pec- 
toris.” Notice  that  the  pattern  of  the  ^^^Tc-PYP 


myocardial  uptake  of  ®»“Tc-PYP  versus  ex- 
tramyocardial  uptake  of  the  radionuclide 
rarely  should  be  a problem. 

The  final  pointthat  we  would  like  to 
stress  is  that  one  needs  to  wait  approxi- 
mately one  hour  following  the  intravenous 
injection  of  ^^mTc-PYP  before  obtaining  the 
myocardial  scintigrams.  If  scintigrams  are 
performed  sooner,  there  is  still  enough 
“radioactive  blood  pool”  in  some  patients 
to  make  precise  identification  of  increased 
localized  myocardial  uptake  of  99“Tc-PYP 
difficult.  In  a rare  patient,  the  “radioactive 
blood  pool”  image  still  persists  even  if  one 
waits  one  hour  or  slightly  longer  before  ob- 
tainingthe  images,  thus  demonstrating 
that  in  an  occasional  patient  one  might 
have  to  obtain  additional  myocardial  scin- 
tigrams several  hours  after  the  injection  of 
99mTc-PYP  to  be  certain  that  the  “radioac- 
tive blood  pool”  effect  no  longer  persists. 

The  exact  usefulness  of  this  myocardial 
imaging  technique  as  far  as  its  ability  to 
diagnose,  localize,  and  size  acute  myocar- 
dial infarcts  will  have  to  be  established  by 
many  different  investigators  in  studies 
done  in  the  future.  In  our  hands,  however, 
this  myocardial  imagingtechnique  has 
been  of  great  help  in  recognizing  both 
acute  transmural  and  subendocardial  myo- 


scintigram  is  similar  to  that  seen  in  patients  with 
acute  subendocardial  infarction. 
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cardial  infarcts,  in  localizing  acute  trans- 
mural infarcts,  and  in  recognizing  exten- 
sion of  myocardial  infarction  when  it  oc- 
curs. 
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More  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
interest  of  better  patient  care.  And,  an  ever-in- 
creasing number  of  state  medical  associations, 
specialty  societies,  and  other  medical  groups 
are  stipulating  continuing  medical  education  as  a 
membership  requirement. 

In  response  to  these  developments,  the  AMA 
has  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
in  approach,  are  of  interest  to  a variety  of  med- 
ical specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 
tion. Then  there  are  the  two  AMA  conventions. 
The  Annual  alone  features  53  postgraduate 
courses,  41  3-hour  symposia,  the  new  tele- 
courses and  many,  many  other  features  in  con- 
tinuing education. 


The  AMA’s  Physician’s  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N.H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 


All  courses  at  regionals  and  conventions  are  ac- 
credited on  a hour-for-hour  basis  in  Category  I. 


30th  CLINICAL  CONVENTION 

Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 
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American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


(Sodium  Dexlralliyroxine) 


A Proven  Cholesterol-Lowering  Adjunct  to  Diet. 

An  effective  agent  for  low  density  lipoproteins  in 
Euthyroid,  Non-Cardiac  Patients. 

CHOLOXIN-^  (Sodium  Dextrothyroxine)  is  the  con- 
venient and  practical  way  to  manage  the  hard-to- 
manage  patient  who  doesn't  always  follow  the  diet 
[regimen  that  you've  outlined. 

'Convenient  once-a-day  dosage  encourages  patient 
^cooperation,  and  it's  economical  for  long-term 
therapy. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question. 


CHOLOXIN  (Sodium  Dextrothyroxine)  is  a thyroid 
analogue  which  effectively  lowers  elevated  serum 
cholesterol  15  to  35%  (see  chart  below)  in  low 
density  lipoproteins. 

CHOLOXIN  (Sodum  Dextrothyroxine)  has  under- 
gone ten  years  of  clinical  trials  and  seven  years  of 
practice.  The  clinical  trials  consisted  of  337  clinical 
studies  involving  over  3,000  hypercholesterolemic 
non-cardiac  patients.  It  is  among  the  most  thoroughly 
evaluated  drugs  ever  presented  to  physicians. 


ChGloxin 

(Sodium  Dextrothyraxine)  i 

Effectively  Lowers  Elevated  Cholesterol  With  ^ 

Convenient  Once-A-Day  Dosage  i 

Four  strengths  .1,2,4,  and  6 mg. . . are  available  making  the  scored  tablet  regimen  a flexible  dosage  system  And,  for  most  patients,  1 
CHOLOXIN  tablets  offer  once-a-day  dosage  I 


CHOLOXIN”  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 


See  prescribing  information 

in  package  msen  reproduced  below 

Starting 

Dosage 

Increased 

Monthly  by 

Usual 

Maintenance 

Maximal 

Recommended 

Adult  Hypercholesterolemic 

1 0-2  0 mg 

10-20  mg 

4 0-8  0 mg 

4 0-8  0 mg 

Pediatric  Hypercholesterolemic 

0 05  mg /kg  body  weight 

0 05  mg  /kg 

01  mg  /kg  body  weight 

4 0 mg 

Hypothyroid  Cardiac 

0 5 1 0 mg 

1 0 mg 

4 0 mg 

4 0 mg 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is  the  sodium  salt 
ot  the  dextrorotatory  isomer  of  thyroxine  it  is  chemically 
descnbed.as  D-3.5.3’  5 -tetraiodothyronme  sodium  salt 

Actions 

rhe  predominani  etlecl  ol  CHOLOXIN  (sodium  dextro* 
thyroxine)  is  the  reduction  of  serum  cholesterol  levels  m 
hyperlipidemic  patients  Beta  lipoprotein  and  triglyceride 
tractions  may  also  be  reduced  from  previously  elevated 
levels 

Most  of  the  available  evidence  indicates  that  CHOLOXIN 
stimulates  the  liver  to  increase  catabolism  and  excretion 
of  cholesterol  and  its  degradation  products  via  the  biliary 
route  into  the  feces  Cholesterol  synthesis  is  not  inhibited 
and  abnormal  metabolic  end-products  do  not  accumulate 
in  the  blood 

Indications 

This  is  not  an  innocuous  drug  Strict  attention  should 
be  paid  to  the  indications  and  contraindications 

CHOLOXIN  (sodium  dextrothyroxine)  is  an  antilipidemic 
agent  used  as  an  adjunct  to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cholesterol  (low  density 
lipoproteins)  m euthyroid  patients  with  no  known  evidence 
of  organic  head  disease 

The  drug  is  also  indicated  m the  treatment  of  hypothy 
roidism  m patients  with  cardiac  disease  who  cannot 
tolerate  other  types  of  thyroid  medication  Before 
prescribing,  note  the  following:  Results  from  a random- 
ized clinical  study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  (sodium  dextrothyroxine)  is 
administered  to  a patient  receiving  a digitalis  prepara- 
tion There  may  be  an  additive  effect  This  additive 
effect  may  possibly  stimulate  the  myocardium  exces- 
sively in  patients  with  significant  myocardial  impair- 
ment CHOLOXIN  (sodium  dextrothyroxine)  dosage 
should  not  exceed  4 mg  per  day  when  the  patient  is 
receiving  a digitalis  preparation  concomitantly  Careful 
monitoring  of  the  total  effect  of  both  drugs  is  important 
It  has  not  been  established  whether  the  drug-induced 
lowering  of  serum  cholesterol  or  lipid  levels  has  a 
detrimental,  beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart 
disease  Several  years  will  be  required  before  current 
investigations  will  yield  an  answer  to  this  question 

Contraindications 

The  administration  of  CHOLOXIN  (sodium  dextrothy- 
roxine) to  euthyroid  patients  with  one  or  more  of  the 
following  conditions  is  contraindicated 

1 Known  organic  heart  disease  including  angina 
pectoris,  history  of  myocardial  infarction,  cardiac 
arrhythmia  or  tachycardia,  either  active  or  m patients 
with  demonstrated  propensity  for  arrhythmias, 
rheumatic  heart  disease,  history  of  congestive  heart 
failure,  and  decompensated  or  borderline  compen 
sated  cardiac  status 

2 Hypertensive  states  (other  than  mild  labile  systolic 
hypertension) 

3 Advanced  liver  or  kidney  disease 

4 Pregnancy 

5 Nursing  mothers 

6 History  of  lodism 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine)  may  potentiate 
the  effects  of  anticoagulants  on  prothrombin  time 
Reductions  of  anticoagulant  dosage  by  as  much  as  30% 
have  been  required  in  some  patients  Consequently 
the  dosage  of  anticoagulants  should  be  reduced  by 
one-third  upon  initiation  of  CHOLOXIN  (sodium  dextro- 
Ihyroxine)  therapy  and  the  dosage  subsequently 
readjusted  on  the  basis  of  prothrombin  time  The 
prothrombin  time  of  patients  receiving  anticoagulant 
therapy  concomitantly  with  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  should  be  observed  as  frequently 
as  necessary  but  at  least  weekly,  during  the  first  few 
weeks  of  treatment 

In  the  surgical  patient  it  is  wise  to  consider  withdrawal  of 
the  drug  two  weeks  prior  to  surgery  if  the  use  of  anti 
coagulants  during  surgery  is  contemplated 

When  CHOLOXIN  (sodium  dextrpthyroxine)  is  used  as 
thyroid  replacement  therapy  in  hypothyroid  patients  with 
concomitant  coronary  anery  disease  (especially  those 
with  a history  of  angina  pectoris  or  myocardial  infarction) 
or  other  cardiac  disease  treatment  should  be  initiated 
with  care  Special  consideration  ot  the  dosage  schedule 
of  CHOLOXIN  (sodium  dextrothyroxine)  is  required  This 
drug  may  increase  the  oxygen  requirements  of  the 
myocardium  especially  at  high  dosage  levels  Treated 
subjects  with  coronary  artery  disease  must  be  seen  at 


frequent  intervals  If  aggravation  of  angina  or  increased 
myocardial  ischemia  cardiac  failure  or  clinically  signiti 
cant  arrhythmia  develops  during  the  treatment  of  hypo- 
thyroid patients  the  dosage  should  be  reduced  or  tne 
drug  discontinued 

Special  consideration  must  be  given  to  the  dosage  of 
other  thyroid  medications  used  concomitantly  with 
CHOLOXIN  (sodium  dextrothyroxine)  As  with  all  thyro- 
active  drugs  hypothyroid  patients  are  more  sensitive  to  a 
given  dose  of  (JHOLOXIN  (sodium  dextrothyroxine)  than 
euthyroid  patients 

Epinephrine  injection  m patients  with  coronary  anery 
disease  may  precipitate  an  episode  of  coronary  msufft 
ciency  This  condition  may  be  enhanced  m patients 
receiving  thyroid  analogues  These  phenomena  should 
be  kept  in  mmd  when  catecholamine  injections  are 
required  m sodium  dextrothyroxine  treated  patients  with 
coronary  adery  disease 

Since  the  possibility  of  precipitating  cardiac  arrhythmias 
during  surgery  may  be  greater  m patients  treated  with 
thyroid  hormones  it  may  be  wise  to  discontinue 
CHOLOXIN  (sodium  dextrothyroxine)  in  euthyroid 
patients  at  least  two  weeks  prior  to  an  elective  operation 
During  emergency  surgery  in  euthyroid  patients  and  m 
surgery  in  hypothyroid  patients  in  whom  it  may  not  be 
advisable  or  possible  to  withdraw  therapy,  the  patients 
should  be  carefully  observed 

There  are  reports  that  sodium  dextrothyroxine  m diabetic 
patients  is  capable  of  increasing  blood  sugar  levels  with  a 
resultant  increase  m requirements  of  msulm  or  oral 
hypoglycemic  agents  Special  attention  should  be  paid  to 
parameters  necessary  for  good  control  of  the  diabetic 
state  in  dextrothyroxme-treated  subjects  and  to  dosage 
requirements  of  insulin  or  other  antidiabetic  drugs  If 
sodium  dextrothyroxine  is  later  withdrawn  from  patients 
who  required  an  increase  of  msulm  (or  oral  hypoglycemic 
agents)  dosage  during  its  administration  the  dosage  of 
antidiabetic  drugs  should  be  reduced  and  adjusted  to 
maintain  good  control  of  the  diabetic  state 
When  either  or  both  impaired  liver  or  kidney  function  are 
present  the  advantages  of  CHOLOXIN  (sodium  dextro 
thyroxine)  therapy  must  be  weighed  against  the  possibility 
of  deleterious  results 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  familial  hypercholeste 
rolemia  or  hyperlipemia  should  not  be  deprived  of  the 
use  of  this  drug  it  can  be  given  to  those  patients  exercis 
mg  strict  birth  control  procedures  Since  pregnancy  may 
occur  despite  the  use  of  birth  control  procedures  admm 
istraiion  of  CHOLOXIN  (sodium  dextrothyroxine)  to 
women  of  this  age  group  should  be  undertaken  only 
after  weighing  the  possible  risk  to  the  fetus  against  the 
possible  benefits  to  the  mother  Teratogenic  studies  m 
two  animal  species  have  resulted  m no  abnormalities  m 
the  offspring 

Precautions 

It  IS  expected  that  patients  on  dextrothyroxine  therapy  will 
show  greatly  increased  serum  protein  bound-iodme 
levels  These  increased  serum  PBt  values  are  evidence  ot 
absorption  and  transport  of  the  drug  and  should  NOT  be 
interpreted  as  evidence  of  hypermetabolism  similarly 
they  mav  not  be  used  for  titrating  the  effective  dose  ot 
CHOLOXIN  (sodium  dextrothyroxine)  PBI  values  in  the 
range  of  10  to  25  mcg%  in  treated  patients  are  common 
If  signs  or  symptoms  of  lodism  develop  during 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  the  drug 
should  be  discontinued 

A few  children  with  familial  hypercholesterolemia  have 
been  treated  with  CHOLCDXIN  (sodium  dextrothyroxine) 
for  periods  of  one  year  or  longer  with  no  adverse  effects 
on  gro\Mh  However  it  is  recommended  that  the  drug  be 
continued  m patients  m this  age  group  only  if  a significant 
serum  cholesterol-lowenng  effect  is  observed 

Adverse  Reactions 

The  side  effects  attributed  to  dextrothyroxine  therapy  are 
for  the  most  part  due  to  increased  metabolism  and  may 
be  minimized  by  following  the  recommended  dosage 
schedule  Adverse  effects  are  least  commonly  seen  m 
euthyroid  patients  with  no  signs  orsyrmptoms  of  organic 
heart  disease  the  incidence  of  adverse  effects  is  increased 
in  hypothyroid  patients  and  is  highest  in  those  patients 
with  organic  head  disease  superimposed  on  the  hypo 
thyroid  state 

In  the  absence  ol  known  organic  head  disease  some 
cardiac  changes  may  be  precipitated  during  sodium 
dextrothyroxine  therapy  In  addition  to  angina  pectoris 
arrhythmia  consisting  of  extrasystoles  ectopic  beats  or 
supraventricular  tachycardia  ECG  evidence  ot  ischemic 


myocardial  changes  and  increase  m head  size  have  been 
observed  Myocardial  infarctions  both  fatal  and  non-fatal 
have  occurred  but  these  are  not  unexpected  in  untreated 
patients  m the  age  groups  studied  It  is  not  known 
whether  any  of  these  infarcts  were  drug  related 
Changes  m clinical  status  that  may  be  related  to  the 
metabolic  action  of  the  drug  include  the  development  of 
insomnia  nervousness  palpitations  tremors  loss  of 
weight  lid  lag  sweating  flushing  hypedhermia  hair  loss 
diuresis  and  menstrual  irregularities  Gastrointestinal 
complaints  during  therapy  have  included  dyspepsia, 
nausea  and  vomiting  constipation  diarrhea  and 
decrease  m appetite 

Other  side  effects  reported  to  be  associated  with 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  include 
the  development  of  headache,  changes  in  libido  (increase 
or  decrease),  hoarseness  tinnitus  dizziness  peripheral 
edema  malaise  tiredness  visual  disturbances,  psychic 
changes  paresthesia  muscle  pam.  and  various  bizarre 
subjective  complaints  Skm  rashes,  including  a few  which 
appeared  to  be  due  to  lodism.  and  itching  have  been 
attributed  to  dextrothyroxine  by  some  investigators 
Gallstones  have  been  discovered  m occasional 
dextrothyroxme-treated  patients  and  cholestatic  jaundice 
has  occurred  in  one  patient  although  its  relationship  to 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  was  not 
established 

In  several  instances  the  previously  existing  conditions  of 
the  patient  appeared  to  continue  or  progress  during 
the  administration  ol  CHOLOXIN  (sodium  dextro- 
thyroxine). a worsening  of  periph'eral  vascular  disease 
sensorium,  exophthalmos  and  retinopathy  have  been 
reported 

CHOLOXIN  (sodium  dextrothyroxine)  potentiates  the 
effects  of  anticoagulants,  such  as  warfarin  or  Dicumarol 
on  prothrombin  time  thus  indicating  a decrease  in  the 
dosage  requirements  of  the  anticoagulants  On  the  other 
hand  dosage  requirements  of  antidiabetic  drugs  have 
been  reported  to  be  increased  during  dextrothyroxine 
therapy  (see  WARNINGS  section) 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterolemic  patients  the 
recommended  maintenance  dose  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  4 to  8 mg  per  day  The  initial 
daily  dose  should  be  1 to  2 mg  to  be  increased  m 1 to 
2 mg  increments  at  intervals  of  not  less  than  one  month 
to  a maximum  level  of  4 to  8 mg  daily  if  that  dosage 
level  IS  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol 

When  used  as  partial  or  complete  substitution  therapy  for 
levothyroxine  m hypothyroid  patients  with  cardiac 
disease  who  cannot  tolerate  other  types  of  thyroid 
medication,  the  initial  daily  dose  should  be  1 mg  to  be 
increased  m 1 mg  increments  at  intervals  of  not  less  than 
one  month  to  a maximum  level  of  4 to  8 mg  daily, 
preferably  the  lower  dosage  The  maximum  m patients 
receiving  digitalis  therapy  is  4 mg 

For  pediatric  hypercholesterolemic  patients  the 
recommended  maintenance  dose  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  approximately  0 i mg  (100 
meg)  per  kilogram  The  initial  daily  dosage  should  be 
approximately  0 05  mg  (50  meg)  per  kilogram  to  be 
increased  m up  to  0 05  mg  (50  meg)  per  Kilogram 
increments  at  monthly  intervals  The  recommended 
maximal  dose  is  4 mg  daily  if  that  dosage  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol 
If  new  signs  or  symptoms  of  cardiac  disease  develop 
during  the  treatment  period,  the  drug  should  be 
withdrawn 

How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is  supplied  in 
prescription  packages  ol  scored  12  4 and  6 mg  tablets 
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Use  of  Auto  Sutures 
in  gastrointestinal  surgery 


William  J.  Hardin,  MD 

The  original  Auto  Suture  instruments  were 
devised  at  the  Scientific  Research  Institute 
for  Experimental  Surgical  Apparatus  and 
Instruments  in  Moscow  and  were  introduc- 
ed in  the  United  States  by  Dr.  Mark  Ravitch 
after  he  had  visited  Russia.  The  United 
States  Surgical  Corporation  perfected  the 
instruments  and  made  them  available  to 
surgeons  in  this  country  nearly  a decade 
ago.  In  1967,  approximately  10,000  opera- 
tions were  performed  using  the  instru- 
ments. By  1974,  between  200,000  and 

250.000  procedures  were  performed  using 
the  instruments,  and  it  is  estimated  that 

400.000  to  500,000  such  procedures  were 
performed  in  1975.  About  2,600  major 
hospitals  in  the  United  States  have  Auto 
Suture  instruments,  and  about  half  of  the 
medical  schools  in  this  country  are  using 


them.  In  Texas,  75  hospitals  have  the  in- 
struments for  their  staffs. 

It  is  imperative  that  surgeons  under- 
stand the  use  of  Auto  Suture  instruments 
and  the  results  that  can  be  anticipated. 
Moreover,  physicians  will  be  seeing  more 
patients  who  have  had  procedures  per- 
formed with  Auto  Sutures,  and  it  is  manda- 
tory that  they  understand  the  instruments. 
Although  the  instruments  are  versatile  and 
are  used  in  nearly  all  types  of  operations, 
the  emphasis  of  this  article  is  on  gastroin- 
testinal surgery. 

Description  of  Instruments 

Some  of  the  instruments  that  are  available 
are  shown  in  Fig  1.  The  designation  “TA” 
stands  for  “thoracoabdominal”  and  means 


1.  Auto  Suture  surgical  instruments.  Upper  left: 
TA-55,  used  for  duodenal  closure.  Upper  right: 
TA-90,  used  for  suturing  of  stomach.  Lower  left: 


GIA,  used  to  perform  anastomosis.  Lower  right, 
fascia  and  skin  closure  instrument. 
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that  the  instrument  can  be  used  in  thoracic 
and  abdominal  procedures.  The  numeral 
after  the  TA  prefix  indicates  the  length  of 
the  jaws,  in  millimeters,  thatclampthe  in- 
testine or  other  organ  that  is  being  stapled. 
For  example,  in  adult  gastrointestinal  sur- 
gery, the  TA-55  is  used  to  place  a double 
layer  of  stainless  steel  clips  across  the  duo- 
denum or  any  other  piece  of  small  intestine 
because  it  will  compress  a piece  of  bowel 
55  mm  in  diameter.  The  TA-90  is  used  to 
place  a double  layer  of  clips  across  the 
stomach. 

“GIA”  indicates  “gastrointestinal  an- 
astomosis,” and  this  instrument  is  used  to 
anastomose  adjacent  pieces  of  intestine. 
The  fascia  and  skin  closure  instrument  is 
a single  instrumentthat  uses  stainless 
steel  clips  of  different  sizes — a larger  clip 
forthe  fascia  and  a smaller  one  forthe 
skin. 

The  TA-30  and  TA-55  instruments  can 
be  loaded  with  stainless  steel  sutures  that 
are  either  3.5  or  4.8  mm  long;  the  former 
are  used  on  tissue  that  compresses  to  ap- 
proximately 1.5  mm  thick,  and  the  latter 
are  used  on  tissue  that  compresses  to  ap- 
proximately 2 mm  thick.  TheTA-90  instru- 
ment uses  only  4.8-mm  sutures. 

The  LDS  instrument  (ligate,  divide,  and 

2.  LDS  Auto  Suture  surgical  instrument,  used  to 
ligate  and  divide  omental  and  mesenteric  vessels. 


suture)  (Fig  2)  saves  many  steps  by  plac- 
ing hemostatic  steel  clips  on  vessels  of  the 
omentum  or  mesentery  and  cutting  be- 
tween them.  A special  instrument  (Fig  3) 
is  available  for  removing  the  sutures. 

Application  in  Gastrointestinal  Surgery 

Although  there  are  other  procedures  in 
which  Auto  Sutures  are  applicable,  those 
listed  in  Fig  4 are  the  ones  with  which  I 
have  had  experience. 

The  technique  is  simple.  The  LDS  in- 
strument is  used  to  divide  the  gastrocolic 
and  gastrohepatic  ligaments.  The  TA-90 
instrument  is  placed  across  the  stomach 
and  then  closed  and  compressed;  this  in- 
serts two  layers  of  hemostatic  stainless 
steel  sutures.  Kocher's  clamps  are  placed 
distal  to  the  compressed  instrument,  and 
the  stomach  is  transected.  The  distal  por- 
tion of  the  stomach  is  used  for  traction  on 
theduodenum,  and  theTA-55  instrument 
is  placed  across  the  duodenum  distal  to 
the  pylorus.  It  is  compressed  to  close  the 
duodenum  with  a double  layer  of  hemosta- 
tic sutures.  The  specimen  is  amputated 
above  the  sutures.  The  jejunum  distal  to 
the  ligament  of  Trietz  is  prepared  for  a 
Billroth  II  anastomosis  by  tacking  it  to  the 
posterior  wall  of  the  stomach  3 cm  proxi- 
mal to  the  stomach  transection.  The  GIA 
instrument  is  inserted  into  stab  wounds  in 
the  stomach  and  jejunum  and  is  closed. 


3.  Suture  removal  instrument. 
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which  pushes  forward  the  knife,  inserts 
four  layers  of  steel  sutures  into  the 
stomach  and  jejunum,  and  cuts  between 
them  to  create  an  anastomosis.  The  size  of 
the  stoma  is  determined  by  the  depth  of 
insertion  of  the  instrument.  The  maximal 
diameter  of  the  anastomosis  is  5 cm.  After 
the  GIA  instrument  is  removed,  the  stab 
wounds  are  closed  with  a TA-30  instrument 
or  manually.  Routine  peritoneal  closure  is 
performed.  The  fascia  and  skin  are  closed 
with  the  fascia  and  skin  closure  instru- 
ment. 

Results 

In  my  experience  with  Auto  Sutures,  gas- 
tric surgery  was  the  only  type  of  which 
there  were  enough  cases  to  permit  evalua- 
tion of  results.  Of  the  41  such  operations 
performed  with  Auto  Sutures,  the  largest 
numberwere  for  duodenal  ulcer  (Fig  5). 
Auto  Sutures  have  not  been  used  in  all 
cases  of  gastric  surgery,  and  so  there  has 
been  some  degree  of  patient  selection.  The 
most  commonly  performed  procedure  was 
vagotomy,  antrectomy,  and  Billroth  II  (Fig 
6). 

At  follow-up,  ranging  from  8 to  40 
months  postoperatively,  results  were  satis- 
factory in  33  cases.  Four  patients  had  died 
from  their  malignancy  and  two  were  living 
but  had  malignancy.  Results  were  unsatis- 
factory in  two  cases  but  were  not  related 
to  the  use  of  staples  (multiple  medical 
problems  in  one  and  possible  mild  dump- 
ing syndrome  in  the  other). 

Operating  time  varied  from  50  to  290 
minutes,  the  longer  cases  beingthe  more 
complicated  resections.  Postoperative  re- 
covery seemed  to  be  more  rapid  than  in 
similar  cases  in  which  manual  anastomosis 
had  been  used.  The  nasogastric  tube  was 
removed  at  an  average  of  2.7  days;  in  22 
of  41  patients,  the  tube  was  taken  out  on 
the  second  postoperative  day.  On  the  aver- 
age, a liquid  diet  was  started  at  four  days 
and  a regular  diet  was  started  at  6.2  days. 
The  average  hospital  stay  was  11.5  post- 


operative days;  all  hospitalizations  for 
longer  than  14  days  were  because  of  medi- 
cal problems  and  not  because  of  delayed 
recovery  of  gastrointestinal  function. 

One  advantage  of  the  use  of  Auto  Su- 
tures wasthe  minimal  bleedingfrom  the 
anastomoses:  nasogastric  aspirates  were 
blood-free  in  most  cases  by  the  time  the 
patient  arrived  in  the  recovery  room  and 
were  blood-free  by  the  first  postoperative 
day  in  40  of  the  41  cases.  One  patient  had 
blood  in  the  nasogastric  tube  for  three 
days.  The  instruments  were  safe.  No  direct 
complications,  such  as  bleeding  anas- 
tomoses, anastomotic  leaks,  or  duodenal 
stump  leaks,  developed.  One  patient  had 
delayed  gastric  emptying  but  recovered 
afterthree  weeks  on  a liquid  diet. 

One  patient  required  early  reoperation 
because  of  a leaking  gastroenterostomy 
manifested  by  abdominal  tenderness  on 

4.  Procedures  in  which  the  author  has  used  Auto 
Suture  instruments. 


Stomach 

Resection 

Bypass 

Pancreas 

Multiple  bypasses  for  cancer  (cholecystojejunostomy, 
jejunojejunostomy,  gastrojejunostomy) 

Multiple  bypasses  for  chronic  pancreatitis 
Distal  pancreatectomy 

Total  pancreatectomy  for  cancer  (gastrointestinal 
anastomoses) 

Whipple  procedure 

Small  intestine 

Resection  (tumor,  inflammatory  bowel,  trauma, 
intussusception) 

Bypass  for  carcinomatosis 
Jejunoilial  bypass  for  obesity 
Resection  of  Meckel's  diverticulum 

Cholecystectomy 
Appendectomy  (incidental) 

Colon 

Right  hemicolectomy 
Sigmoidectomy 
Low  anterior  colon  resection 
Total  colectomy  with  ileorectal  anastomosis 
For  diverticular  disease 
For  inflammatory  bowel  disease 
Abdominoperineal  resection  of  rectum 

Any  skin  closure  (abdomen,  chest,  leg,  breast,  hernia) 
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the  seventh  postoperative  day.  Reexplora- 
tion revealed  that  leakage  had  occurred  at 
the  site  of  the  manual  closure  of  the  stab 
wounds  in  the  stomach  and  jejunum;  the 
anastomosis  performed  by  the  stapling  in- 
strument was  completely  watertight.  An- 
other patient  required  late  reoperation  for 
volvulus  of  the  efferent  loop,  which,  again, 
was  not  related  to  the  anastomosis  per- 
formed by  the  instrument. 

One  patient  had  a wound  infection,  for 
an  infection  rate  of  2.4%.  The  number  of 
cases  istoo  small  forthisto  be  a valid 
estimate  of  infection  rate. 

Comment 

Although  I have  not  performed  as  many 
other  procedures  as  gastric  resections,  I 
have  been  impressed  by  the  wide  applica- 
bility of  these  instruments  and  by  their 
safety.  The  TA-55  has  been  used  for  com- 


5.  Indications  for  gastric  resection  with  Auto  Su- 
tures in  41  patients. 


Indication 

No. 

Duodenal  ulcer 

22 

Intractable 

7 

Obstruction 

11 

Bleeding 

3 

Perforation 

1 

Gastric  ulcer 

15 

Benign 

7 

Malignant 

8 

Partial  gastrectomy 

6 

Total  gastrectomy 

2 

Marginal  ulcer 

3 

Gastrojejunocolic  fistula 

1 

6.  Procedures  used  in  41  gastric  operations. 

Procedure 

No. 

Vagotomy,  antrectomy,  Billroth  II 

23 

Hemigastrectomy,  Billroth  II 

7 

Hemigastrectomy,  Billroth  I 

1 

Complicated  gastrectomy^ 

8 

Higher  gastric  resection 

Total  resection  including  spleen. 

5 

pancreas,  jejunum 

2 

Gastrojejunocolic  fistula 

1 

Vagotomy,  gastrojejunostomy 

2 

*Reoperation  for  marginal  ulcers  or  total  gastrectomy. 


pression  and  suturing  of  the  pancreas  in 
distal  pancreatectomy  and  in  none  of  these 
cases  has  a pancreatic  fistula  developed. 
Many  patients  with  abdominal  carcinoma- 
tosis have  undergone  palliative  side-to-side 
bypasses  performed  with  the  GIA  instru- 
ment. An  anastomosis  with  this  instrument 
can  be  performed  in  slightly  more  than  one 
minute. 

The  LDS  instrument  has  been  used  for 
vagotomy  (in  place  of  silver  clips),  for 
cholecystectomy  (to  ligate  and  divide  the 
cystic  duct  and  artery),  and  for  incidental 
appendectomy  but  not  in  acute  appendici- 
tis. Any  type  of  bowel  resection  and  anas- 
tomosis can  be  performed  with  the  instru- 
ments, but  the  application  is  wider  in  small 
bowel  surgery  than  in  colonic  surgery  be- 
cause of  difficulty  in  working  in  the  pelvis 
with  the  large  instruments. 

Roentgenographically,  one  cannot  de- 
termine that  an  anastomosis  has  been  per- 
formed with  the  instruments  except  by  see- 
ing the  stainless  steel  clips.  In  most  cases, 
the  radiologist  did  not  mention  the  clips 
but  only  commented  on  a normal  postoper- 
ative anastomosis.  The  appearance  at  post- 
operative gastroscopy  has  been  that  of 
normal  anastomoses,  indistinguishable 
from  the  manual  anastomoses. 

No  wound  disruptions  have  occurred 
when  the  fascia  was  closed  with  the  instru- 
ment, butthe  number  of  cases  is  small. 

The  wounds  are  cosmetically  attractive 
after  the  skin  sutures  have  been  removed. 
Besides  abdominal  closures,  I have  used 
the  skin  closure  instrument  on  breast  and 
extremity  incisions  and  have  been  satisfied. 

Summary 

Personal  experience  with  the  Auto  Suture 
surgical  instruments  has  been  reviewed. 
The  instruments  have  wide  application  and 
are  safe.  It  is  not  suggested  that  Auto 
Sutures  completely  replace  manual  anas- 
tomoses in  gastrointestinal  surgery,  but 
surgeons  should  consider  using  them  for 
selected  cases. 

Dr.  Hardin,  Scott  and  White  Clinic, 

Temple,  Texas  76501. 
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Colonoscopy:  Diagnostic 
and  therapeutic  uses 


Michael  F,  Appel,  MD 

During  the  past  several  years,  the  use  of 
the  flexible  fiberoptic  colonoscope  for  both 
diagnostic  and  therapeutic  purposes  has 
gained  acceptance.  Numerous  articles  at- 
test the  efficacy  and  general  safety  of  col- 
onoscopy, they  include  the  excellent  mono- 
graph of  Wolff  and  Shinya,i  and  the  recent 
publication  of  Cevac  and  associates. “ The 
use  of  the  colonoscope  is  not  entirely  sim- 
ple, and  there  are  numerous  comments  in 
the  literature  about  the  technique  of  inser- 
tion. The  work  of  Sakai^  is  most  helpful 
regardingthe  technical  fundamentals  of 
colonoscope  insertion. 

Colonoscopy  complications  are  men- 
tioned by  many  authors,  and  consist  chiefly 
of  perforation  and  hemorrhage.  The  inci- 
dence of  such  complications  (2-5%)-*  ap- 
pears to  decrease  with  the  increasing  ex- 
perience of  the  operator.  The  excellent  re- 
sults reported  by  Wolff  and  Shinya^  demon- 
strate quite  clearly  that  colonoscopic  pro- 
cedures can  be  conducted  with  a high  level 
of  safety. 

This  article  reviews  the  current  clinical 
applications  of  colonoscopy  (Fig  1)  and 
illustrates  these  uses  in  121  cases. 

Methods  and  Materials 

The  material  included  in  this  report  repre- 
sents our  first  121  colonoscopy  cases.  All 
procedures  were  done  using  either  Olym- 
pus or  ACMI  instruments,  and  all  polypec- 
tomies were  performed  with  ACMI  instru- 
ments. All  cases  are  included;  there  were 
71  males  and  50  females,  and  the  age 
range  was  from  1 to  81  years.  In  53  pa- 
tients, one  or  more  polyps  were  removed, 
and  the  other  examinations  were  for  diag- 
nostic purposes  or  did  not  bear  out  the 
radiographic  suggestion  of  a possible 
polyp. 

In  this  series,  colonoscopy  was  not  gen- 


erally used  to  confirm  the  presence  of  a 
radiographically  demonstrated  carcinoma, 
but  on  one  occasion  it  was  used  to  demon- 
strate the  presence  of  a second  carcinoma 
(in  the  sigmoid  colon)  in  a patient  known  to 
have  a rectal  carcinoma  and  normal  bari- 
um contrast  enema  findings.  Some  authors 
do  recommend  routine  colonoscopy  in  such 
patients  to  detect  synchronous  tumors  or 
polyps,  or  both. 

The  removal  of  foreign  bodies  from  the 
colon  is  not  a common  indication  for  col- 
onscopy,  but  it  was  used  in  one  case  to  re- 
move a long  intestinal  tube  which  had  be- 
come immobile  in  the  descending  colon 
after  being  cut  off  at  the  nose.  In  this  situa- 
tion, the  polyp  snare  was  employed  to 
grasp  the  end  of  the  small  intestinal  tube, 
and  then  this  latter  was  withdrawn  to  the 
anus  where  firm  traction  could  be  applied. 
The  tube  was  removed  uneventfully  with 
this  technique  within  24  hours. 

Follow-up  examination  of  patients  with 
stable  inflammatory  disease  of  the  colon 
has  become  a frequent  indication  for  col- 
onoscopy, and  can  be  performed  safely  in 
patients  with  clinically  stable  disease.  This 
condition  was  present  in  five  of  our  cases 
and  all  of  these  patients  tolerated  colonic 

1.  Indications  for  colonoscopy. 

Rule  out  synchronous  tumor  or  polyp  In  patient  with  known 
lesion 

Removal  of  certain  foreign  bodies 

Follow-up  for  inflammatory  colonic  diseases 

Clarify  equivocal  barium  enema  studies 

Further  investigation  of  patient  with  normal  x-rays  and 
persisting  colonic  symptoms 

Follow-up  after  cancer  resection  or  polypectomy 
Reduction  of  sigmoid  volvulus 
Technical  impracticality  of  sigmoidoscopy 
Diagnosis  of  colonic  bleeding  site 
Colonic  polypectomy 
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preparation  without  difficulties.  Acute  coli- 
tis is  a distinct  contraindication  to  colono- 
scopy because  of  the  dangers  of  bowel  per- 
foration and  intolerance  to  the  necessary 
preparation. 

Clarifying  equivocal  results  of  barium 
enema  examination  is  another  well  recog- 
nized indication  for  colonoscopy.  Every 
radiologist  and  clinician  has  had  patients 
for  whom  the  results  of  two  or  perhaps 
three  barium  x-ray  studies  are  equivocal. 
Colonoscopy  can  be  invaluable  in  these  sit- 
uations. However,  colonoscopy  has  certain 
limitations  in  this  application,  the  most 
striking  of  which  would  be  the  inability  to 
inspect  the  colon  above  a stricture.  If  a nar- 
rowed area  can  be  entered  and  both  sides 
examined  and  biopsied,  then  the  colono- 
scopist’s  impression  and  biopsies  should 
be  valid.  If,  however,  the  instrument  can- 
not be  inserted  above  the  stricture,  then 
the  diagnostic  reliability  of  this  technique 
will  be  decreased.  This  indication  was  pre- 
sent in  six  patients  in  our  series.  In  five  of 
these  patients,  the  diagnosis  was  clarified 
accurately.  In  the  sixth  case,  the  narrowed 
area  of  the  colon  could  not  be  entered,  and 
no  obvious  abnormality  was  found.  Be- 
cause of  the  clinical  suspicion  in  this  case 
however,  laparotomy  was  undertaken  and  a 
carcinoma  of  the  colon  was  found.  When 
examining  a patient  to  resolve  equivocal 
barium  enema  findings,  it  is  important  to 
be  absolutely  positive  that  the  area  in  ques- 
tion has,  in  fact,  been  visualized.  Forthis 
reason  we  employ  fluoroscopy  in  many  of 
these  examinations. 

Another  indication  for  the  use  of  the  col- 
onoscope  is  the  further  investigation  in 
cases  where  the  patient  has  persisting  col- 
onic symptoms  and  a negative  barium 
enema  report.  When  doing  colonoscopy  for 
a demonstrated  lesion,  it  is  not  uncommon 
for  us  to  identify  other  lesions  which  were 


not  suspected  with  the  original  set  of 
x-rays.  Some  of  these  second  lesions  are 
quite  small,  but  on  occasion  fairly  large 
polyps  have  been  identified  through  the 
endoscope.  The  same  is  true  of  small  car- 
cinomas, and  it  is  clear  that  colonoscopy 
will  identify  lesions  not  seen  on  barium 
enema  examinations. 

Another  common  indication  for  colono- 
scopy is  for  follow-up  examination  of  pa- 
tients who  have  had  colonic  polyps  or  car- 
cinomas removed.  In  our  series,  four  pa- 
tients who  had  previous  endoscopic  poly- 
pectomy demonstrated  another  polyp  at 
the  time  of  the  six-month  follow-up  exami- 
nation. It  can  be  anticipated  that  the  longer 
the  follow-up  period,  the  greater  the  inci- 
dence of  these  metachronous  polyps  will 
be.  The  same,  of  course,  applies  to  follow- 
up of  patients  with  colonic  carcinoma  due 
to  the  well  known  phenomenon  of  meta- 
chronous neoplasia.  Colonoscopy  is,  in  ad- 
dition, a useful  tool  forthe  examination  of 
colonic  anastomoses  for  cancer,  particular- 
ly since  the  anastomotic  area  is  so  com- 
monly the  location  of  tumor  recurrence. 

A less  common  indication  for  colono- 
scopy is  forthe  reduction  of  sigmoid 
volvulus,  but  we  have  not  had  occasion  to 
use  the  colonoscope  for  that  purpose. 

Another  less  frequent  indication  will  be 
the  examination  of  the  patient  who  requires 
sigmoidoscopy,  but  for  various  technical 
reasons  cannot  be  properly  examined  with 
the  rigid  sigmoidoscope.  An  example  of 
this  would  be  a patient  in  a body  cast,  or  a 
patient  who  for  other  reasons  could  not  be 
adequately  positioned  forthe  rigid  sig- 
moidoscope. 

Another  indication  for  colonoscopy  is  in 
the  diagnosis  of  massive  intestinal  bleed- 
ing. Technical  difficulties  involved  in  this 
can  at  times  prevent  a safe,  adequate  ex- 
amination because  excessive  blood  is  pre- 
sent, and  in  these  circumstances  the  ex- 
amination must  be  terminated  immediately 
with  noconclusion  obtainable.  In  situations 
where  the  colon  can  be  adequately  prepar- 
ed, however,  the  colonoscope  could  be  use- 
ful. In  our  series,  there  was  one  case  in 
which  such  acute  bleeding  required  col- 
onoscopy, but  no  diagnosis  was  possible 
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because  of  the  large  amount  of  blood 
present. 

The  indication  for  colonoscopy  which 
is  receiving  significant  attention  at  present 
is  polypectomy.  Any  number  of  polyps,  of 
any  size,  can  be  removed  from  any  location 
in  the  colon.  Polyps  from  the  cecum  are 
removed  in  the  same  manner  as  the  more 
frequent  sigmoid  polyps.  The  greatest 
number  of  polyps  that  we  removed  at  one 
session  was  11,  and  the  largest  size  polyp 
was  4.5  cm.  Even  larger  polyps  can  be 
removed. 

As  a corollary  to  polypectomy,  routine 
colonoscopy  should  be  performed  in  mem- 
bers of  the  immediate  family  of  patients 
with  a high  familial  incidence  of  colonic  car- 
cinoma or  polyps,  and  in  patients  who  have 
an  immediate  relative  who  developed  col- 
onic carcinoma  or  polyps  at  an  unusually 
young  age.  In  our  series  there  are  two  such 
families,  and  in  these  we  have  examined 
four  asymptomatic  relatives  of  two  patients 
known  to  have  colonic  carcinoma.  In  these 
four  asymptomatic  relatives,  there  were  two 
with  small,  benign  polyps.  Follow-up  for 
life  is  clearly  indicated  in  such  families  on 
an  every-six-months  basis,  and  it  isfeltthat 
colonoscopy  rather  than  barium  enema  is 
indicated  because  much  smaller  lesions 
can  be  identified  endoscopically. 

Colonoscopic  Polypectomy 

The  most  frequent  therapeutic  application 
of  colonoscopy  is  for  polypectomy.  A signi- 
ficant number  of  cases  have  been  accumu- 
lated, and  some  preliminary  conclusions 
can  be  drawn  from  them  as  well  as  for  our 
own  experience.  The  safety  of  the  proce- 
dure is  well  established.  The  exemplary 
series  of  Wolff  and  Shinya,®  in  which  vir- 
tually no  complications  have  occurred,  can 
be  compared  with  the  experience  of  other 
colonoscopists,  who  report  complication 
rates  in  the  2-5%  range.^  Contrast  this 
with  a 20-25%  complication  incidence  as 
reported  by  Kleinfeld  and  Gump*^  for  trans- 
abdominal polypectomy,  and  it  is  abun- 
dantly clear  that  endoscopic  polypectomy 
does  indeed  represent  a great  advance  in 
safety  when  removing  colonic  polyps. 
Bleeding  following  polypectomy  has  been 


treated  with  observation  or  transfusion,  or 
both,  in  most  cases,  but  has  also  required 
laparotomy  on  occasion.  Perforations  of 
the  colon  generally  have  required  laparo- 
tomy, but  sometimes  bowel  rest  achieves 
resolution  of  the  perforation.  These  two 
most  common  complications  of  colonos- 
copy occur  both  in  diagnostic  as  well  as 
polypectomy  procedures,  so  one  must  ob- 
serve all  the  safety  precautions  whenever 
employing  this  instrument  for  whatever 
purpose. 

In  our  series  of  99  polypectomies,  there 
was  one  patient  with  bleeding  of  approxi- 
mately 350  cc.  No  transfusion  or  operation 
was  required,  as  this  bleeding  spontane- 
ously ceased.  There  were  no  incidences  of 
perforation,  and  the  complication  rate  was 
approximately  1 %. 


2.  Size  range  of  polyps  removed. 


Size 

Number 

0.5-1  cm 

54 

1-2  cm 

35 

2-3  cm 

8 

3-4  cm 

1 

4-5  cm 

1 

3.  Location  of  polyps  removed. 

Location 

Number 

Sigmoid 

65 

Descending 

17 

Transverse 

13 

Ascending  and  cecum 

4 

4.  Diagnoses  of  polyps  removed. 

Diagnosis 

Number 

Adenomatous 

38 

Villoglandular 

25 

Hyperplastic 

25 

Villous  adenoma 

2 

Juvenile 

8 

Carcinoma 

1 
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Of  the  53  patients  from  whom  these  99 
polyps  were  removed,  the  male  to  female 
ratio  was  approximately  3.5:1  (41  male  and 
12  female). 

The  size  range  of  these  polyps  is  illus- 
trated in  Fig  2,  and  varies  upward  from  0.5 
cm.  No  polyps  measuring  under  0.5  cm. 
are  included  in  this  series. 

The  location  of  these  polyps  is  seen  in 
Fig3,  and  follows  the  well  known  distribu- 
tion of  neoplastic  diseases  of  the  colon. 

The  pathologic  diagnoses  are  shown  in 
Fig  4,  and  again  confirm  the  well  known 
clinical  incidence  of  various  types  of  colon- 
ic polypoid  lesions. 

It  is  important  to  note  that  the  one  car- 
cinoma which  was  removed  as  a polypoid 
lesion  was  entirely  excised  with  the  snare 
polypectomy.  The  view  of  experienced  en- 
doscopists is  that  if  the  carcinoma  is  limit- 
ed to  the  head  portion  of  the  polyp,  and 
does  not  invade  the  stalk,  then  endoscopic 
polypectomy  represents  adequate  manage- 
ment. If  there  is  microscopic  invasion  of 
the  stalk,  of  course,  a colon  resection 
should  be  performed.’^ 

Colonoscopic  polypectomy  offers  an  ad- 
ditional advantage  over  the  transabdomin- 
al route,  and  that  is  in  terms  of  hospital 
morbidity  and  hospital  cost.  The  mean 
length  of  stay  in  the  hospital  following 
laparotomy  polypectomy,  as  reported  by 
Goldhaber  and  associates,®  was  18.8  days, 
as  compared  to  4.4  days  with  endoscopic 
polypectomy.  Many  polypectomies  can  be 
performed  safely  on  an  outpatient  basis, 
with  several  hours’  postprocedure  observa- 
tion and  basically  no  formal  stay  in  the 
hospital.  In  terms  of  cost,  Goldhaber's 
comparative  figures  were  $3,241  for  lapar- 
otomy polypectomy  and  $1,075  for  endos- 
copic polypectomy.  Outpatient  polypec- 
tomy, of  course,  can  be  performed  with  a 
saving  of  approximately  $100  per  day  in 


which  hospitalization  is  not  required,  fora 
figure  more  in  the  $600  range.  This  com- 
pares most  favorably  with  the  $3, 000-plus 
cost  of  a transabdominal  polypectomy. 

Further,  the  several  weeks  to  months 
period  of  work  loss  incurred  after  laparo- 
tomy can  be  entirely  obviated  by  endoscop- 
ic polypectomy.  Many  of  our  polypectomy 
patients  were  back  at  their  jobs  the  same 
day  of  the  procedure,  and  all  were  back  to 
work  the  following  day. 

Summary 

Our  experience  with  colonoscopy  closely 
parallels  that  of  other  endoscopic  sur- 
geons, and  illustrates  the  variety  of  clinical 
applications  of  the  flexible  fiberoptic  colon- 
oscope,  demonstrating  its  safeties,  its  po- 
tential hazards,  and  its  chief  areas  of 
usefulness. 
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Colposcopy  in 

the  gynecologist’s  office 


James  G.  Stouffer,  MD 

The  colposcope  was  developed  by  Hans 
Hinselmann  in  Hamburg  in  1926T  Com- 
bining his  knowledge  of  optics  and  his 
curiosity  about  the  origins  of  cervical  can- 
cer, he  constructed  an  instrument  utiliz- 
ing a powerful  light  source  associated 
with  lenses  which  magnified  the  image. 

Use  of  the  instrument  spread  gradually 
throughout  Europe,  and  by  1955  it  was  in 
use  in  many  major  European  clinics.  Early 
proponents  added  refinements  and  modi- 
fications to  Hinselmann’s  original  con- 
cepts.-’^ 

Coppelson,  Pixley,  and  Reid^  have  point- 
ed out  that  concepts  have  been  developed 
largely  on  disciplines  which  concern 
themselves  with  events  at  the  microscopic 
and  ultrastructural  levels.  There  has 
been  a hiatus  in  that  zone  between  what  is 
seen  with  the  naked  eye  and  what  is  seen 
with  the  low  power  of  the  microscope. 
Highly  useful  as  the  microscopic 
approach  has  been  in  the  study  of  tissues, 
its  value  is  enhanced  when  combined  with 
careful  observation  at  the  intermediate 
magnifications  provided  by  the  colpo- 
scope. A new  world  is  revealed,  any  part 
of  which  can  then  be  subject  to  excision 
biopsy  and  microscopy. 

Colposcopy  is  a clinical  discipline,  nei- 
ther dependent  on  nor  independent  of  its 
fellow  disciplines  of  exfoliative  cytology 
and  histology,  yet  capable  of  permitting 
sound  judgment  in  some  of  the  most  diffi- 
cult problems  of  the  cervix.  Colposcopy 
furthermore  enables  the  clinician  to  ap- 
preciate and  understand  the  physiology 
and  pathology  of  the  cervix  in  a fashion  not 
approached  by  any  other  method. 

Why  has  such  a valuable  technique  en- 
tered the  English-speaking  world  so  slowly 
and  with  misgivings?  Undoubtedly  the  ad- 
vent of  the  Papanicolaou  smear  was  a ma- 
jor factor.  As  a result,  perhaps  of  national 


and  provincial  attitudes,  an  almost  uni- 
versal misconception  arose  that  the  tech- 
niques of  colposcopy  and  exfoliative  cytol- 
ogy were  in  opposition.  Until  recently, 
their  possible  complementary  value  re- 
ceived scanty  consideration.  To  the  gyne- 
cologist the  ease  of  taking  a smear  and  ob- 
taining a report  is  appealing.  On  the  other 
hand,  some  knowledge  of  gynecological 
pathology  is  an  obligatory  complement  to 
the  understanding  of  the  colposcopic  im- 
age. Language  difficulties,  the  necessity  of 
learning  new  and  unfamiliar  terms,  the 
lack  of  teachers,  the  difficulty  of  self-tui- 
tion, the  paucity  of  sufficient  publications 
in  English  on  the  subject,  and  the  frank 
disapproval  of  colposcopy  by  some  emi- 
nent gynecologists  and  pathologists  in  the 
United  States  and  United  Kingdom  have 
been  other  factors. 

Critics  say  that  the  method  is  too  im- 
practical, too  complex,  and  too  expensive. 
With  skill  and  practice,  the  procedure  is 
little  more  time  consuming  than  the  intro- 
duction of  a speculum  and  the  taking  of  a 
smear.  Scott®  has  stated  that  a negative 
screening  colposcopic  examination  takes 
less  than  two  minutes.  Complexity  is  an  in- 
sufficient argument  on  which  to  condemn 
a method  merely  on  the  grounds  of  a 
short  apprenticeship.  As  to  expense,  the 
cost  of  the  instrument  may  be  recovered 
by  the  performance  of  colposcopic 
screening  examinations  at  the  time  of  ob- 
tainingthe  Papanicolaou  smear. 

That  optimal  results  will  be  obtained  by 
the  simultaneous  use  of  colposcopy  and 
cytology  has  been  shown  by  the  classical 
reports  from  the  clinics  of  Navratil  and 
Limburg  and  many  others.  Studies  have 
shown  the  accuracy  of  colposcopy  alone  to 
be  about  85-90% , and  the  accuracy  of  cy- 
tology to  be  about  85-90%.  Utilizing  both 
techniques  together,  the  accuracy  ap- 
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proaches  100%.  Coppelson,  in  utilizing 
the  colposcope  in  taking  cytological 
smears  in  321  cases  of  preclinical  carci- 
noma of  the  cervix,  found  positive  results 
in  92%  with  colposcopy,  93%  with  cytol- 
ogy, and  98%  with  combined  techniques. 
Without  colposcopy  it  is  impossible  to  be 
certain  of  the  actual  false  negative  cytol- 
ogy rate,  for  if  a patient  has  no  suggestive 
symptoms  and  signs  and  the  smear  is  neg- 
ative, the  cervix  usually  is  not  subject  to 
any  further  examination. 

Colposcopy,  because  it  enables  the  phy- 
sician to  define  precisely  the  size,  site, 
and  quality  of  most  atypical  cervical  le- 
sions, also  enables  identification  of  the 
source  of  cellular  abnormality  and  allows 
a safe  selection  of  the  location  from  which 
a biopsy  is  to  be  made. 

Materials  and  Methods 

We  have  been  doing  colposcopic  screening 
in  our  private  gynecological  practice 
since  February  1973.  A colposcope  utiliz- 
ing 13.5  X magnification  is  used. 

This  report  illustrates  the  experience 
and  the  results  of  routine  colposcopic 
screening  for  a one-year  period  in  the  of- 
fice of  a practicing  gynecologist.  From 
May  1, 1973  to  May  1,  1974,  we  have  ex- 
amined 1,302  patients  by  colposcopy. 
Most  of  these  patients  were  examined  at 
the  same  time  a Papanicolaou  smear  was 
obtained.  A few  were  referred  by  other 
physicians  because  of  abnormal  cytolo- 
gical findings. 

The  procedure  has  been  offered  as  an 
option  to  the  patients.  We  explain  that  in 
order  to  provide  total  gynecologic  care  we 
are  advising  a colposcopic  screening 
examination  at  the  time  of  the  Papanico- 
laou smear  or,  if  indicated,  at  the  time  of 
other  pelvic  examinations.  A small  folder 


explaining  the  procedure  is  given  to  each 
patient. 

After  having  read  the  folder  and  having 
had  the  procedure  explained,  the  most 
frequently  asked  question  is,  "Does  it 
hurt?”  The  patient  is  reassured,  and  the 
majority  of  patients  then  request  the 
examination.  Most  have  expressed  great 
pleasure  to  learn  there  is  an  improved  di- 
agnostic method  available  to  them. 

Results 

Colposcope-directed  biopsies  using  the 
Eppendorfer  biopsy  forceps  were  per- 
formed on  96  patients  who  represented 
abnormal  colposcopic  patterns.  The  pro- 
cedure is  almost  totally  painless  and  no 
analgesia  is  required.  Bleeding  is  general- 
ly well  controlled  by  the  use  of  tampons 
and  has  not  been  a problem.  The  histologi- 
cal results  of  these  biopsies  are  shown  in 
Figl. 

Correlation  of  the  directed  biopsies 
with  cytology  is  illustrated  in  Fig  2.  Note- 
worthy are  the  two  patients  who,  in  the 
presence  of  class  II  Papanicolaou  smears, 
exhibited  abnormal  colposcopic  patterns 
which  indicated  biopsy.  The  biopsies  yield- 
ed carcinoma  in  situ  in  both  patients,  and 
definitive  therapy  was  accomplished. 

The  one  patient  with  adenocarcinoma  of 
the  cervical  canal  had  a class  IV  Papanico- 
laou smear,  however,  the  lesion  was 
readily  visualized  with  the  colposcope  and 
biopsy  was  performed  concurrently  with 
thetakingof  the  smear.  In  retrospect,  the 
smear  was  only  of  academic  interest. 

The  patients  showing  severe  dysplasia 
showed  primarily  class  II  smears. 

It  is  not  within  the  scope  of  this  study  to 
discuss  or  evaluate  the  therapy;  however, 
in  all  cases  wherein  definitive  therapy  was 
performed  (conization  or  hysterectomy). 
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the  histologic  diagnosis  of  the  surgical 
specimen  was  in  general  agreement  with 
the  directed  biopsy  diagnosis.  Certainly  in 
a larger  series  one  would  expect  some 
variation. 

Discussion 

In  the  absence  of  colposcopy,  biopsy  pro- 
cedures tend  to  fall  into  two  rigidly  pre- 
scribed routines:  one  group  favors  the  ex- 
clusive use  of  cold  knife  conization,  even  in 
pregnancy,  for  the  investigation  of  both 
doubtful  and  positive  smears;  the  other  fa- 
vors the  use  of  multiple  punch  biopsy,  usu- 
ally thefour  quadrant  type.  Fearthat  the 
random  entry  of  the  scalpel  or  punch  bi- 
opsy may  have  missed  the  true  area  of  in- 
volvement is  only  partially  alleviated  by 
the  use  of  Schiller’s  test. 

Neither  of  these  routines  can  replace 
the  adaptation  of  the  biopsy  directed  to 
the  size  and  shape  of  the  lesion  as  re- 
vealed by  direct  observation  with  the  col- 
poscope.  With  this  flexibility  comes  the  as- 
surance of  dealing  directly  with  the  criti- 
cal site.  Colposcopy  accurately  defines  the 
histopathology  of  the  cervical  lesion  in  all 
cases  in  which  the  lesion  does  not  extend 
into  the  endocervical  canal  and  the  entire 
squamocolumnar  junction  can  be  fully 


1.  Colposcope-direcled  biopsy  of  cervix,  May  1, 
1973-May  1, 1974. 


Pathological  Diagnoses 

Squamous  metaplasia 

Dysplasia 

9 

Mild 

44 

Moderate 

15 

Severe 

15 

Carcinoma  in  situ 

9 

Invasive  carcinoma 

1 

Adenocarcinoma 

1 

Condyloma 

1 

Papilloma 

1 

Total  96 

visualized.  StafI  and  Mattingly®  found 
that  the  squamocolumnar  junction  was  not 
entirely  visible  in  only  12.8%  of  their 
cases. 

Biopsy  directed  by  the  colposcope  pre- 
vents the  cervical  bleeding  which  fre- 
quently results  from  the  large  multiple 
punch  biopsies  or  cervical  conization. 
Avoiding  conization  in  pregnant  patients 
means  avoiding  an  increased  risk  of  abor- 
tion and  premature  delivery  as  well  as  the 
cervical  incompetence  that  can  result 
from  the  operative  procedure. 

StafI  and  Mattingly  have  reported  that 
the  need  for  diagnostic  conization  and  its 
attendant  complications  and  cost  were 
eliminated  in  more  than  85%  of  1,410  pa- 
tients referred  for  colposcopic  evalua- 
tion. Most  of  these  patients  were  referred 
because  of  abnormal  cytologic  findings. 
Diagnostic  conization  was  performed  in 
only  80  (5.6%)  patients  wherein  col- 
poscopy was  unsatisfactory. 

Scott^  has  found  that  most  dysplasia 
has  been  cytologically  negative  and  colpo- 
scopically  positive.  If  dysplasia  is  indeed 
premalignant,  much  cancer  of  the  cervix 
could  be  prevented  by  the  removal  of 
these  lesions  by  selective  colposcope- 
directed  biopsy.  In  his  series  of  19  cases 
of  carcinoma  in  situ,  cytology  missed 
three  cases  and  colposcopy  missed  two.  In 
eight  cases  of  invasive  cancer  involving 
the  cervix,  cytology  missed  two  and  colpo- 
scopy missed  one.  There  were  no  known 
lesions  missed  by  both  methods. 

There  are  two  schools  of  thought  about 
the  proper  utilization  of  colposcopy.  First 
are  those  who  advocate  routine  screening 
of  all  patients  at  the  time  of  the  Papanico- 
laou smear.  Second  are  those  who  adhere 
to  the  concept  that  colposcopy  should  be 
reserved  only  for  those  patients  with 
abnormal  results  of  cytologic  studies. 
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In  large  clinics  where  the  personnel 
and  facilities  are  overtaxed,  routine  col- 
poscopic  screening  is  not  currently  prac- 
tical. There  are  too  few  trained  colpo- 
scopists  and  too  little  time. 

In  the  private  gynecologist’s  office,  how- 
ever, routine  colposcopic  screening  can 
be  performed  with  the  addition  of  a mini- 
mal amount  of  the  physician's  time.  The 
private  patient  is  an  individual  who  is  seek- 
ing examination  forthe  detection  of  ab- 
normalities and  willingly  pays  for  this  ser- 
vice. She  is  not  a number,  and  is  not  a sta- 
tistic. She  is  either  100%  well,  or  she  is 
100%  not  well.  It  makes  no  difference  to 
herwhethershe  stands  a 1 %,  10%,  or  a 
50%  chance  of  illness — she  wants  to 
know  whether  she  is  or  is  not  healthy!  If 
colposcopy  provides  the  key  to  diagnosing 
malignancy  in  only  one  patient  out  of  sev- 
eral hundreds  orthousands,  it  is  mighty 
important  to  the  one  patient  involved.  This 
is  a question  all  physicians  need  to  assess 
for  many  different  and  multiple  diagnostic 
procedures.  Are  they  worth  the  time,  ef- 
fort, and  expense? 

While  the  emphasis  uptothis  point  has 
been  on  the  detection  of  cervical  neo- 
plasia, it  should  be  pointed  out  that  colpo- 
scopy is  worthwhile  in  the  evaluation  of 
other  cervical  disorders  as  well  as  vaginal 
and  vulvar  abnormalities. 

Cervical  polyps  are  more  easily  visu- 
alized, and  with  the  colposcope  one  can 
readily  determine  their  character.  Re- 
moval in  the  office  is  greatly  enhanced  by 
colposcopic  visualization.  Many  cervical 
polyps  have  been  discovered  with  the  col- 
poscope that  were  not  visible  to  the  naked 
eye.  While  they  probably  are  not  very 
important  when  they  are  so  small,  it  is  re- 
assuringto  the  clinician  to  discover  them 
and  to  be  able  to  follow  their  course  at 
subsequent  examinations. 


Recently,  vaginal  adenosis  in  young 
girls  whose  mothers  were  given  diethyl- 
stilbestrol  (DES)  during  pregnancy  has 
received  considerable  attention.®  Colpo- 
scopy has  been  shown  to  be  an  accurate 
method  forthe  diagnosis  and  evaluation  of 
vaginal  adenosis  and  clear-cell  adenocar- 
cinoma. 

Condylomata  acuminata  seem  to  be 
progressively  more  resistant  to  therapy. 
One  may  believe  they  have  been  complete- 
ly eradicated  when  examined  with  the 
naked  eye,  only  to  discover  small  lesions 
remaining  when  the  colposcope  is  used  to 
examine  the  vulva.  Colposcopy  has  been 
most  helpful  in  evaluating  and  treating 
these  lesions. 

Herpes  progenitalis  lesions  are  visual- 
ized more  easily  by  colposcopy.  One  may 
be  sure  the  medication  of  choice  is  being 
properly  applied  with  the  added  magnifi- 
cation of  the  involved  areas. 

Chronic  vulvitis  can  be  evaluated 
more  completely  by  colposcopy.  Vulvar 

2.  Correlation  of  cervical  biopsies  with  results  of 
Papanicolaou  smears. 


Papanicolaou  Class 


Colposcope- 
Di reeled 
Biopsy 
Results 

Class  I 

Class  II 

Class  III 

Class  IV 

Class  V 

Squamous 

Metaplasia 

7 

2 

Mild 

Dysplasia 

17 

26 

1 

Moderate 

Dysplasia 

4 

8 

3 

Severe 

Dysplasia 

1 

13 

1 

Carcinoma  In 
Situ 

2 

6 

1 

Invasive 

Carcinoma 

1 

Adeno- 

carcinoma 

1 

Condyloma 

Papilloma 

1 

1 
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lesions  can  be  visualized  and  directed 
biopsy  may  be  done  with  increased  accu- 
racy. It  is  reassuring  to  the  clinician  when 
the  vulva  of  a patient  with  chronic  vulvitis 
has  been  scanned  with  the  colposcope  and 
no  indications  of  carcinoma  are  found.  We 
have  always  worried  that  we  might  some 
day  overlook  a vulvar  carcinoma  in  these 
cases. 

Finally,  it  appears  that  routine  colpo- 
scopic  screening  used  in  conjunction  with 
exfoliative  cytology  by  the  private  practic- 
ing gynecologist  is  a worthy  procedure.  It 
is  true  that  the  examination  takes  a few 
more  moments  of  his  time;  however,  most 
of  us  lose  our  office  time  in  talkingwith  pa- 
tients— not  in  examining  them.  It  takes 
time  and  effort  to  learn  and  to  master  the 
colposcopy  technique.  The  instruments 
are  expensive.  On  the  other  hand,  colpo- 
scopy not  only  provides  a better  under- 
standing of  the  physiology  and  pathology 
of  the  cervix,  but  is  rewarding  in  that  one 
is  assured  of  providing  better  and  more 
complete  gynecological  care.  What  could 
be  more  satisfying  than  to  discover  carci- 
noma in  situ  that  would  have  been  over- 
looked without  colposcopy? 
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AN  OPEN  LETTER  FROM  BUD  WILKINSON 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 


DEAR  DOCTOR: 

For  the  past  five  years  I have  served  as  Chairman  of  the  Board  of  Planned 
Marketing  Associates,  a Texas  based,  nationally  prominent  insurance  company.  Two 
years  ago  our  company,  PMA,  merged  with  the  S.  S.  Kresge  Company,  operators  of 
the  well  known  K-Mart  stores.  Kresge  is  America’s  third  largest  retailer. 

Approximately  a year  ago,  a group  of  Texas  doctors  came  to  us  seeking  our 
professional  help  in  assisting  them  in  the  establishment  of  an  insurance  company  to 
meet  the  problems  they  were  beginning  to  face  in  getting  adequate  malpractice 
coverage  at  acceptable  rates.  As  you  know,  the  problem  of  malpractice  insurance  is 
national  in  scope. 

Since  being  contacted  by  a group  of  doctors  in  Texas,  we  have  made  the  following 
progress: 

• We  have  chartered  and  licensed  a multiple-line  casualty  company  in  the  State  of 
Texas,  AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE.  API  is  a 
non-profit,  DOCTOR  OWNED  AND  CONTROLLED  company. 

• We  have  employed  Mr.  Graham  Alexander,  for  22  years  the  lead  underwriter  at 
Lloyds,  London  for  U.  S.  malpractice  coverage,  to  negotiate  reinsurance  for 
additional  coverage  to  one  million  dollar  limits  for  API  MEMBER  Policy  holders. 

• We  have  provided  expert  legal  counsel  to  represent  doctor  interests. 

TO  REPEAT,  The  Company  was  established  at  the  request  of  a group  of  doctors  in 
Texas.  To  succeed,  additional  participants  are  needed. 

FOR  MORE  DETAILED  INFORMATION  please  contact  me  or  our  Company. 
Arrangements  will  be  made  to  forward  all  pertinent  materials  for  your 
consideration. 

Yours  verv  trulv. 


Charles  "Bud”  Wilkinson 


FOR  INFORMATION  ONLY  AND  SHOULD  NOT  BE  CONSTRUED  AS  AN  ENDORSEMENT  BY  TMA. 


AMERICAN  PHYSICIANS  SERVICE  CORPORATION 


1400  FRITO-LAY  TOWER  DALLAS,  TEXAS  75235  PHONE  (214)  350-5553 
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Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

- - A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED. 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Clark  W.  Brazil,  MJ). 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Marfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 
Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D..  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


for  the  inflamed  phase 
of  hemorrhoidal  flare-up 

Anusol-HC " Cream:  Rx  only.  Each  gram  contains: 
Hydrocortisone  Acetate  5.0  mg:  Bismuth  Subgal- 
late  22.5  mg;  Bismuth  Resorcin  Compound  17.5 
mg;  Benzyl  Benzoate  12.5  mg;  Peruvian  Balsam 
17.5  mg;  Zinc  Oxide  110.0  mg.  Also  contains  the 
following  inactive  ingredients:  propylene  glycol, 
bismuth  subiodide,  propylparaben,  methylparaben, 
polysorbate  60  and  sorbitan  monostearate  in  a 
water-miscible  base  of  mineral  oil  and  glyceryl 
monostearate.  Non-staining. 

Anusol-HC " Suppositories:  Rx  only.  Each  contains; 
Hydrocortisone  Acetate  10.0  mg;  Bismuth  Subgal- 
late  2.25%;  Bismuth  Resorcin  Compound  1.75%; 
Benzyl  Benzoate  1.2%;  Peruvian  Balsam  1.8%; 
Zinc  Oxide  11.0%.  Also  contains  the  following  inac- 
tive ingredients:  bismuth  subiodide,  calcium  phos- 
phate, and  coloring  in  a bland,  hydrogenated  oil-cocoa 
butter  base. 

CAUTION:  Federal  law  prohibits  dispensing 
Anusol-HC®' Cream  and  Anusol-HC “ Suppositories 
without  prescription. 

for  the  maintenance 
and  protection  phase 

Anusol  Suppositories  and  Ointment:  Except  for 
hydrocortisone  acetate,  these  forms  contain  the 
same  percentages  of  active  ingredients  as  listed 
above. 

Contraindications;  History  of  sensitivity  to  any 
component.  Topical  corticosteroids  should  not  be 
employed  in  tuberculous,  fungal  and  most  viral 
lesions  of  skin  (including  herpes,  vaccinia  and  vari- 
cella). 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established.  Therefore, 
during  pregnancy  they  should  not  be  used  unneces- 
sarily on  extended  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions;  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment.  When  there  is 
bacterial  skin  infection,  topical  corticosteroids 
should  be  used  only  with  appropriate  concomitant 
anti-microbial  therapy.  Prolonged  or  excessive  use 
of  corticosteroids  might  produce  systemic  effects. 

Dosage  and  Administration:  Anusol-HC  Cream; 

/IMs- Remove  tube  cap  and  attach  the  plastic 
applicator.  After  gentle  bathing  and  drying  of  the 
area,  apply  to  the  exterior  surface  and  gently  rub  in. 
For  internal  use,  insert  the  applicator  by  applying 
gentle,  continuous  pressure.  Then  squeeze  the  tube 
to  deliver  medication.  Cream  should  be  applied  3 or  4 
times  a day  for  3 to  6 days  or  until  inflammation 
subsides.  Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories  or  Ointment. 

Anusol-HC  Suppositories:  One  suppository  in  the 
morning  and  one  at  bedtime,  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  patient  com- 
fort with  regular  Anusol. 

Anusol  Suppositories:  One  in  the  morning,  one  at 
bedtime;  and  one  immediately  following  each  evac- 
uation. 

Anusol  Ointment:  Apply  freely  to  the  anoderm  as 
often  as  necessary,  usually  2 to  4 times  a day. 

Full  information  available  on  request. 

Warner  Ciiiicott 

Division, 

Warner-Lambert  Company, 

Morris  Plains. 

New  Jersey  07950 
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Artist's  interpretation  in  bas-relief  of 
external  hemorrhoids,  postoperative  anorectal 
wounds  and  anal  dermatitis. 


Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains.  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  bums,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infecbon. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin"  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept,  PML. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


HUNDREDS  OF  HOURS 
MILES  OF  TAPE 
TO  BRING  YOU 


this 


TMA's  1976  Conference  on 
Legislation  and  Medical  Service 

You  can  get  highlights  of  the  all-day  conference  on 
one  90  minute  cassette  tape.  Hear  experts  discuss 
vital  issues  such  as: 

• Professional  liability 
insurance 

• National  health 
insurance 

o Medical  manpower  and 
education 

• Congressional  issues 

The  malpractice  insurance  update  includes  Don 
Webb,  MD,  and  Milton  Davis,  MD,  members  of  the 
Professional  Liability  Study  Commission  \who  discuss 
the  commission  and  TMA’s  role  in  the  crisis.  Paul 
Gray,  director  of  TMA's  Medical  Service  Department, 
analyzes  some  data  from  the  statewide  physician 
survey  on  the  crisis. 

Other  featured  speakers  include  Richard  Lesher, 
president  of  the  U.S.  Chamber  of  Commerce;  Con- 
gressman J.J.  Pickle  of  the  House  Ways  and  Means 
Committee;  Edgar  Beddingfield  Jr.,  MD,  chairman  of 
the  AMA  Council  on  Legislation;  Tom  Nesbitt,  MD, 
speaker  of  the  AMA  House  of  Delegates;  and  health 
leaders  Sam  Nixon,  MD;  Rex  Kirkley,  MD;  Sam 
Barnes,  MD;  and  C.  Lincoln  Williston. 

Send  your  order  to  the  TMA  Department  of  Communica- 
tion, 1801  N.  Lamar,  Austin,  Texas  78701.  Tapes  are  $3.50 
apiece. 


Announcing',  the  only  publication  you  need 
to  read  to  keep  you  up-to-date  on  developments  in 
MALPRACTICE  AND  INSURANCE  that  affect 
every  practicing  physician. 

Never  has  the  physician  in  America  seen  any- 
thing that  has  affected  his  practice  and  the  future 
of  medicine  like  the  malpractice  crisis,  and  no  end 
is  in  sight. 

Every  month  in  Malpractice  and  Insurance 
Digest,  you  will  receive  valuable  information  on: 

1.  Latest  developments  in  malpractice  litiga- 
tion— suits,  settlements,  verdicts,  attorneys 
involved  and  testifying  doctors; 

2.  Preventive  litigation — WHAT  YOU  CAN  DO 
TO  KEEP  FROM  BEING  SUED; 

3.  Legislation — proposed  and  enacted,  state  and 
federal; 

4.  Information  on  insurance  companies — their 
financial  statements  (are  they  really  losing 
the  money  they  say  they  are  ? ) , available  mar- 
kets, foreign  and  domestic; 

5.  Plans  and  solutions  to  the  malpractice  prob- 
lem— insurance  programs,  self-insurance,  no 
insurance; 

6.  What  the  plaintiff  lawyers  are  doing; 

7.  Guest  columns  and  interviews  by  judges,  at- 
torneys, insurance  company  officials  and  gov- 
ernment officials; 

8.  Information  on  other  types  of  insurance  that 
are  important  to  you — automobile,  office, 
home  and  workmens  compensation. 

THERE  IS  NO  OTHER  PLACE  TO  GET  THIS 
TYPE  OF  PERSONAL,  SPECIALIZED  INFOR- 
MATION. Malpractice  and  Insurance  Digest  is  the 
only  publication  of  its  kind.  Only  medical  doctors 
can  be  subscribers.  Any  article  could  be  worth 
thousands  of  dollars  to  you  in  time  and  money. 

1 

To  subscribe,  please  fill  in  the  coupon  and  send  it 

with  your  check  for  $36.00  for  a full  years  subscrip- 
' tion.  Tt  might  be  the  best  investment  you’ve  ever 
I made. 

I Malpractice  and  Insurance  Digest 
I P.  0.  Box  35813 
I Houston,  Texas  77035 

I I enclose  my  check  for  $36.00.  Please  send  me  Mal- 
practice and  Insurance  Digest. 

Name: 

I Address: 

j City  and  State Zip 


Publication  of  this  advertisement  should  not  be  construed  as  an  endorse- 
ment by  the  Texas  Medical  Association. 
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Geometric  total  knee  arthroplasty: 
Local  complications 

Kermit  W.  Fox,  MD 


Local  complications  were  noted  in  31  of  74 
knees  in  which  Geometric  total  knee 
arthroplasty  was  performed.  Nine  of  the 
knees  had  major  complications,  while  22 
had  minor  ones.  The  incidence  of  major 
complications  declined  sharply  from 
21.5%  in  the  first  half  of  the  series  to  only 
2.5%  in  the  second  half.  This  significant 
decrease  suggests  improvement  related 
to  experience  with  the  rather  technically 
difficult  operation. 

Total  knee  replacement  initially  was  con- 
fined to  the  constrained  or  hinged  type  of 
prosthesis,  such  asthe  Walldius,  Shiers, 
and  Guepar.  More  recently,  however, 
many  unconstrained  models  have  been 
and  arecontinuingto  be  developed.  Of  the 
latter,  the  Geometric  total  knee  is  one  of 
the  most  popular.  Local  complications  that 
occurred  in  a series  of  knees  in  which  this 
implant  was  used  are  reported. 

Clinical  Material 

Seventy-four  total  knee  arthroplasties  of 
the  Geometric  type  were  done  by  the  mem- 


1.  Ages  of  patients  are  shown  by  decade  when  knee 
arthroplasty  was  done. 


Decade 

No. 

Cases 

2 

1 

3 

0 

4 

3 

5 

9 

6 

24 

7 

16 

8 

9 

Age  range:  19-86  years 

2.  Incidence  of  local  complications  encountered  in 

74  total  knee  arthroplasties. 

Total:  31  Knees,  42% 

Major:  9 Knees,  12% 

Minor:  22  Knees,  30% 

bers  of  our  clinic  between  April  1972  and 
January  1975.  Twelve  patients  had  bilat- 
eral procedures.  There  were  48  females 
and  14  males;  ages  ranged  from  19  to  86 
years.  Age  distribution  is  shown  in  Fig  1. 

Fifty-six  arthroplasties  were  per- 
formed on  degenerative  knees,  15  on 
rheumatoid  knees,  two  on  knees  damaged 
by  trauma,  and  one  on  a hemophiliac  joint. 
The  transverse  transpatellar  surgical  ap- 
proach was  used  in  10  knees  (during  the 
first  21/2  to  3 months  of  our  experience) 
and,  with  one  exception,  the  long  median 
parapatellar  approach  was  used  in  the  re- 
maining 63.  The  one  exception  was  in  a pa- 
tient in  which  a lateral  hemiarthroplasty 
had  been  planned  preoperatively. 

Method 

The  method  of  study  used  was  to  review  all 
available  preoperative  and  postoperative 
x-rays,  the  operative  records,  the  hospi- 
tal charts,  and  the  office  clinical  records. 

A recent  follow-up  evaluation  was  attempt- 
ed in  each  case.  The  follow-up  periods  in 
59  cases  were  as  follows:  2V2-3  years,  4 
cases;  2-21/2  years,  4 cases;  1 1/2-2  years, 

7 cases;  1-1 1/2  years,  8 cases;  6 months- 
1 year,  15  cases;  under  6 months,  21  cas- 
es. Obviously,  the  follow-up  period  is  too 
short  in  many  cases  to  study  long-term 
problems.  Therefore,  this  report  is  re- 
stricted to  the  early  or  relatively  early 
complications. 

Complications 

Only  the  local  knee  problems  are  dis- 
cussed; the  general,  remote,  or  systemic 
ones  are  omitted.  These  local  complica- 
tions varied  regarding  seriousness,  time 
of  onset,  ease  of  diagnosis,  and  manage- 
ment. In  31  knees  (42%  of  this  series),  42 
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local  complications  were  noted.  Twenty- 
three  knees  had  a single  complication 
each,  whereas  8 knees  had  multiple  prob- 
lems. Of  the  31  joints  involved,  9 had  ma- 
jor and  22  had  minor  complications  (Fig 
2).  The  major  problems  were  of  a degree 
having  already  necessitated  additional 
surgical  correction  or  likely  to  require  it 
in  the  future.  Local  complications,  togeth- 
er with  the  number  of  knees  involved, 
were  deep  infection,  1;  loose  prosthetic 
component,  immediate,  2,  later,  3;  sepa- 
ration of  patellar  fragments,  4;  detach- 
ment of  patella  tendon,  3;  fracture  of  tib- 
ial  spine,  2;  subluxating  patella,  2;  loose 
tibial  prosthetic  component  marker,  2; 
loose  pieces  of  cement,  12;  transfixed 
drainage  tube,  1;  limited  motion,  9;  im- 
proper size  of  prosthesis,  l;and  malposi- 
tion of  prosthetic  components,  unknown. 

Deep  Infection 

An  86-year-old  female  had  a bilateral  total 
knee  arthroplasty  performed.  A deep  Es- 
cherichia coli  infection  developed  in  one  of 
her  knees  three  months  after  the  opera- 
tion. Antibiotic  treatment  and  simple 
drainage  failed  and  osteomyelitis  of  the 
proximal  tibia  followed.  Subluxation  of  the 
knee  developed.  This  finally  necessitated 
the  removal  of  the  implant  and  cement,  to- 
gether with  debridement.  The  knee  was 
salvaged  through  a fusion  accomplished 
by  the  compression  technique  26  months 
after  the  arthroplasty.  Shortening  of  the 
limb  was  approximately  6 cm. 

A second  case  of  questionable  deep  in- 
fection is  under  observation.  This  is  in  a 
71-year-old  rheumatoid  male  whose  knee 
never  did  function  ideally  following  total 
knee  arthroplasty.  Eleven  months  after 
surgery,  the  x-rays  showed  small  pieces 
of  cement  in  the  popliteal  space,  and  en- 


terococci were  cultured  from  the  knee  as- 
pirate. The  joint  improved  somewhat  with 
intravenous  and  oral  antibiotic  therapy, 
and  1 Vz  years  after  surgery  it  is  in  fairly 
good  condition. 

Loose  Prosthesis 

In  three  cases  the  tibial  component  was 
found  to  be  loose  at  sometime  followingto- 
tal  knee  arthroplasty.  Symptoms  were 
present  and  reoperation  and  recementing 
of  the  involved  prosthesis  was  necessary. 

In  a 71-year-old  female  with  rheu- 
matoid disease,  the  tibial  component  had 
to  be  recemented  at  the  time  of  the  origi- 
nal arthroplasty  because  it  was  somewhat 
loose  when  tested.  This  woman’s  knee  was 
asymptomatic  for  one  year  and  then  start- 
ed to  hurt  on  the  medial  side.  Twenty-sev- 
en months  postoperatively,  a culture  grew 
no  organisms  and  the  erythrocyte  sedi- 
mentation rate  was  normal.  An  arthro- 
gram  showed  a loose  tibial  prosthetic 
component  with  bone  erosion  primarily 
around  the  medial  fin.  The  loose  prosthesis 
together  with  the  cement  was  removed, 
the  tibial  plateau  debrided,  and  a new 
prosthesis  reinserted.  Subsequent  to  this, 
the  patient’s  pain  was  gone.  The  only  pos- 
sible cause  we  could  find  for  this  failure 
was  that  both  the  femoral  and  tibial  pros- 
theses  were  positioned  somewhat  further 
posteriorly  than  is  ideal. 

A second  case  was  in  a 66-year-old  fe- 
male with  a degenerated  knee.  She  was 
never  free  of  pain  after  her  arthroplasty. 

Six  months  postoperatively  she  was  seen 
elsewhere,  an  arthrogram  was  done,  and 
the  knee  was  operated  upon  again.  The  tib- 
ial component  was  found  to  be  loose  and 
the  femoral  component  was  perhaps  wid- 
er than  is  ideal.  Both  components  were  re- 
placed with  smaller  units.  To  my  knowl- 
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edge,  no  infection  was  found.  It  was  of  in- 
terest that  the  tibial  component,  when  re- 
moved, was  twisted  upon  itself.  This  could 
be  seen  in  the  preoperative  x-rays  in 
which  the  anteroposterior  wire  markers 
were  divergent  rather  than  parallel  on 
the  lateral  projection.  One  might  wonder 
whether  this  deformed  position  was  a 
cause  or  contributing  factor  to  the  loose- 
ness of  the  component.  Just  before  revi- 
sion, this  patient  had  pain  and  tenderness 
overthe  medial  femoral  condyle  and  the 
lateral  tibial  condyle.  The  former  might 
have  been  caused  by  the  medial  angle  of 
the  femoral  prosthesis  being  too  promi- 
nent due  to  excess  width. 

In  a third  case,  the  loose  tibial  prosthe- 
sis was  not  suspected,  but  was  found  to  be 
slightly  loose  at  the  time  of  a revision  for 
which  a subluxating  patella  was  the  indica- 
tion. This  prosthetic  component  was  re- 
placed. The  underlying  process  was  de- 
generative joint  disease  in  this  case. 

In  two  additional  cases  it  was  necessary 
to  recement  the  tibial  component  at  the 
time  of  the  initial  surgery  because  loose- 
ness was  noted  when  the  prosthesis  was 
tested.  During  a one-year  and  two-year 
follow-up,  respectively,  no  difficulty  has 
been  noticed  in  these  cases. 

There  are  certain  characteristics  of 
the  cement-bone  interface,  such  as  pro- 
gressive widening  and  scalloping,  that 
may  indicate  loosening  of  the  prosthetic 
component.  Unlike  in  total  hip  replace- 
ment, serial  x-rays  showing  comparable 
identical  projections  of  the  knee  are  vir- 
tually impossible  unless  fluoroscopy  is 
used  each  time  for  critical  positioning.  An- 
teroposterior projections  of  the  tibial 
component  with  the  prosthetic  fins  in  true 
profile  are  particularly  helpful  for  study- 
ing the  interface  line,  but  unfortunately 


only  a few  degrees  ot  rotation  obliterates 
this  true  view. 

Patella  Separation 

Duringthe  first  few  months  duringwhich 
we  did  Geometric  knee  arthroplasties,  ten 
knees  were  approached  through  an  ob- 
lique patella  osteotomy  as  described  by 
Walldius.  Of  these,  four  had  separation  of 
the  patella  fragments. 

The  first  patient  showed  a 5 mm  elonga- 
tion of  the  patella  osteotomized  frag- 
ments. He  attained  a good  final  result,  but 
lacked  full  extension  for  four  months. 

The  second  patient  pulled  her  patella 
fragments  apart  between  the  fourth  and 
sixth  weeks  postoperatively.  Because  of 
her  acceptable  progress,  this  was  not  re- 
paired, and  when  seen  33  months  later 
she  lacked  only  10  degrees  of  full  exten- 
sion. Considerable  painless  grating,  how- 
ever, was  noticed. 

The  third  patient  sustained  a fracture 
through  the  lower  pole  of  the  patella  three 
weeks  postoperatively  with  1 cm  separa- 
tion. This  was  not  treated.  He  attained  full 
extension,  but  retained  painless  clunking 
with  motion. 

The  fourth  patient  sustained  separation 
of  the  patella  osteotomized  fragments  at 
about  the  time  the  joint  was  manipulated 
two  weeks  postoperatively.  The  patella  was 
wired  immediately. 

These  patella  complications  were  all  re- 
lated to  the  transpatellar  approach.  Since 
it  is  now  known  that  the  long  medial  par- 
apatellar approach  is  quite  adequate, 
such  patellar  problems  should  no  longer 
occur. 

Detachment  of  Patella  Tendon 

In  one  case,  where  the  patella  tendon  had 


TEXAS  MEDICINE 


been  detached  for  medial  transfer,  the 
tendon  and  staple  pulled  loose  postopera- 
tively,  necessitating  restapling  ten  days  la- 
ter, Two  other  cases  had  inadvertent  par- 
tial separations  of  the  medial  portion  of 
the  patella  tendon  insertions.  One  was  re- 
paired by  staple  and  the  otherwas  su- 
tured. 

Fracture  of  Tibial  Spine 

In  one  knee  each  of  two  cases,  the  tibial 
spine  fractured  while  the  tibial  plateau 
was  being  reshaped.  In  each  instance,  the 
fragment  was  successfully  stabilized  by  a 
cancellous  compression  type  screw  and 
caused  no  problem  during  convalescence. 
This  complication  is  less  likely  if  the  verti- 
cal cuts  in  the  tibial  plateau  next  to  the  tib- 
ial spine  are  made  first  and  then  followed 
by  the  horizontal  ones.  Doing  this  in  the 
reverse  manner  leads  to  the  error  of  un- 
dercutting the  spine  (Fig  3). 

Subluxating  Patella 

Lateral  subluxation  of  the  patella  oc- 
curred in  two  knees  following  total  knee 
replacement.  In  the  first  patient,  femoro- 
patella  symptoms  developed  one  year 
after  arthroplasty.  Lateral  subluxation  of 
the  patella  in  this  case  was  corrected  by  a 
medial  transfer  of  the  patella  tendon  to- 
gether with  release  of  the  lateral  retinac- 
ulum. At  the  time  of  this  operation,  it  was 
also  noticed  that  the  tibial  component  was 
slightly  loose,  and  it  was  therefore  rece- 
mented. One  of  the  markers  in  this  loose 
prosthesis  had  migrated  posteriorly.  At 
follow-up  one  year  following  this  revision, 
the  knee  was  doing  well.  A second  patient 
showed  lateral  subluxation  of  the  patella, 
first  noticed  26  months  following  total 
knee  arthroplasty.  No  treatment  has  yet 


been  carried  out  for  this,  but  the  knee  is 
moderately  painful. 

Loose  Tibial  Component  Marker 

In  two  knees,  a marker  wire  from  the  tib- 
ial component  became  loose.  In  one  case, 
the  marker  migrated  to  and  lodged  in  the 
subcutaneous  tissue  of  the  calf.  Since  the 
limb  has  remained  asymptomatic,  the 
wire  has  not  been  removed.  In  a second 
case,  already  described,  the  one  marker 
migrated  posteriorly  and  was  removed 
because  revision  was  done  for  other 
reasons.  This  problem  of  loose  markers 


3.  This  illustration  shows  correct  and  incorrect 
methods  of  reshaping  the  tibial  condyles. 
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should  no  longer  occur  since  in  the  con- 
struction of  current  prostheses  the 
markers  are  imbedded  more  securely. 

Loose  Pieces  of  Cement  in  Knee 

In  addition  to  the  three  knees  already 
mentioned  as  having  loose  tibial  prosthet- 
ic components,  there  were  12  knees  in 
which  loose  pieces  of  cement  were  seen 
during  the  postoperative  period.  These 
pieces  varied  from  one  to  three  in  num- 
ber and  from  a few  millimeters  to  3 cm  in 
size.  They  were  most  frequently  seen  in 
the  popliteal  space.  Many  of  these  were 
small  slivers,  but  a few  were  larger  cu- 
boid pieces.  It  was  impossible  to  say  which 
ones  originated  as  a result  of  acrylic  frac- 
tures, but  the  main  source  was  from  the 
posterior  and  intercondylar  area  of  the 
tibial  component.  These  pieces  were  noted 
at  varyingtimes  followingthe  arthro- 
plasty. Six  of  these  knees  were  asympto- 
matic, whereas  the  other  six  had  symp- 
toms and  findings  such  as  moderate  pain, 
achiness,  clicking,  effusion,  and  in  one  in- 
stance, tenderness  over  a loose  piece  on 
the  medial  side  of  the  tibial  condyle.  Some 
of  these  symptomatic  knees  also  had  other 
things  wrong  with  them.  On  the  knee 
x-rays,  methyl  methacrylate  fragments 


4.  Postoperative  range  of  motion  in  degrees  in  74 
total  knee  replacements  is  shown. 


Degrees 

No.  Knees 

0-90 

48 

Flexion  contracture  <10° 

8 

Flexion  contracture  >10° 

9 

Flexion  less  than  80° 

3 

Flexion  of  90°  or  more 

57 

impregnated  with  barium  look  homogen- 
ously dense,  may  be  angular,  and  the  mar- 
gins may  be  crescentic  when  molded  by 
prosthetic  surfaces.  On  the  other  hand, 
calcific  arterial  plaques  and  calcified 
cysts  or  osteophytes  are  usually  trabecu- 
lated  or  mottled.  The  consequences  of 
loose  cement  in  the  knee  are  not  entirely 
known,  but  the  size  or  location  of  the  piec- 
es may  be  important.  Are  such  pieces  ca- 
pable of  causing  synovitis  or  scoring  the 
articular  surfaces  of  the  implants?  Loose 
pieces  can  be  somewhat  minimized  by  re- 
ducing the  amount  of  cement  used  poste- 
riorly on  the  components,  wiping  away  the 
excess  while  the  cement  is  still  soft,  and 
removing  the  feathered  fringes  after  they 
have  hardened,  particularly  those  over- 
hanging soft  tissue. 

Transfixed  Drainage  Tube 

In  one  case,  one  of  the  large  Hemovac 
tubes  was  inadvertently  sutured  into  the 
deep  fascia  layerof  the  wound,  necessitat- 
ing partial  reopening  of  the  wound  on  the 
third  postoperative  day  in  order  to  re- 
lease it. 

Limited  Range  of  Motion 

Postoperatively,  a knee  having  a Geomet- 
ric implant  of  the  type  we  used  should 
move  from  0 to  90  degrees.  Forty-eight 
knees  in  our  series  move  at  least  that 
much  (Fig  4).  Seventeen  knees  had  a flex- 
ion contracture  even  though  complete  ex- 
tension was  attained  in  each  at  the  time  of 
surgery.  Twenty-six  knees  were  manipu- 
lated under  general  anesthesia  approxi- 
mately 14  days  postoperatively.  In  this  se- 
ries, flexion  contractures  up  to  10  de- 
grees were  quite  compatible  with  rather 

5.  The  incidence  of  major  local  complications  in 
the  first  and  second  halves  of  a series  of  74  total 
knee  arthroplasties. 


All  74  knees  12.0% 

First  yi  knees  (half)  21.5% 

Second  37  knees  2.5% 
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satisfactory  knee  function.  This  was  prob- 
ably true  because  many  of  these  patients 
were  limited  in  activity.  Flexion  of  less 
than  90  degrees  caused  little  dysfunction 
if  only  one  knee  was  involved.  A flexion 
contracture  greater  than  10  degrees 
probably  should  be  considered  as  a com- 
plication. 

Improper  Size  of  Prosthesis 

In  one  patient,  in  whom  a revision  was 
done  because  of  a loose  tibial  prosthesis, 
it  was  noted  that  the  superomedial  angle 
of  the  femoral  prosthesis  was  possibly  too 
prominent.  This  prosthesis  was  inserted 
before  a smaller  model  was  available.  This 
error  can  be  avoided  by  selecting  the 
proper  size  prosthesis  and  also  by  proper 
placement,  especially  as  far  as  the  medial- 
lateral  position  is  concerned. 

Malposition  of  Prosthetic  Components 

What  degree  of  deviation  from  the  ideal 
position  represents  a malfunctioning 
component  is  indeed  difficult  to  establish 
at  this  time.  From  our  study,  it  appears 
that  tolerances  regarding  the  anteropos- 
terior slopes  of  both  the  femoral  and  the 
tibial  components  are  fairly  high.  In  the 
tibial  component  we  have  observed  ex- 
tremes from  20  degrees  anterior  slope  to 
10  degrees  posterior  slope  with  satisfac- 
tory function.  Likewise,  the  femoral  com- 
ponent has  varied  from  10  to  30  degrees 
posterior  slope  with  good  function.  In  six 
cases,  the  tibial  component  was  placed 
more  medial  than  is  ideal,  with  the  medial 
fin  very  nearthe  medial  tibial  condylar 
cortex.  This  error  occurred  mostly  in  an- 
gulated  knees  with  subluxation  having 
either  an  excess  varus  or  valgus  deform- 
ity. In  no  instance  was  the  prosthesis 
placed  too  far  laterally. 

Discussion 

When  fully  analyzed  in  proper  perspec- 
tive, these  complications  do  not  unduly  de- 


tract from  the  rather  gratifying  results 
accomplished  in  this  series  of  Geometric 
total  knee  arthroplasties.  Even  though  no 
attempt  was  made  to  grade  these  knees 
preoperatively  and  postoperatively,  a con- 
servative estimate  would  classify  no  less 
than  85  % of  them  as  satisfactory  or  bet- 
ter. Of  the  74  knees  on  which  Geometric 
total  knee  arthroplasty  was  performed, 
12%  had  major  local  complications.  It  is 
enlightening  and  encouraging,  however, 
that  in  the  first  37  cases  (half)  the  inci- 
dence of  major  local  complications  was 
21.5%,  whereas  in  the  second  37  cases, 
it  had  declined  sharply  toonly  2.5%  (Fig 
5).  This  shows  that  the  incidence  of  com- 
plications continued  to  decrease  signif- 
icantly with  the  surgeon’s  experience  with 
the  procedure  and  with  the  use  of  a better 
surgical  approach.  As  these  total  knee  im- 
plants wear  still  longer,  will  more  pros- 
theses  become  loose,  and  will  detached 
acrylic  fragments  become  offensive  to  the 
joint  ortothe  implanted  components? 
Continued  long-term  observation  should 
yield  the  answer. 

Summary 

The  local  complications  in  74  knees  in 
which  Geometric  total  knee  arthroplasties 
were  performed  are  presented  and  an- 
alyzed. The  possible  prevention  and  treat- 
ment of  these  complications  is  also  dis- 
cussed. 

Dr.  Fox,  1011  E.  32nd  Street,  Austin,  Texas 
78705. 
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Richard  J.  Vargo,  PhD 

Most  physicians  require  assistance  in 
managing  their  practice  and  personal  af- 
fairs. Both  CPAs  and  non-CPAs  offer  man- 
agement services,  but  CPAs  are  more  nu- 
merous and  more  available  to  physicians, 
particularly  in  less  populated  areas,  than 
non-CPA  consultants. 

To  determine  the  range  of  CPA  services 
to  physicians  and  the  physician  satisfac- 
tion with  those  services,  a questionnaire 
was  sent  to  a random  sample  of  500  physi- 
cians, both  MDs  and  DCs,  practicing  in 
Texas.  The  response  rate  was  43.2% 
(216). 

Of  the  physicians  responding  to  the 
questionnaire  89.35%  (193)  used  a CPA 
in  some  aspect  of  managing  their  practic- 
es or  personal  affairs.  Those  physicians 
not  using  services  of  a CPA  (23)  most  often 
cited  that  CPA  services  were  unnecessary 

This  article  is  based  on  material  previously  pub- 
lished in  Computer  Medicine  (January  1975)  and 
in  Texas  CPA  News  (November  1974). 


(13)  and  that  other  consultants  were 
more  available  (6).  Only  four  physicians 
claimed  that  others  were  more  knowledg- 
able  in  medical  affairs,  and  none  claimed 
that  CPA  fees  were  prohibitive. 

Physicians  engaging  a CPA  were  then 
asked  if  they  were  satisfied  with  the  quality 
of  the  professional  services  provided.  Of 
the  193  physicians  using  CPAs,  48.2% 
(93)  were  definitely  satisfied,  39.4%  (76) 
were  generally  satisfied,  and  10.9%  (21) 
were  sometimes  satisfied.  Only  1.6%  (3) 
were  generally  unsatisfied.  Not  a single 
physician  was  definitely  unsatisfied  with 
his  CPA’s  services. 

Fig  1 shows  services  presently  being 
offered  by  CPAs  to  physicians,  and  addi- 
tional services  which  physicians  said  they 
would  utilize  if  their  CPAs  provided  them. 

The  preparation  of  income  tax  returns, 
income  tax  planning,  and  preparation  of 
periodic  financial  statements  clearly  con- 

1.  CPA  services  to  193  Texas  physicians. 


Professional  Service 

Present 

Services 

(a) 

No.  % 

Additional  Services 
Physicians  Desire 
(b) 

Service 
Index  (%) 
(a) 

(a)  -f  (b) 

Income  tax  returns 

193  (100) 

0 

100 

Periodic  financial  statement  preparation 

130  (67.4) 

15 

89.7 

Income  tax  planning 

129  (66.8) 

35 

78.7 

Accounting  systems  review 

73  (37.8) 

33 

68.9 

Reviews  of  investment  programs 

51  (26.4) 

60 

46.0 

Internal  control  of  cash 

46  (23.8) 

18 

71.9 

Receivables  collection  problems 

35  (18.1) 

36 

49.3 

Cost  control  reviews 

32  (16.6) 

39 

45.1 

Personnel  management 

27  (14.0) 

22 

55.1 

Organizational  form  considerations 

26  (13.5) 

14 

65.0 

Review  of  insurance  needs 

24  (12.4) 

32 

42.9 

Budgeting 

21  (10.9) 

32 

39.6 

Obtaining  financing 

16  (8.3) 

14 

53.3 

Insurance  form  processing  systems 

11  (5.7) 

19 

36.7 

Office  location  analysis 

8 (4.2) 

13 

38.1 

Office  layout  and  decor  analysis 

5 (2.6) 

11 

31.3 

Patient  scheduling  systems  review 

4 (2.1) 

16 

20.0 
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stituted  the  bulk  of  CPA  services  to  this 
group  of  Texas  physicians.  Only  these 
three  services  were  indicated  as  being  of- 
fered to  more  than  50%  of  the  physi- 
cians; income  tax  preparation  was  the 
only  service  being  offered  to  all 
physicians. 

Fig  1 also  shows  that  physicians  desire 
a number  of  additional  services,  and  indi- 
cates the  relative  degree  to  which  CPAs 
are  fulfilling  physicians’  perceived  need 
for  professional  business  services.  Both 
the  absolute  and  relative  figures  must  be 
reviewed,  since  they  indicate  different  as- 
pects of  the  physician-CPA  relationship. 
The  seven  most  requested  additional  CPA 
services  are  reviews  of  investment  pro- 
grams, cost  control  reviews,  receivables 
collection  problems,  income  tax  planning, 
accounting  systems  review,  review  of  in- 
surance needs,  and  budgeting. 

On  the  other  hand,  as  indicated  by  the 
service  index,  five  services  being  request- 
ed by  a limited  number  of  the  physicians 
but  which  are  not  offered  by  many  CPAs 
are  patient  scheduling  systems,  office  lay- 
out and  decor  analysis,  insurance  form 
processing  systems,  office  location  analy- 
sis, and  budgeting. 

In  short,  the  study  reveals  that  while  al- 
most 90%  of  Texas  physicians  respond- 
ingtothe  questionnaire  engage  a CPA,  and 
that  almost  the  same  percentage  are  satis- 
fied with  CPA  services  received,  there  are 
many  managerial  services  which  physi- 
cians could  obtain  in  addition  to  income 
tax  preparation. 

Dr.  Vargo,  Associate  Professor  of  Accounting  and 
Director  of  Graduate  Studies,  The  University  of 
Texas  at  Arlington,  Arlington,  Texas  76019. 
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TEXAS  REPRESENTATIVES 
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Robert  F.  Reiman,  3201  Clearvlew,  Austin  78703 

A.  F.  Ennis,  Jr.,  B.  C.  Crim  and  G.  C.  Desorcy,  Suite  210,  712  N.  Washingtan,  Dallas  75246 
Richard  B.  Ross  and  Wayne  L.  Kirk,  1508  Flermann,  Prof.  Bldg.,  Houston  77025 
Michael  C.  Rollans,  408  GPM  Bldg.,  Sauth  Tower,  San  Antonio  78216 


Telephone  (512)  472-9603 
Telephone  (214)  821-4640 
Telephone  (713)  797-9835 
Telephone  (512)  344-5901 


KELSEY-SEYBOLD  CLINIC 

TEXAS  MEDICAL  CENTER  • 6624  FANNIN  STREET  • HOUSTON,  TEXAS  77025  • AC  (713)  797-1551 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 
Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

Endocrine  and  Metabolic  Diseases 
M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D. 


J.  R.  Kelsey,  Jr.,  M.D.,  F.A.C.P, 
P.  S.  Bentlif,  M.D.,  F.A.C.P. 

R.  D.  Eichhorn,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  F.A.C.P. 

J.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

N.  H.  Nauert,  Jr.,  M.D. 

J.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

General  Medicine  and  Oncology 
C.  F.  Taboada,  M.D.,  F.A.C.P. 

E.  N.  Root,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  F.A.C.P. 


Infectious  Diseases 
S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 
D.  E.  Mouton,  M.D. 

Occupational  Health  Services 
M.  B.  Johnston,  M.D.,  FAC.Pr.M. 
F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

Pulmonary  Diseases,  Bronchoscopy 
S.  P.  Fischer,  M.D.,  FJt.C.P. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 


W.  D.  Seybold,  M.D.,  F.A.C.S. 
J.  D.  McMurrey,  M.D.,  F.A.C.S. 
J.  L.  Dogget,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

NEUROLOGY 

R .R.  Pierce,  M.D.,  F.A.A.N. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody  M.D.,  F.A.C.S, 

F.A.C.O.G. 

W.  A.  Johnson 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 


ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 
T.  H.  Crouch,  M.D.,  F.A.C.S. 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 


G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 
F.  J.  Boland,  M.D. 

R.  M.  Thaller,  M.D. 

PSYCHIATRY 

C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 


UROLOGY 

D.  W.  Pranke,  M.D.,  F.A.C.S. 

F.  M.  Fry,  M.D. 

DENTISTRY 

J.  W.  Orr,  D.D.S. 

SPEECH  PATHOLOGY 
& AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  M.A. 

S.  McKee,  M.A. 

EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  F.A.C.C.M. 

K-S  POST  OAK 

Post  Oak  Tower  Building,  Suite  385 
5051  Westheimer 
Houston,  Texas  77027 
(713)  622-8340 

K-S  WEST 

1900  Yorktown,  Houston,  Texas 
77024  (713)  622-8211 

K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Houston,  Texas 
77002  (713)  654-4401 


III,  M.D.,  F.A.C.O.G.  radiology 

R.  J.  Kurth,  M.D.,  F.A.C.R, 
E.  G.  Linares,  M.D. 

P.  Raphael,  M.D. 


Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.AAP. 
Gastrointestinal  Diseases,  EndoscopyQ^f^EKAl,  THORACIC  SURGERY  Allergy  and  Pulmonary  Diseases 

Endoscopy  & Colonoscopy  Ewing,  M.D.,  F.A.A.P. 

Gastroenterology 
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Experiment  in  pre-paid  insurance: 
it’s  working  for  migrant  families 


Dear  Sirs: 

..  .it  surely  was  a relief  for  us  nurses  to  he 
able  to  admit  this  migrant  girl  without  the 
“hazzle”  (sic)  we  usually  go  through  . . . who 
is  going  to  pay  . . . Do  you  realize  that  any 
migrant  person  who  is  admitted  to  our  hos- 
pital in  Owatonna  must  sign  a wage  consign- 
ment slip!  . . .(the  girl’s  family)  have  been 
here  for  a couple  days  and  have  only  worked 
in  the  field  a few  hours.  Can  you  imagine  the 
worry  these  people  would  have  if  they  had  to 
face  this  big  hospital  bill  right  off?  As  it  is, 
this  family  is  fearful  enough  being  in  a strange 
part  of  the  country  and  now  to  face  sickness 
right  away  . . . We  sincerely  hope  that  your 
“special  study’’  is  successful  and  that  this  kind 
of  federally  sponsored  insurance  policy  can 
become  a reality  for  all  migrant  people.  What 
a blessing  this  would  be  for  all! 

This  letter  from  the  Minnesota  Migrant 
Health  Service  is  typical  of  many  received 
by  Jose  L.  Gonzalez  in  Laredo.  Mr.  Gonzalez 
is  director  of  the  Laredo-Webb  County  Mi- 
grant Health  Program  which  is  involved  in 
a “special  study,”  an  experiment  in  pre- 
paid medical  insurance  among  migrant 
families  coordinated  by  Roland 
Nanez. 

The  plight  of  the  migrant  population  has 
been  repeated  many  times.  They  are  poor, 
uneducated,  and  often  non-English  speak- 
ing. Unemployment  is  an  increasing  prob- 
lem forthis  segment  of  the 
population. 

To  give  Texas  Medicine  a comprehensive 
look  at  what  the  Laredo  plan,  now  in  its 
third  year,  means  to  the  health  care  de- 
livery of  the  migrant  population,  Mr.  Gon- 
zalez reviewed  the  program's 
beginning. 

“When  it  was  decided  to  make  the  study,” 
he  said,  “I  believe  there  were  basically 
three  reasons  why  Laredo  was 
picked.” 


First,  Laredo  had  long  been  involved  with 
the  National  Migrant  Program.  Mr.  Gon- 
zalez assisted  Dr.  John  Atwater  in  1956  in 
preparingthe  original  “Texas-Michigan 
Migrant  Study,”  one  of  the  very  first 
studies  made  by  the  U S Public  Health 
Service  to  see  what  could  be  done  to  help 
the  migrants. 

“Second,”  Mr.  Gonzalez  stated,  “after 
Congress  passed  the  Migrant  Health  Act  in 
1962,  Laredo  was  one  of  the  first  local  mi- 
grant health  programs  to  be  funded.  It  then 
successfully  developed  an  innovative  and 
practical  system  of  preventive  and  acute 
medical  care  for  the  migrants.” 

The  director  cited  the  quality  of  the  person- 
nel as  the  third  reason.  “Outstanding 
amongthe  many  dedicated  peoplethat 
have  worked  on  the  program  are  the  names 
of  Fernando  D.  Laurel,  one  of  the  original 
group,  who  passed  away  in  August  1975, 
and  Roland  Nanez  who  joined  us  on  this 
program  in  1970,  as  coordinator.” 

When  Laredo  received  its  migrant  health 
grant,  there  were  no  guidelines.  Mr.  Laurel 
and  the  nurse  assigned  to  the  program 
made  it  a point  to  visit  each  and  every  mi- 
grant family  in  Laredo. 

“The  point  was  made  in  a San  Francisco 
conference  back  in  1964,  that  Mr.  Laurel 
of  Laredo  was  a walking  coffee  urn,”  Mr. 
Gonzalez  remembered.  “Every  migrant 
family  he  would  visit  would  offer  him  a cup 
of  coffee,  and  he  once  remarked  that  he 
had  drunk  31  cups  of  coffee  in  one 
day!” 

Mr.  Gonzalez  continued,  “The  addition  of 
Mr.  Nanez  in  1970  proved  invaluable 
to  the  program.  By  that  time,  the  program 
had  grown  and  so  had  the  Laredo-Webb 
County  Health  Department  as  a whole.  As 
administrator  of  the  department  and  direc- 
tor of  the  program,  I could  not  dedicate  as 
much  time  to  the  program  as  before.  Mr. 
Nanez’s  resourcefulness  and  ingenuity. 
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and  complete  dedication  very  definitely 
gave  an  additional  dimension  to  an  already 
established  and  prominent  program  and 
helped  open  the  doorto  an  invitation  that 
was  soon  to  come.” 

HEW  proposes  study 

Early  in  1972,  the  Dallas  office  of  the  De- 
partment of  Health,  Education  and  Welfare, 
contacted  Mr.  Gonzalez  about  wantingto 
undertake  a study  of  the  cost  and  utiliza- 
tion patterns  of  migrant  workers’  health 
care.  The  health  department  agreed  to  un- 
dertake the  study,  as  a major  step  toward 
accomplishing  one  of  its  overall  objectives 
of  developing  a mechanism  through  which 
comprehensive,  quality  health  care  could 
be  made  available,  not  only  to  the  migrant 
population  but  also  to  theentire  indigent 
community. 

“After  we  had  accepted,”  Mr.  Gonzalez  re- 
called, “two  completely  unexpected  de- 
velopments of  major  proportions  occurred. 
The  late  Dr.  Leonides  G.  Cigarroa,  chief 


clinician  of  the  local  health  department 
who  had  become  very  interested  in  the 
proposed  study,  contacted  the  vice  presi- 
dent for  Blue  Cross-Blue  Shield  of  Texas, 
Victor  Kennedy,  and  invited  him  to  join  the 
department  in  the  study.  The  proposal  was 
accepted,  and  Blue  Cross-Blue  Shield  is 
now  one  of  the  four  members  of  this 
team.” 

Blue  Cross-Blue  Shield's  major  respon- 
sibility in  the  project  is  that  of  the  primary 
data  gathering  and  reimbursing  agent  for 
the  study.  In  addition,theyaredirectly  re- 
sponsiblefor  providing  much  of  the  tech- 
nical expertise  necessary. 

Explaining  the  second  occurrence,  Mr. 
Gonzalez  said,  “Shortly  afterwards,  The 
University  of  Texas  School  of  Public  Health 
in  Houston,  which  had  joined  the  health  de- 
partment in  another  project,  also  thanks 
to  the  intervention  of  Dr.  Cigarroa,  came  in 
as  the  third  partner.  Their  main  mission 
was  to  developthe  initial  questionnaires, 
the  random  sample  procedures,  the  analy- 
sis of  survey  data,  and  the  evaluation  of 


Plight  of  the  migrant  worker 


Mario  E.  Ramirez,  MD 

I have  read  that  there  are  approximately  one  mil- 
lion migrant  farm  workers  in  America.  Half  of 
these  come  from  Texas  and  over  half  of  these 
come  from  my  part  of  the  state. 

These  people  are  the  poorest  amongst  the  poor. 
They  do  not  have  much  of  an  education.  Many  of 
them  are  Mexican-Americans.  They  do  not  speak 
the  English  language  well  and  encounter  lan- 
guage and  cultural  barriers  wherever  they  go. 
They  are  often  forced  to  live  in  substandard  hous- 

Editor’s  note:  Dr.  Ramirez  of  Rio  Grande  City  has 
practiced  family  medicine  in  the  southmost  tip  of 
Texas  for  25  years.  He  has  served  as  vice  chairman 
of  the  American  Medical  Association’s  Committee 
on  Health  Care  of  the  Poor  and  is  currently  chair- 
man of  the  Texas  Medical  Association’s  Committee 
on  Health  Care  of  the  Poor.  He  is  also  a member 
of  the  TMA  Council  on  Tax-Financed  Health  Care 
Programs  and  the  Committee  on  Health  Planning. 


ing.  Recently,  their  plight  has  been  aggravated 
because  of  the  fact  that  mechanization  and  in- 
clement weather  have  reduced  the  number  of 
jobs  available.  They  are  having  to  move  about 
more  and  more.  Oftentimes,  they  are  coming 
home  for  their  usual  winter  stay  disillusioned  and 
empty  handed. 

Health  care  for  this  segment  of  the  population 
has  always  been  a problem.  The  government  has 
tried  to  help  with  categorical  grants  and  with  mi- 
grant health  clinics.  Unfortunately,  a good  per- 
centage of  this  money  has  to  be  spent  on  ad- 
ministrative costs  and  too  little  actually  goes  for 
health  care.  It  is  often  difficult  to  recruit  full  time 
health  personnel  to  staff  clinics  on  an  itinerant 
basis.  The  clinics  at  best  can  provide  public 
health  measures  and  only  some  semblance  of 
fragmented  primary  care.  Oftentimes,  these  facili- 
ties are  closed  at  night  and  on  weekends.  The 
migrant  does  not  know  where  to  go  for  an  emer- 
gency appendectomy  or  the  like.  Continuity  of 
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both  the  present  and  the  future  of  the 
study.” 

Actual  patient  benefits  became  available 
on  March  15,  1973,  forthe  100  families 
who  were  selected  to  participate  in  the 
study  the  first  year.  During  that  first  year, 
several  important  accomplishments  be- 
came obvious  accordingto  Mr.  Gonzalez. 
First,  it  was  shown  that  a combination  of 
private  and  public  medical  services  could 
be  made  available  in  a viable  package.  Sec- 
ond, health  data  concerningthis  specific 
population  was  documented.  Thirdly,  a 
working  and  acceptable  mechanism  of 
communication  between  the  agencies  in- 
volved was  created. 

Thefourth  member  of  the  team,  Mr.  Gon- 
zalez added,  is  the  Dallas  Regional  Office 
of  the  Migrant  Health  Program,  U S Public 
Health  Service. 

Benefits 

The  Comprehensive  Health  Care  Plan  is  a 
project  which  entitlesthe  participant  to 


ambulatory  health  care  and  hospitalization 
benefits.  The  provisions  for  patient  care 
can  be  broken  down  into  two  distinct  cate- 
gories: 1)  care  in  the  Laredo  area  and  2) 
care  “upstream”  or  outside  the  Laredo 
area. 

The  concern  of  the  project  since  its  incep- 
tion has  been  to  provide  a practical  pro- 
gram which  would  meet  the  unique  con- 
tinuity problems  which  are  created  by 
migration  patterns. 

Health  care:  Laredo 

Primary  medical  care  as  well  as  a full  ar- 
ray of  preventive  and  dental  services  have 
been  availabletothe  migrant  population 
of  Laredo  through  the  Migrant  Health  Pro- 
gram for  many  years.  This  source  of  medi- 
cal care  continued  as  a primary  delivery 
system  after  the  study  was  initiated.  All 
participants  can  attend  the  general  medi- 
cal clinics  as  well  as  the  dental  clinic  and 
a number  of  preventive  medical  clinics 
without  incurring  any  financial  liability  for 


care  just  can’t  be  provided  under  these  circum- 
stances. Most  migrant  farm  workers  do  not  have 
much  in  the  way  of  bank  accounts.  Neither  do 
they  have  hospitalization  insurance.  It  isn’t  dif- 
ficult for  them  to  afford  to  pay  for  routine  out- 
patient office  care,  but  it  is  catastrophic  finan- 
cially for  them  to  have  to  go  into  a hospital  for  a 
cesarean  section,  a ruptured  ulcer,  or  an  accident 
of  any  type. 

Federal  grants  to  migrant  clinics  do  not  provide 
funds  for  any  type  of  hospital  care.  We  have  tried 
desperately  to  point  out  that  herein  lies  the 
greatest  need  of  all  but  it  has  been  to  no 
avail. 

An  insurance  policy,  such  as  is  available  to  Medi- 
caid recipients,  would  solve  this  problem.  It 
would  bring  the  recipient  into  the  mainstream  of 
care  wherever  he  or  she  might  be.  It  would  avoid 
duplication  of  services  and  be  much  less  expen- 
sive in  the  long  run.  Our  groups  asked  for  fund- 
ing so  that  a pilot  program  utilizing  these  me- 


chanisms could  be  conducted,  but  we  did  not 
succeed. 

Finally,  the  Department  of  Health,  Education  and 
Welfare  did  agree  to  a pilot  project  in  Laredo.  The 
initial  results  were  very  encouraging  and  the 
number  of  families  in  the  study  have  been  in- 
creased to  700.  The  program  thus  far  has  proven 
to  be  a resounding  success  with  the  cost  per  per- 
son this  year  averaging  $9.39  per  month. 

Both  the  American  Medical  Association  and  the 
Texas  Medical  Association  have  endorsed  the 
concept  of  a federally  subsidized  insurance  pro- 
gram for  the  migrant  farm  worker  and  have  at- 
tempted to  get  Congress  to  enact  such  legisla- 
tion. This  same  procedure  could  be  applied  to 
other  segments  of  the  population  such  as  the 
American  Indian  outside  the  reservation  and  the 
Appalachian  poor.  This  approach  is  uncompli- 
cated and  will  do  more  good  than  the  many  over- 
lapping categorical  grants  and  projects  now  in 
effect. 
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the  visits. 

If  a participant  is  in  need  of  a specialist’s 
services  not  provided  in  the  health  depart- 
ment, they  are  referred  to  a private  physi- 
cian in  which  case  100%  of  the  usual, 
customary,  and  reasonable  charge  is  in- 
curred by  the  program  through  the  Blue 
Cross-Blue  Shield  mechanism.  A partici- 
pant also  has  the  option  of  going  directly 
to  the  private  physician  of  his  or  her  choice, 
in  the  Laredo  area,  without  consulting  the 
program.  Underthese circumstances, 

75%  of  the  usual,  customary,  and  reason- 
able charge  is  incurred  by  the  program 
through  Blue  Cross-Blue  Shield.  The  re- 
maining 25%  generated  by  this  type  of 
visit  is  the  responsibility  of  the  participant. 
Hospitalization  in  the  Laredo  area  is  paid  in 
full  with  semi-private  quarters  and  70-day 
limitations  in  existence. 

Health  care:  upstream 

Throughout  the  migration  patterns  of  the 
participants  the  private  health  care  system 
is  made  continuously  available  to  them 
through  the  use  of  the  Blue  Cross-Blue 
Shield  mechanism. 

Mr.  Gonzalez  said  that  two  things  have 
made  this  system  work  well  and  be  accept- 
ed. First,  Blue  Cross-Blue  Shield  made  spe- 
cial identification  cards  which  specifically 
gave  the  benefits  and  billing  instructions 


for  the  program.  Second,  each  family  was 
given  a special  package  by  the  Migrant 
Health  Program  which  explained  the  serv- 
ices and  method  of  reimbursement. 
Available  to  the  migrant  during  travels  out- 
side Laredo  are  private  physician  visits  as 
well  as  hospitalization  on  a 100%  reim- 
bursement basis.  Mr.  Gonzalez  emphasized 
that  this  aspect  is  a critical  necessity  when 
there  are  no  migrant  or  public  clinics  avail- 
able, which  is  generally  the  case. 

Enrollment 

The  enrollment  selection  has  been  done  on 
a random  basis  from  computer  random 
number  tables.  To  qualify,  the  family  must 
meet  migrant  status  as  specified  by  federal 
regulation.  Any  family  receiving  medical 
insurance  (Medicare,  Medicaid,  Employee 
Benefits,  and  private)  does  not  qualify 
since  the  program  does  not  intend  to  dupli- 
cate existing  services. 

“There  area  total  of  approximately  1,600 
migrant  families  in  Laredo,”  Mr.  Gonzalez 
stated,  “300  of  which  have  some  type  of 
insurance.  Another  300  cannot  be  located 
at  any  one  time  because  they  have  moved 
or  are  migrating.  That  leaves  1 ,000  fam- 
ilies eligible  forthe  program.” 

The  program  currently  has  700  of  these 
families  or  approximately  4,000  individu- 
als enrolled. 

At  present  all  patient  care  is  being  support- 
ed through  the  HEW  grant  mechanism. 

(One  of  the  goals  of  the  study  is  that  it  will 
eventually  lead  to  all  migrants  participat- 
ing permanently,  paying  part  of  the  premi- 
um. Many  have  already  expressed  their 
desire  for  this.)  The  participants  are  not 
held  financially  liable  forany  part  of  their 
health  care  with  the  exception  of  the  25 % 
portion  of  a Laredo  private  physician  non- 
referral visit.  “Obviously,”  Mr.  Gonzalez 
remarked,  “there  exists  a disparity  in  the 
health  care  program  available totheen- 
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rollees.  We  are  trying  to  find  a solution  for 
this  problem.” 

Flexibility  is  key 

‘‘There  is  no  question  that  this  plan  has 
the  inherent  flexibility  to  be  adapted  to 
virtually  any  situation  or  population.  How- 
ever, it  is  especially  meaningful  in  the 
migrant's  case  because  of  the  mobile  na- 
ture of  the  population,”  Mr.  Gonzalez  said. 
‘‘I  feel  the  greatest  accomplishment  has 
been  the  development  of  a mechanism 
which  circumvents  the  inherent  problems 
of  a dual  health  care  system.  It  has  provid- 
ed three  years  of  ambulatory  health  care 
as  well  as  hospitalization  for  many  families 
which  normally  have  no  means  of  entering 
the  main  stream  of  medical  care.  This  was 
evidenced  by  the  initial  first  year  high  cost 
of  each  group  due  primarily  to  the  backlog 
of  unsought  services.” 

To  date,  the  program  has  received  nothing 
but  praise  from  the  medical  profession, 
accordingto  Mr.  Gonzalez.  ‘‘Inthecase of 
the  Laredo-Webb  County  Migrant  Health 
Program,  the  private  physician  is  expected 
to  continue  his  role  as  the  primary  health 
care  deliverer  in  the  community.  The  back- 
log of  unmet  medical  needs  of  this  popula- 
tion aretremendous,  and  the  physician  will 
have  to  respond  to  the  additional  de- 
mands,” he  said. 

The  director  further  explained  that  another 
one  of  the  major  goals  of  the  project  is  to 
acquaint  the  migrant  participants  with  the 
mainstream  of  the  medical  care  system  in 
America.  This  task  includes  exposingthe 
participanttothe  most  economical  method 
of  obtaining  health  care  (for  example,  pre- 
ventive care  as  compared  to  acute  emer- 
gency visit). 

‘‘On  the  other  hand,”  Mr.  Gonzalez  con- 
tinued, ‘‘it  is  within  the  responsibility  of 
the  physician  to  understand  that  the  pro- 


gram operates  on  limited  funds.  All  visits 
and  procedures  are  paid  on  a usual,  cus- 
tomary, and  reasonable  basis.  Deviations 
from  these  charges  will,  of  course,  create 
an  unpaid  balance forthe  participant. 
Wherethis  happens,  a great  deal  of  ani- 
mosity and  mistrust  toward  the  system 
may  be  created  in  the  minds  of  the 
migrant.” 

What  next? 

As  for  the  future,  the  Laredo  Migrant 
Health  Program  is  havingto  consider  ex- 
pected cuts  in  migrant  funding  which 
would  drastically  curtail  the  services  being 
offered  presently.  On  a nationwide  scope, 
legislation  and  financingare  barriers  to 
this  type  of  system  being  implemented  as 
a type  of  national  health  care  plan.  Mr. 
Gonzalez  feels  that  while  the  system  is  not 
the  complete  answer  in  every  given  situa- 
tion, certain  aspects  should  be  given  seri- 
ous consideration. 

But  whatever  is  to  come,  the  program  in 
Laredo  has  developed  a harmonious  and 
effective  relationship  between  public  and 
private  medicine. 

‘‘This  has  been  accomplished  through  a 
genuine  concern  for  the  health  care  of 
the  migrant  population.  In  orderto  con- 
tinue,” Mr.  Gonzalez  concluded,  ‘‘this  rela- 
tionship must  be  maintained.” 
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Medical  Newsmakers 

DR.  JOHN  Q.  McGIVNEY  of  Galveston  has 
been  elected  as  an  active  member  of  the 
American  Society  for  Gastrointestinal  En- 
doscopy at  the  recent  meeting  of  its  gov- 
erning board. 

DR.  ROBERT  L.  TUTTLE  has  been  appoint- 
ed dean  of  The  University  of  Texas  Medical 
School  at  Houston.  The  final  selection  was 
made  followingthe  recommendation  re- 
ceived from  a search  committee  which  had 
reviewed  about  40  candidates.  Dr.  Tuttle 
has  recently  been  acting  dean  of  the  medi- 
cal school  and  prior  to  that  was  associate 
dean  for  academic  affairs. 

Forthe  second  time  in  1975,  Baylor  Col- 
lege of  Medicine  scientist  DR.  BERT  W. 
O’MALLEY,  has  been  recognized  by  his 
scientific  colleagues  for  outstanding 
achievements  in  endocrinology  and  bio- 
chemistry. Dr.  O’Malley,  chairman  of  Bay- 
lor’s department  of  cell  biology,  was  award- 
ed the  Gregory  Pincus  Memorial  Medal  by 
the  Worcester  Foundation  for  Experimental 
Biology.  The  presentation  was  made  in  con- 
junction with  thethird  New  England  En- 
docrinology Conference  in  Worcester, 

Mass. 

DR.  HARVEY  RENGER  of  Hallettsville  was 
recently  honored  by  Texas  Lutheran  Col- 
lege during  the  annual  homecoming  honors 
banquet.  Dr.  Renger  received  the  college’s 
Distinguished  Service  Award  in  recognition 
of  his  service  to  his  community,  state,  na- 
tion, and  profession. 

A Corsicana  physician,  DR.  R.  LOWELL 
CAMPBELL,  has  been  elected  president  of 
the  Association  of  American  Physicians 
and  Surgeons.  Dr.  Campbell  has  previously 
served  as  president-elect  and  speaker  of 
the  AAPS  House  of  Delegates. 

DR.  EVERETT  C.  FOX  of  Dallas  has  been 
presented  the  Dermatology  Foundation’s 
1975  Clark  W.  Finnerud  Award.  Dr.  Fox  was 
honored  as  an  outstanding  clinician  who 
has  devoted  much  time  and  skill  to  teach- 


ing. The  professor  of  dermatology,  emeri- 
tus, at  The  University  of  Texas  Southwes- 
tern Medical  School,  is  also  one  of  16  chos- 
en by  the  American  Academy  of  Dermatol- 
ogy to  be  an  honorary  member. 

DR.  JESSE  E.  THOMPSON  of  Dallas  was 
recently  named  president-elect  of  the  So- 
ciety for  Vascular  Surgery.  He  will  take 
office  in  June.  Dr.  Thompson  is  attending 
surgeon,  Baylor  University  Medical  Center, 
Dallas;  and  clinical  professor  of  surgery. 
University  of  Texas  Southwestern  Medical 
School  at  Dallas. 

A Texas  family  physician  is  the  subject  of 
a television  documentary  scheduled  for 
broadcast  in  late  1976.  DR.  EDWIN  R. 
FRANKS  of  Iraan  recently  spent  nine  days 
with  a film  crew  who  documented  his  prac- 
tice, his  home  life,  and  his  life  in  the  com- 
munity for  the  syndicated  series  “The  Hu- 
man Dimension’’  sponsored  by  the  Baptist 
Radio-TV  Commission  of  Fort  Worth.  Dur- 
ingthefilming.  Dr.  Franks  was  honored  by 
a community  covered  dish  supper  attended 
by  morethan  150  local  citizens. 

DR.  CHESTER  R.  BURNS  recently  took 
office  as  the  new  president  of  the  Society 
for  Health  and  Human  Values,  This  nation- 
al society  is  composed  of  more  than  500 
persons  who  are  interested  in  the  human 
values  dimensions  of  medicine.  Currently 
at  The  University  of  Texas  Medical  Branch 
at  Galveston,  Dr.  Burns  is  the  James  Wade 
Rockwell  Associate  Professor  in  Medical 
History  and  associate  director  of  the  UTMB 
Institute  for  the  Medical  Humanities. 

Two  professors  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
have  been  accorded  high  academic  honors. 
A professorship  has  been  established  at 
Southwestern  Medical  School  in  honor  of 
DR.  JACK  A.  PRITCHARD,  a widely-known 
specialist  in  obstetrics  and  gynecology  and 
a teacher  atthe  medical  school  for20 
years.  First  recipient  of  the  professorship 
will  be  DR.  PEGGY  WHALLEY,  also  a pro- 
fessor of  obstetrics  and  gynecology  at  the 
school. 
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□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo” 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:”  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Anti  vert/2  5 (meclizine  HCl)  25  mg.  Chewable  Tablets  for 

nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  informaOon,  FDA  has  classified 
the  indications  as  follows: 

Effective-.  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation 


CONTRAINDICATIONS  Administranon  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  pnxiuced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  1CX3  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  deft  palate. 
Qingeners  of  meclizine  have  caused  cleft  palate  in  spedes  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 


sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  wnth  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  dnving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children.  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 
Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 


request. 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Antivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


VISU/IL  FOCUS 
ON 

/ICUTE  GOUTY/1RTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis 
as  seen  by  conventional  x-ray. 


The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal jointand  the  proximal  interphalangeal 


Scintiphotogram  of  same  foot  reflects 
inflammatory  process. 


joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a nnore  detailed  description  of  scintiphotography, 
see  “addendunn”  at  right. 
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THEmPEUTIC  FOCUS 

ON 


CAPSULES,  25  mg  and  50  mg 


INDOMEf HACIN  MSD) 


helps  relieve  pain 
and  other  symptoms 
ofinflammatlon 
in  acute 
gouty  arthritis 
in  selected  patients 

INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSP 
highly  effective  in  relieving  pain  and  in  merck 
reducing  fever,  swelling,  and  tenderness.  dohme 


Facts  about 
Scintiphotography 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


INDOGIN 

(INDIHETHiieiH  I MSD) 


helps  relieve  pain 
ana  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered 
a simple  analgesic  and  should  not  be  used  in  conditions  other  than  those 
recommended.  The  drug  should  not  be  prescribed  for  children  because 
safe  conditions  for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential 
to  cause  adverse  reactinns,  the  following  are  strongly  recommended: 
1)  the  lowest  possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  n ,age  tends  to  increase  adverse  effects,  partic- 
ularly in  doses  over  Ibu^dU  mg  per  day,  without  corresponding  clinical 
benefits;  2)  careful  instructions  to.  and  observations  of,  the  individual 
patient  are  essential  to  the  prevention  of  serious  and  irreversible,  in- 
cluding fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications.  Children  14  years  of  age  and  under;  pregnant  women 
and  nursing  mothers,  active  gastrointestinal  lesions  or  history  of  recurrent 
gastrointestinal  lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestindl  Effects:  Because  of  the  occurrence  and,  at 
times,  severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any 
sign  or  symptom  signaling  a possible  gastrointestinal  reaction.  The  risks 
of  continuing  therapy  with  INDOCIN  in  the  face  of  such  symptoms  must 
be  weighed  against  the  possible  benefits  to  the  individual  patient.  Gastro- 
intestinal effects  may  be  reduced  by  giving  the  drug  immediately  after 
meals,  with  food,  or  with  antacids.  Use  greater  care  in  aging  patients. 
Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  rnacula,  have  been  observed  in  some  patients  on  prolonged  therapy. 
Discontinue  therapy  if  such  changes  are  observed.  Ophthalmologic  exam- 
ination at  periodic  intervals  is  desirable  in  patients  on  prolonged  therapy. 
Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric 
disturbances,  epilepsy,  and  parkinsonism,  and  should  be  used  with  con- 
siderable caution  in  patients  with  these  conditions.  If  severe  CNS  adverse 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalr^ologic  examination.  Patients  should  be  cautioned  about 
engagirig  in  activities  requiring  mental  alertness  and  motor  coordination, 
as  driving  a car.  Headache  which  persists  despite  dosage  reduction  re- 
quires complete  cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  continually  on 
the  alert  for  this  and  should  use  the  drug  with  extra  care  in  the  presence 
of  existing  controlled  infection.  After  the' acute  phase  of  the  disease  is 
under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcera- 
tions of  the  esophagus,  stomach,  duodenum,  or  small  intestine,  including 
perforation  and  hemorrhage,  with  fatalities  in  some  instances;  rarely,  intes- 
tinal ulceration  has  been  associated  with  stenosis  and  obstruction;  gastro- 
intestinal bleeding  without  obvious  ulcer  formation;  perforation  of  pre- 
existing sigmoid  lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased 
abdominal  pain  in  ulcerative  colitis  patients  or  development  of  ulcerative 
colitis  and  regional  ileitis;  gastritis,  which  may  persist  after  the  cessation 
of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some 
fatal  cases. 

Hematolpgic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow 
depression,  agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura. 
Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gas- 
trointestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  including  dyspnea 
and  asthma;  angiitis;  pruritus;  urticaria;  angioedema;  skin  rashes;  purpura. 
Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psy- 
chotic episodes,  depersonalization,  depression,  and  mental  confusion; 
coma;  convulsions;  peripheral  neuropathy;  drowsiness;  lightheadedness; 
dizziness;  syncope;  headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure, 
hematuria. 

Dermatologic  Reactions;  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcer- 
ative stomatitis,  and  epistaxis. 

Note:  In  patients  receiving  probenecid,  plasma  levels  of  indomethacin  are 
likely  to  be  increased. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000;  capsules  containing 
50  mg  indomethacin  each,  in  single-unit  packages  of  100  and  bottles 
of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see 
full  prescribing  information.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  iNC;  West  Point,  Pa.  19486 
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adjunctive 
therapy 
for  wound 
debridement 


HELPS  TO  REMOVE: 

• Necrotic  Tissue 

and  Associated  Odor 

HELPS  PREPARE 
WOUND  FOR: 

• Granulation/Healing 

• Granulation/Grafting 


CLEANSE  WOUND 

Thoroughly  cleanse  and 
irrigate  wound  area  with 
sodium  chloride  or  water 
solutions.  Wound  MUST 
be  cleansed  of 
antiseptics  or  heavy- 
metal  antibacterials. 


THOROUGHLY  MOISTEN 

Thoroughly  moisten 
wound  area  either 
through  tubbing, 
showering,  or  wet  soaks 
(e.g.,  sodium  chloride  or 
water  solutions). 


APPLY  ENZYME 

Apply  a layer  of  TRAVASE 
Ointment.  Assure  intimate 
contact  with  necrotic 
tissue  and  complete 
wound  coverage. 


APPLY  MOIST  DRESSING 

Apply  loose  moist 
dressings  (most 
important  with  dry 
leathery  eschar). 


CHANGE  DRESSINGS 

When  changing  dressing, 
gently  wipe  away  the 
dissolved  material. 
Repeat  the  procedure, 
including  application  of 
TRAVASE  Ointment, 

3 to  4 times  per  day  for 
best  results. 


Itavase'  Ointment 


brand  of  Sutilains 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC 

^ Deerfield,  Illinois  60015 


Please  see  next  page  for  prescribing  information. 


ntment 


brand  of  Sutilains 


ulcers 


TERRY  V,  CARLE,  M.D..  CLINICAL  INSTRUCTOR,  DEPT  OF  PHYS,  MED  & REHAB., 
CRAIG  REHABILITATION  HOSPITAL,  UNIVERSITY  OF  COLORADO 


Before  treatment,  necrotic  matter  coated  the 
inner  surfaces  of  this  decubitus  ulcer. 


After  six  days  of  TRAVASE  therapy,  debridement 
is  nearly  complete  and  granulation  evident. 


•r- 

^ t 

4 f 

burns 


DALE  B.  DUBIN,  M.D.,  DIPLOMATE, 

AMERICAN  BOARD  OF  PLASTIC  SURGERY,  TAMPA,  FLORIDA 


Before  treatment  . . , 48  hours  following  treatment  with  TRAVASE 

Ointment  on  right  hand;  left  hand  is  control. 


Travase”  Ointment 

(brand  of  Sutilains) 

Indications:  For  wound  debridement,  TRA- 
VASE Ointment  is  indicated  as  an  adjunct 
to  established  methods  of  wound  care  for 
biochemical  debridement  of  the  following 
lesions: 

Second  and  third  degree  burns. 

Decubitus  ulcers. 

Incisional,  traumatic,  and 
pyogenic  wounds, 

Ulcers  secondary  to  peripheral 
vascular  disease. 

Contraindications:  Application  of  TRAVASE 
Ointment  is  contraindicated  in  the  following 
conditions: 

Wounds  communicating  with  major  body 
cavities, 

Wounds  containing  exposed  major  nerves 
or  nervous  tissue. 

Fungating  neoplastic  ulcers, 

Wounds  in  women  of  child-bearing 

potential — because  of  lack  of  laboratory 
evidence  of  effects  of  TRAVASE  upon 
the  developing  fetus. 


Warning:  Do  not  permit  TRAVASE  Ointment 
to  come  into  contact  with  the  eyes.  If  con- 
tact is  made,  immediately  rinse  with  copious 
amounts  of  water,  preferably  sterile. 

Precautions:  A moist  environment  is  essen- 
tial to  optimal  activity  of  the  enzyme.  En- 
zyme activity  may  also  be  impaired  by  cer- 
tain agents  (see  package  insert).  Although 
there  have  been  no  reports  of  systemic 
allergic  reaction  in  humans,  studies  have 
shown  that  there  may  be  an  antibody  re- 
sponse in  humans  to  absorbed  enzyme 
material. 

Adverse  Reactions:  Consist  of  mild,  tran- 
sient pain,  paresthesias,  bleeding  and  tran- 
sient dermatitis.  Pain  usually  can  be 
controlled  by  administration  of  mild  anal- 
gesics. Side  effects  severe  enough  to  warrant 
discontinuation  of  therapy  occasionally 
have  occurred. 

If  bleeding  or  dermatitis  occurs  as  a result 
of  the  application  of  TRAVASE  Ointment, 
therapy  should  be  discontinued.  No  systemic 
toxicity  has  been  observed  as  a result  of  the 
topical  application  of  TRAVASE  Ointment. 


DOSAGE  AND  ADMINISTRATION:  STRICT 

ADHERENCE  TO  THE  FOLLOWING  IS  RE- 
QUIRED FOR  EFFECTIVE  RESULTS  OF 

TREATMENT: 

1.  Thoroughly  cleanse  and  irrigate  wound 
area  with  sodium  chloride  or  water 
solutions.  Wound  MUST  be  cleansed  of 
antiseptics  or  heavy-metal  antibacterials 
which  may  denature  enzyme  or  alter 
substrate  characteristics  (e.g., 
hexachlorophene,  silver  nitrate, 
benzalkonium  chloride,  nitrofurazone, 
etc.). 

2.  Thoroughly  moisten  wound  area  either 
through  tubbing,  showering,  or  wet  soaks 
(e.g.  sodium  chloride  or  water  solutions). 

3.  Apply  TRAVASE  Ointment  in  a thin  layer 
assuring  intimate  contact  with  necrotic 
tissue  and  complete  wound  coverage 
extending  ’A  to  Vz  inch  beyond  the  area 
to  be  debrided. 

4.  Apply  loose  wet  dressings. 

5.  Repeat  entire  procedure  3 to  4 times  per 
day  for  best  results. 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Deerfield,  Illinois  eoois 


MEDICINE  AND  THE  LAW 


COURT  HOLDS  FACT  SITUATION  IN  TEXAS  CASE  NOT  APPLICABLE  FOR 
DOCTRINE  OF  RES  IPSA  LOQUITUR 


Plaintiff  had  sued  the  defendants,  doctor 
and  hospital,  for  injuries  sustained  when  a 
great  amount  of  blood  flowed  into  his  scro- 
tum when  a diatube  was  inserted  into  his 
groin  during  a routine  catheterization  test. 
At  the  end  of  the  plaintiff’s  testimony,  the 
judge  withdrew  the  case  from  the  jury  and 
rendered  judgment  that  the  patient  take 
nothing. 

The  plaintiff  had  pled  seven  specific  acts 
of  negligence  on  the  part  of  the  defendants 
and  also  pled  in  the  alternative  “that  he 
does  not  know  the  exact  cause  of  said  acci- 
dent, the  blood  flowing  into  the  scrotum, 
but  that  the  character  and  circumstances 
of  the  said  accident  is  such  as  to  lend  rea- 
sonably tothe  belief  that  without  negli- 
gence, the  accident  would  not  have  hap- 
pened. . . The  plaintiff  stated  that  by  rea- 
son of  the  foregoing,  he  was  entitled  to  rely 
upon  the  doctrine  of  res  ipsa  loquitur  in 
holdingthe  defendants  liablefor  injuries 
resulting  from  the  accident.  The  defen- 
dants had  specially  excepted  to  the  forego- 
ing “forthe  reason  that  the  same  attempts 
to  plead  the  theory  of  res  ipsa  loquitur  un- 
der which  the  facts  and  circumstances  of 
this  case  is  not  permitted.” 

The  trial  court  had  sustained  such  excep- 
tion and  deleted  from  the  plaintiffs  plead- 
ings the  plea  of  res  ipsa  loquitur.  The  plain- 
tiff brought  forth  his  appeal  on  one  point 
that  the  court  erred  in  disallowingthe 
plaintiffs  alternative  pleading  of  res  ipsa 
loquitur  for  either  or  both  of  two  reasons: 
(1)  the  facts  and  circumstances  of  this 
case  fall  within  one  of  thethree  types  of 
Texas  malpractice  cases  in  which  no  expert 
testimony  is  required  and  in  which  res  ipsa 
loquitur  is  applicable;  and  (2)  there  is  no 
basis  in  medical  malpractice  cases  in  Texas 
to  warrant  a blanket  rule  that  res  ipsa 
loquiturcannot  beapplied  to  malpractice 
cases.  The  Court  of  Civil  Appeals  affirmed 
the  trial  court’s  judgment  forthe  defen- 
dants. The  Supreme  Court  of  Texas  refused 


a writ  of  certiorari  on  the  grounds  that 
there  was  no  reversible  error. ^ 

Discussion 

The  court  stated  that  the  doctrine  of  res 
ipsa  loquitur  (the  thing  speaks  for  itself) 
is  generally  held  by  Texas  courts  to  be  in- 
applicable to  medical  malpractice 
cases. 

The  court  stated  that  an  exception  to  this 
rule  is  recognized  where  the  nature  of  the 
alleged  malpractice  and  injuries  are  plain- 
ly within  the  common  knowledge  of  laymen 
such  as  leaving  instruments  or  sponges 
within  the  body  or  operating  on  the  wrong 
portion  of  the  body.  In  such  cases,  the 
court  stated  that  the  requirement  of  medi- 
cal testimony  is  eliminated,  but  the  neces- 
sity of  proof  of  negligence  remains. 

The  court  stated  that  in  this  case  the  plain- 
tiff’s injury  was  not  within  the  common 
knowledge  of  laymen  but  was  peculiarly 
within  the  knowledge  of  medical  witnesses. 
The  court  said  the  pleadings  did  not  allege 
facts  that  would  invoke  the  doctrine  of  res 
ipsa  loquitur. 

Conclusions 

Over  the  years,  there  has  resulted  some 
misunderstanding  and  perhaps  confusion 
as  to  the  doctrine  of  res  ipsa  loquiturand 
its  relation  to  medical  malpractice.  The 
doctrine  is  a rule  of  circumstantial  evi- 
dence that  permits  the  jury  to  conclude  the 
defendant  was  guilty  of  negligence. 
Essentially,  there  are  three  requirements 
that  must  be  met  for  the  application  of  this 
doctrine:  (1)  the  occurrence  would  ordi- 
narily not  happen  in  the  absence  of  negli- 
gence; (2)  the  instrumentality  causing  in- 
jury was  within  the  sole  control  of  the  de- 
fendant; and  (3)  the  plaintiff  has  not  con- 
tributed to  his  own  injury.  Some  courts  and 
authorities  have  asserted  that  a fourth 
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element  is  required — that  the  evidence  to 
explain  the  occurrence  must  be  more  readi- 
ly accessible  to  the  defendant  than  to  the 
plaintiff. 

Texas  courts  have  concerned  themselves 
with  two  essential  questions:  (1)  whether 
the  doctrine  is  available  at  all  in  this  type 
of  case,  and  (2)  in  what  type  or  class  of 
case  the  doctrine  might  be  available.  Most 
of  the  Texas  cases  have  related  to  the  first 
requirement.  The  Texas  courts  do  not  ap- 
pear to  have  reached  a consistent  view  con- 
cerning the  analysis  of  the  doctrine  and  its 
applicability  to  medical  malpractice  cases. 
Although  Texas  cases  have  been  cited  as 
authority  for  the  proposition  that  res  ipsa 
loquitur  cannot  apply  in  the  medical  mal- 
practice case,  a closer  review  of  those 
cases  perhaps  reveals  that  the  doctrine  was 
held  inapplicable  only  to  the  particular 
facts  in  the  particular  cases. 

It  would  appear  that  there  are  essentially 
two  classes  of  cases  in  which  res  ipsa  loqui- 
tur might  apply:  (1)  cases  in  which  the 
courts  would  say  that  the  facts  are  within 
the  knowledge  of  a layman;  and  (2)  cases 
that  are  so  complex  as  to  be  exclusively 
within  the  realm  of  expert  testimony.  There 
have  been  no  reported  cases  in  Texas  con- 
cerning the  doctrine  in  which  the  plaintiff 
has  shown  by  the  use  of  an  expert,  in  the 
absence  of  negligence,  that  the  occurrence 
would  not  ordinarily  have  happened.  Most 
of  the  Texas  cases  have  been  written  with 
respect  to  theapplicability  of  the  res  ipsa 
loquitur  doctrine  involving  situations  where 
there  was  no  expert  testimony.  The  crucial 
issue  is  whetherthe  doctrine  should  be  ap- 
plicable without  resort  to  expert  testimony. 
This  obviously  is  a very  limited  class  of 
cases. 

Essentially,  however,  res  ipsa  loquitur 
might  be  available  in  thefollowingtypes  of 
medical  cases  without  resort  to  expert  tes- 
timony: (1)  injury  to  a portion  of  the  body 
that  v/as  not  under  treatment;  (2)  foreign 
object  cases;  and  (3)  failure  to  x-ray. 

The  genesis  of  the  rule  long  recognized  in 
Texas  comes  from  the  fact  that  the  law 
favors  the  physician  with  the  presumption 
that  he  has  dischar  ^d  his  full  duty.  To  de- 


feat this  presumption,  the  law  exacts  af- 
firmative proof  of  breach  of  duty  coupled 
with  affirmative  proof  that  such  breach  of 
duty  resulted  in  injury.  Negligence  is  never 
imputed  from  results,  nor  is  an  inference 
thereof  indulged  in  against  a physician.^  A 
physician  is  presumed  to  have  exercised 
ordinary  care.  This  is  a rebuttable  pre- 
sumption that,  accordingto  the  case  law, 
requires  direct  evidence  of  negligence  to 
rebut.  On  the  other  hand,  the  doctrine  of 
res  ipsa  loquitur  allows  a presumption  of 
negligence  that  is  rebuttable  by  direct  evi- 
dence of  care  on  the  part  of  the  defendant. 
These  presumptions  are  obviously  in  direct 
opposition.  The  apparent  conflict  may  be 
resolved  by  determining  in  any  given  case 
whether  the  first  presumption  should  be 
used.  In  other  words,  may  it  safely  be  pre- 
sumed that  the  physician  exercised  ordi- 
nary care?  Obviously,  under  certain  circum- 
stances, such  a presumption  flies  in  the 
face  of  both  scientific  and  legal  logic.  This 
has  been  recognized  by  some  courts  and 
has  led  in  Texas  to  a more  guarded  state- 
ment regardingthe  applicability  of  res 
ipsa  loquitur  in  medical  cases. 

The  Texas  courts  have,  when  compared  to 
other  jurisdictions,  taken  a more  restrictive 
view  of  this  doctrine’s  applicability — most 
certainly  under  the  practical  necessity  to 
keep  from  making  the  risk  of  treating  a pa- 
tient so  great  that  no  one  will  undertake  it. 
This  view  will  hopefully  be  continued  by 
our  courts. 

TMA  Office  of  General  Counsel 

Ace  Pickens 


^Rayner  vs  John  Buist  Chester  Hospital  et  al, 
526  SW  2d  637  (Tex  Civ  App  1975). 

-Floyd  Vi  Michie,  11  SW  2d  657  (Tex  Civ  App 
1928). 
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KEEPING  FOOD  SAFE,  Hassell  Bradley  and 
Carole  Sundberg,  Garden  City,  Doubleday 
& Company,  Inc,  1975,  266  p,  $7.95. 

This  book  serves  as  a guide  to  handling, 
preserving,  freezing,  and  storing  food  at 
home.  The  various  hazards  involved  in  the 
improper  handling  of  food  are  discussed  in 
detail.  In  addition,  the  book  covers  the  pur- 
chasing and  storage  of  most  familiar  foods 
and  whom  to  complain  to  if  something  goes 
wrong.  It  is  a useful  tool  for  any  kitchen. 
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Dr.  Bennett 


Dr.  Craige 


Dr.  Jerrell  Bennett 

Dr.  Jerrell  Bennett,  74,  a Fort  Worth  ob- 
stetrician and  gynecologist,  died  Nov  11, 
1975. 

Dr.  Bennett  v^as  a native  of  Grapevine, 

Tex,  and  had  lived  in  Tarrant  County  most 
of  his  life.  He  was  a graduate  of  Baylor 
University  and  Baylor  College  of  Medicine 
(1927).  His  internship  was  at  Harris  Hos- 
pital, Fort  Worth.  He  also  did  postgradu- 
ate work  in  Cleveland,  Ohio. 

He  began  practicing  in  Fort  Worth  in 
1930.  He  was  on  the  staff  of  Harris  Hospi- 
tal, as  well  as  being  a consultant  for  Cars- 
well AFB  Hospital. 

Dr.  Bennett’s  professional  memberships 
included  Tarrant  County  Medical  Society, 
American  Medical  Association,  Southern 
Medical  Association,  American  College  of 
Surgeons  (fellow),  Texas  Society  of  Obste- 
tricians and  Gynecologists,  and  the  Ameri- 
can Board  of  Obstetrics  and  Gynecology. 
He  also  was  a charter  member  of  the  Fort 
Worth  Optimist  Club,  and  had  been  a Ma- 
son for  over  50  years. 

Surviving  are  his  wife,  Pauline  Wall  Ben- 
nett, Fort  Worth;  two  sons,  Jerrell  Ben- 
nett, Jr.,  of  Washington,  DC,  and  Dr.  Lee 
Bennett  of  Dallas,  and  three 
grandchildren. 


Dr.  Branch  Craige,  Jr. 

Dr.  Branch  Craige,  Jr.,  retired  El  Paso  in- 
ternist, died  Oct  27,  1975,  following  a pro- 
longed illness.  He  was  60  years  of 
age. 

Dr.  Craige,  a native  of  El  Paso,  was  a 


graduate  of  the  University  of  North  Caro- 
lina (1935)  and  Harvard  University  Medi- 
cal School  (1939).  He  served  his  intern- 
ship and  residency  in  New  Haven,  Conn 
(1940-43). 

He  entered  the  US  Army  in  1943.  During 
his  service  Dr.  Craige  was  assigned  to  the 
Office  of  Scientific  Research  and  Develop- 
ment, where  he  was  in  charge  of  an  investi- 
gation of  antimalarial  drugs. 

As  a result  of  his  work,  which  was  a part  of 
a large  cooperative  investigation  involv- 
ing scientists  in  various  schools  and  insti- 
tutions, Chloroquine  and  Primaquine,  two 
well  known  and  widely  used  antimalarial 
drugs  were  established  as  safe  and 
effective. 

Dr.  Craige  received  the  Army  Commenda- 
tion Ribbon  and  became  a member  of  the 
National  Malarial  Society  as  a result  of  his 
work  on  the  project. 

Dr.  Craige  was  separated  from  the  ser- 
vice as  a major  in  1946,  and  returned  to 
El  Paso. 

His  professional  memberships  included 
the  American  Board  of  Internal  Medicine, 
American  College  of  Physicians,  American 
Society  of  Internal  Medicine,  Texas  Socie- 
ty of  Internal  Medicine,  El  Paso  County 
Medical  Society  (past  president),  and  the 
American  Medical  Association.  He  was  a 
former  consultant  to  William  Beaumont 
General  Hospital,  president  of  the  El  Paso 
City-County  Board  of  Health,  and  director 
of  the  Medical  Center  Corpora- 
tion. 

Dr,  Craige  is  survived  by  his  wife,  Jean 
McCracken  Craige;  daughters.  Dr.  Betty 
Jean  Craige,  Athens,  Ga,  and  Mrs.  Bruce 
Johnson,  Denver;  son.  Branch  Craige  III, 
New  Orleans;  and  brother.  Dr.  Ernest 
Craige,  Chapel  Hill,  NC. 
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Dr.  A H.  Neighbors 

Dr.  Alien  Huddleston  Neighbors,  an  Austin 
physician,  died  Sept  20, 1975. 

Dr.  Neighbors,  92,  was  still  practicing  at 
the  time  of  his  death.  He  was  a staff  mem- 
ber emeritus  at  Brackenridge  and  St.  Da- 
vid’s hospitals  in  Austin. 

A native  of  Burkville,  Ky,  he  was  graduat- 
ed from  Texas  A&M  University  in  1911, 
and  from  The  University  of  Texas  Medical 
Branch  in  1915.  His  internship  was 
served  at  John  Sealy  Hospital, 

Galveston. 

Priorto  movingto  Austin  in  1941,  Dr. 
Neighbors  practiced  in  Seguin 
25  years. 

His  professional  memberships  included 
the  American  Medical  Association,  the 
Travis  County  Medical  Society,  and  Sou- 
thern Medical  Association. 

Dr.  Neighbors  is  survived  by  his  wife,  Ola 
Srygley  Neighbors,  Austin;  a son.  Dr.  A. 

H.  Neighbors,  Jr.,  also  of  Austin;  a 
brother,  Dr.  DeWitt  Neighbors,  Fort 
Worth;  a sister,  Mrs.  Nell  Beddingfield, 
Kerrville,  Tex;  two  grandchildren,  and 
one  great-grandchild. 


Dr.  R.  L.  Noonan 

Dr.  Richard  Leo  Noonan,  64,  of  Grand 
Prairie,  died  Sept  10,  1975. 

Dr.  Noonan,  a native  of  Denver,  was  a 
graduate  of  the  University  of  Colorado 
(1935)  and  the  University  of  Colorado 
School  of  Medicine  (1939).  He  served 
both  his  internship  and  residency  (pathol- 
ogy) at  Kansas  City  General 
Hospital. 

A former  member  of  the  US  Navy,  Dr. 
Noonan  also  studied  pathology  at  the  Avia- 
tion School  of  Medicine,  Pensacola,  Fla.  He 


later  served  as  a Naval  flight  surgeon  and 
official  in  charge  of  family  clinic  (Naval 
Air  Station,  Dallas). 

Dr.  Noonan’s  professional  memberships 
included  Dallas  County  Medical  Society, 
the  American  Association  of  Physicians 
and  Surgeons,  and  the  American  Medical 
Association. 

In  addition  to  his  professional  interests. 
Dr.  Noonan  was  a member  of  Sigma  Chi 
and  Phi  Rho  Sigma  fraternities,  and  a 
member  of  the  Oak  Cliff  Country 
Club. 

Survivors  include  his  wife,  Virginia  Carr 
Noonan  of  Dallas;  daughters,  Sheila  Noon- 
an of  Dallas  and  Mrs.  Tod  B.  Calhoun  of 
Plano,  and  two  grandsons. 


Dr.  Leopold  Raschbaum 

Dr.  Leopold  Raschbaum,  59,  died  Oct  8, 
1975.  He  was  a resident  of  El  Paso. 

Dr.  Raschbaum  was  a native  of  El  Paso, 
and  had  been  a family  practitioner  there 
since  1967.  He  completed  his  BS  and  MD 
in  Mexico  City.  He  served  an  internship 
there,  and  in  Los  Angeles  (1947-48).  He 
also  served  a surgical  residency  in  Los 
Angeles. 

Dr.  Raschbaum's  professional  member- 
ships included  the  El  Paso  County  Medical 
Society,  American  Medical  Association, 
California  Medical  Association,  and  Los 
Angeles  County  Medical  Association. 
Surviving  Dr.  Raschbaum  are  his  wife,  De- 
lia Martinet  Raschbaum;  sons,  Leopold  J. 
Raschbaum,  George  R.  Raschbaum,  and 
Art  M.  Raschbaum;  daughter.  Rose  D. 
Raschbaum,  all  of  El  Paso;  brother.  Dr. 
Alberto  Raschbaum,  and  sister,  Alicia 
Raschbaum,  both  of  Mexico 
City. 


Dr.  Neighbors 


Dr.  Raschbaum 
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Dr.  Ward 


Dr.  Watkins 


Dr.  H.  L.  Ward 

Dr.  Harold  Lloyd  Ward,  51,  of  DeKalb  died 
Sept  24,  1975. 

Dr.  Ward,  a native  of  Arkansas,  was  a 
graduate  of  the  University  of  Arkansas 
and  the  University  of  Arkansas  School  of 
Medicine.  He  served  his  internship  at  Con- 
federate Memorial  Medical  Center, 
Shreveport,  La  (1955-57). 

The  general  practitioner  was  a veteran  of 
World  War  II,  having  served  in  the  US 
Navy  during  1943-45. 

Dr.  Ward  was  a member  of  the  Bowie 
County  Medical  Society  and  the  American 
Medical  Association. 

Surviving  are  his  wife.  Jewel  Griggs  Ward; 
sons,  John  G.  Ward  and  Tom  J.  Ward,  all  of 
DeKalb;  another  son,  Joe  M.  Ward  of  Col- 
lege Station;  and  his  mother,  Mrs.  Frank 
Ward,  of  DeKalb. 


Orange,  NJ  (1939-40);  Parkland  Memori- 
al Hospital,  Dallas  (1940-41);  and  Baylor 
University  Hospital,  Dallas 
(1941-42). 

Her  professional  memberships  included 
Dallas  County  Medical  Society,  American 
Medical  Association,  Southern  Medical  As- 
sociation, Dallas  Southern  Clinical  Socie- 
ty, Texas  Orthopaedic  Association  (past 
president).  North  Texas  Orthopaedic  So- 
ciety (Western  Orthopaedic  Association), 
American  College  of  Surgeons,  and  Inter- 
national College  of  Surgeons.  She  was  an 
honorary  member  of  Texas  Medical  Asso- 
ciation, and  the  third  woman  to  be  elected 
a fellow  of  the  American  Academy  of  Or- 
thopaedic Surgeons. 

Surviving  are  a daughter-in-law  and  four 
grandchildren. 


Dr.  Margaret  Watkins 

Dr.  Margaret  Watkins,  a founder  and  di- 
rector of  the  Dallas  Cerebral  Palsy  Treat- 
ment Center  and  the  Moody  School  for 
Cerebral  Palsied  Children,  Galveston, 
died  Nov  15,  1975.  She  was  63  years  of 
age. 

During  her  medical  career.  Dr.  Watkins 
worked  on  the  orthopedic  staffs  of  Baylor, 
Parkland  Memorial  and  Methodist 
hospitals. 

In  1957,  Dr.  Watkins  was  one  of  the 
founders  of  the  Watkins  Foundation  for 
the  Handicapped,  an  organization  dedicat- 
ed to  helping  physically  and  mentally  han- 
dicapped people. 

Dr.  Watkins  was  a native  of  Dallas,  and  a 
graduate  of  The  University  of  Texas 
(1934)  and  Baylor  College  of  Medicine 
(1938).  She  served  her  internship  in  Al- 
bany, NY,  and  orthopedic  residencies  at 
the  New  Jersey  Orthopaedic  Hospital  in 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay.  M.D. 


PSYCHOLOGY 

George  R.  Mount.  Ph.D. 

Donald  L.  Whaley.  Ph.D. 


Fred  H.  Jordan.  M.D. 
John  T.  Holbrook.  M.D. 


Tom  I.  Payton.  M.S. 
Patrick  R.  Barnes.  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey.  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix.  A.M. 


SOCIAL  SERVICES 

Beth  Rutherford.  M.S.W. 


COURTESY  STAFF 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211 


O.T.  AND  R.T.  THERAPY 

Director 

Christine  Schmitz.  ORT 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  tlie  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3* When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

€>.In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO.Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

H.PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  m.ade  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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consider  the  effect  on 
coexisting  giaucoma  when 
you  prescribe  a vasodilator 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODIIAN 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg, 

the  compatible  vasodilator 


MJL-54118 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 


© 1976ME:AD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A. 


iliUMMIM’ 


MEDICk  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 


UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


FAMILY  PRACTICE  DEPARTMENT  EXECUTIVE  DIRECTOR 
ENNIS,  TEXAS  BOWEN,  M.G.M.A. 

W.  B.  KINZIE,  M.D.* 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE.  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

R.  W.  BaggeU,  M.D, 

J.  T.  Scogin,  M.D. 

Orthopedle  Surgery: 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

M,  L.  Gray,  M.D. 

E.  L.  Mahon,  Jr.,  MJ). 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

Radiology  and  Radioactive  Isotopes: 

L.  W.  Ralston,  M.D. 

Urology: 

G.  T,  Eimmel,  M.D. 

J.  W.  Fischer,  M.D. 

H.  F.  Rives,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 

have  your  best  interest  at  heairt . 

Give  Heart  Fund 

American  Heart  Association 
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lexas  Physicians’  Directory 


Allergy 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/Amerlcan  Board  of  Allergy  & Immunology 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Olplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  6964405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.C.A.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  F.A.C.A.  Allergy  and  Immunology) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomats  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.PJV.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.O.,  Urology 
Lee  Paul  Fry,  M.O., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  In  PathologEy — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  In  Radiolc^— 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  P.  McGOVERN,  M.D. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH.  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU.  M.D. 
ALBERT  LEHMANN,  M.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 
JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 
Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 


JOHN  A.  THOMAS.  Ph.D. 

Research  Associates  Clinical  Pharmacology 

MICHAEL  H.  SMOLENSKY,  Ph.D. 

ALAIN  REINBERG,  M.D..  Ph.D.  THOMAS  D.  DOWNS,  Ph.D. 

CALVIN  J.  McLERRAN,  Ph.D.  Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 

Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L,  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 
650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone;  336-1574  If  no  answen  924-4231 

ALLERGY  AND  IMMUNOLOGY 

jMeph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
DIplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 

FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D.,  FJtJLF.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

T.  L.  Glenn,  M.D. 

C.  L.  Vemor,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Phillip  Kassner,  M.D. 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

ADMINISTRATOR 

Gene  Hybner 

DIRECTOR  OF  NURSES 

Clinic — Pat  Parker 
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TEXAS  MEDICINE 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  FJ1.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 


RADIOLOGY  & NUCLEAR  MEDICINE 


J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


B.  Williams,  M.D. 
M.  L.  Bercler,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Grimn,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY  „ ^ ^ ^ 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  AssL  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  FJV.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  FJLA.F.P. 
J.  W.  O’BryanL  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.O.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY — CONSULTANT 
L.  D.  O'Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold.  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D, 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca.  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddeii,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

■ . . Another  service  of  your  association 


2715  Fannin  Street.  Houston,  Texas 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 
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C.D.L  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C.  FAUSTINO  GOMEZ,  M.D. 

Surgery  of  the  Rectum  and  Colon  Dermatology  and  Dermatologic  Surgery 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504  M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


SOMMAI  SEHAPAYAK  M.D. 

DIplomate  American  Board  of  Coion  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatology  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D..  DAB  Oph.  DAB  Oto.,  FJLC.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdiabadI,  M.Du  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERUH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROUND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

'DIplomate  American  Board  of  Family  Practice 


Gastroenterology 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


GERALD  A.  CASID,  M.D.,  P.A.  DRS.  BAILEY,  DOUGUS  AND  DEVANEY 

Treatment  of  Skin  Tumors  ASSOCIATION 


Hair  Transplantation,  Dermabrasion,  Chemical  Peel  ^434  Swiss  Avenue,  suite  303,  Dallas,  Texas 


333  N.  Shiloh  Rd..  Garland,  Texas  75042 
Phone  214-272-5451 


Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


TMA  MEMBERS’ 
RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies 
under  the  Keogh  Act  and  is  approved  by  IRS. 
For  full  information,  write:  TMA  Members’  Re- 
tirement Trust,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


. Another  service  of  your  association 
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TEXAS  MEDICINE 


General  Surgery 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

DIplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomat  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth  Texas  76104,  335-8311 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Allan  L.  Naarden,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 


Internal  Medicine 


7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8^6  Douglas  Avenue,  Dallas,  Texas  75225 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


Neurological  Surgery  Nuclear  Medicine 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  E.  Williams,  Jr.,  M.D. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  620,  St.  Paul  Professional  Building, 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Testa  In:  Hematology,  Thyroldology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 


TMA  Physicians  Placement  Service 

. . . Another  service  of  your  association 
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HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Charles  A.  Sargent  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hlllcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  J.  L.  Reed,  M.D. 

Q.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive.  Corpus  Christ!,  Texas  78404,  Phone  853-7319 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 

EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 

Obstetrics  & Gynecology 

Orthopedic  Surgery 

HERSEL  F.  WILLESS,  M.D.,  F.A.C.O.G.,  F.I.C.S. 

Diplomats  American  Board  of  Obstetrics  and  Gynecology 

Gynecology 

Colposcopy 

800  Fifth  Avenue.  Fort  Worth,  Texas  76104,  817  335-4393 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

Ophthalmology 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  FJV.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Blooms,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 

Robert  H.  Stevrart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  FJV.C.S. 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 
WEINBERGER 

Ophthalmology 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St,  Abilene,  Texas  79601 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

DIplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

BRUCE  C.  TAYLOR,  M.D. 

Diseases  & Surgery  of  the  Retina 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

2811  Lemmon  Ave.  E.,  Dallas.  Texas  75204 
(214)  521-1153 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
(713)  529-7321,  529-5828 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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L LEE  LANKFORD,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgei^  and  Upper  Extremity 
Reconstructive  Surgery 

Bayior  Medicai  Piaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dalias,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendei,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Frank  R.  Vincenti,  M.D. 

Dipiomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randoi  Miil  Road,  Ariington,  Texas  76012,  817  261-8284 


Otology 


JAMES  R.  FANCHER,  JR.,  M.D. 

Dipiomate  of  The  American  Board  of  Otoiaryngology 

Otology 

Neuro-Otology 

St.  Paui  Professionai  Bidg.,  Suite  920,  5959  Harry  Hines  Blud., 
Daiias,  Texas  75235 
Teiephone:  (214)  630-4871 


Pathology 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Daiias,  Texas  75214 

George  M.  Bosweii,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consuitation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Dipiomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

Dipiomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serolon, 
Clinical  Chemistry,  Bacterioloj^,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemogiobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Dipiomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Or.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Dipiomates,  American  Board  of  Pathology 

Tissue  Pathology.  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


THURSTON  DEAN,  M.D. 

Dipiomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Dipiomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


J.  S.  WILKENFELD,  M.D. 

Dipiomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

OIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytoiogy  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


"Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilton,  M.D. 

E.  D.  Seaman,  M.D. 

DIplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Falrall,  B.BJL,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
ISOl  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  tvKelfth  grade 

WILLIAM  E.  HIS^,  Administrator 

LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI,  M.D. 

DIplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 
RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 
THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 


DIplomates  American  Board  of  Plastic  Surgery 
LAURENCE  E.  WOLF,  M.D. 


JOHN  E.  CARTER,  M.D.,  P.A. 

DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  3364)356 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


RUSTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

DIplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 
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EDWARD  P.  MELMED,  M.D.,  M.B.  CH.B., 
F.R.C.S.  (ENG.),  F.R.C.S.  (GLASG.) 

Plastic,  Reconstructive  & Cosmetic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230,  (214)  661-7755 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214-381-3849 


Psychiatry  Psychiatry  & Neurology 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 

Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 

Houston,  Texas  77055 

Phone:  (713)  467-7013 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown,  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


1976  TMA  Annual  Session,  May  6-9,  Dallas 
. . . Another  service  of  your  association 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  FanonI,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 
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Harvey  M.  Lowry,  M.D.,  F,A.C.R. 
James  R.  Gish,  M.D.,  OJLB.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  dJlB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuciear  Medicine 
Services  to  area  hospitais  & clinics;  Strontium  90  eye 
appiicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

DIplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Falrall,  B.BJL,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Richard  E.  Wood,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D.  Maruf  A.  Razzuk,  M.D. 

DRS.  PAULSON,  URSCHEL,  WOOD  AND  ASSOCIATES 
Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  SL,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  MCDONALD,  M.D. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Cravdord,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


EUGENE  R.  TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex  75204,  214-826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  (214)  233-7765  Answered  24  Hours 


DIRECTOR  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  is  avail- 
able upon  request.  New  listings,  changes,  or  cancellations  should  be 
sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preceding 
publication  month. 
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Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 

FP  OR  IM  TO  JOIN  THREE  MAlTljROXrP.  Investigate  facilities, 

compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3596  for  Barnes,  Colwell  or  Cook. 

INTERNIST-GENERAL  PRACTITIONER:  Clinic,  including  lab  and 
*-ray.  Join  surgeon  and  general  practitioner  in  busy  practice.  Salary  and 
benefits  negotiable  with  subsequent  partnership  offered.  Contact  Ribelles 
Clinic  Association.  9801  Katy  Freeway.  Houston.  Texas  77024. 

WANTOD  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  .1.  E.  Hogan,  M.D.,  Medical  Director.  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $24,000  to  $30,000  per  year  negotiable. 
City  has  population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact 
Chris  S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas 
78834.  612-876-6236. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan.  M.D..  Medical  Director, 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring.  Texas  79710:  telephone  915-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  Interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street.  Carrizo  Springs,  Texas  78834,  512-876-6236. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,000  per  year.  Please  reply  to  Ad-B69,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  J.  E.  Hogan.  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place.  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
Adult  Psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy,  group 
therapy,  psychopharmacology  and  ethology.  Basic  clinical  orientation 
in  child  development  with  intensive  individual  supervision  in  psycho- 
analytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  linguis- 
tic anthropology,  community  services  and  other  fields.  Excellent  oppor- 
tunities in  teaching,  administration,  inpatient  and  out-patient  clinical 
programs.  New  60-bed  inpatient  unit  for  children.  Liaison  with  graduate 
school,  medical  school  and  community  programs.  Stipends:  FMrst  year, 
$16,000;  second  year,  $16,000:  third  year,  $17,000;  fourth  year.  $18,000. 
Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training, 
Austin  State  Hospital,  4110  Guadalupe.  Austin,  Texas  78761. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology. pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director. 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720:  telephone  916-267-6361. 


_ PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipend  with 
Texas  license  are  $16,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  Child  Psychiatry.  For  full  information  write 
to:  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital.  4110  Guadalupe  Street.  Austin,  Texas  78761. 

OB-GYN  TO  JOIN  well  established  practice  in  Corpus  Christi.  Office 
loaded  with  the  most  modem  equipment,  centrally  located  and  near  the 
best  hospitals  in  town.  Conditions  open  to  a mutual  agrreement.  After 
6 p.m.,  612-992-2186. 

ED— TEXAS  GULF  COAST— ESTABLISHED  GROUP  EXPANDING— 
Immediate  openings:  guarantee  $66,000;  fringes  (malpractice,  major 
medical,  life,  disability  income) ; Houston  metropolitan  facilities  (Texas 
Medical  Center,  Astrodome,  cultural  and  educational  opportunities) ; 
sports  (major  leagues,  fresh  and  salt  water).  Call  or  write  G.C.E.P., 
713-944-6300:  3325  Plainview,  Suite  7,  Pasadena,  Texas  77504. 


PHYSICIANS  AND  PSYCHIATRISTS— general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas: 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Dep.artment  of  MHMR,  P.O.  Box  12668,  Capitol  Station.  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 

OBSTETRICIAN-GYNECOLOGIST:  When  I finished  post-graduate 
training  20  years  ago,  I wish  I could  have  come  across  such  an  oppor- 
tunity as  exists  presently  for  an  OB-GYN  here  in  my  office.  Perhaps 
this  is  just  what  you  are  looking  for.  Need  one  or  more  men  soon. 
Come  out  and  look  us  over.  No  tire-kickers,  please.  Reply  to  Ad-698, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 


PHYSICIANS  WANTED — Progressive  East  Texas  community  of  16,000 
with  100  bed  accredited  hospital.  Located  in  lake  resort  area.  Varied 
recreational  opportunities.  Group  or  solo  opportunities  available.  Medical 
community  will  assist  in  establishing  practice.  Please  contact  Joe  Ed 
Smith,  M.D.,  603  Bryson,  Athens,  Texas  75761;  214-676-2216. 

EMERGENC"^ MEDICINE— OUTSTANDING  OPPORTUNITIES.  High- 
ly  remunerative  situations  available  for  emergency  medicine  physicians 
licensed  or  eligible  for  license  in  Texas.  Major  metropolitan  medical 
centers,  suburban  and  rural  hospitals  and  community  practices  through- 
out Texas.  Excellent  earnings  and  guarantees.  For  personalized  con- 
fidential service  at  absolutely  NO  FEE  to  the  candidate  send  C.  V.  to 
Toni  Clark  or  Leo  A.  Wiener.  M.D.,  Search  Committee.  Daniel  Stern 
and  Associates,  Health  Placement  Services,  Suite  510  GPM  South  Tower, 
800  N.W.  Loop  410,  San  Antonio,  Texas  78216;  phone  512-349-2651. 

PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000-1-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital.  P.  O.  Box  318,  Rusk,  Texas  75785:  214-683-5481. 

INTERNIST-FAMILY  PRACTITIONER— Would  you  like  to  live  in 
beautiful  Austin  and  share  fully  equipped  office?  Present  owner  works 
% day  and  is  overworked.  Would  like  compatible  doctor  to  work  % day. 
A good  set-up  for  someone  with  similar  desires.  Income  excellent  and  time 
to  live  and  enjoy  the  many  pleasures  available.  Please  reply  to  Ad-600, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PRACTICE  PHYSICIANS — Solo  or  associate  practice  available 
in  Northcentral  Texas  community  serving  35,000.  Strong  consultive  sup- 
port and  exceptional  hospital  facility  available.  Relaxed  living,  outskirts 
of  metroplex.  Contact  Palo  Pinto  Area  Foundation,  c/o  James  F.  Berg, 
M.D.,  208  N.  W.  Second  Street,  Mineral  Wells,  Texas  76067;  817-325-0741. 

GENERAL  PRACTITIONERS  NEEDED  immediately  in  small  South 
Central  Texas  county.  New  42-bed  county  hospital  available.  Contact 
Ad-601,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FAMILY  PRACTITIONERS  NEEDED  to  work  in  clinics  serving  needy 
families  in  Plainview,  Dallas,  and  South  Texas  areas.  Salary  $30,000,  and 
above  plus  malpractice  insurance  and  other  benefits.  For  details  write  or 
call:  Guillermo  Glenn,  Project  CURA,  P.O.  Box  7606,  San  Antonio,  Texas 
78207;  512-732-6249.  

WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D..  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

PHYSICIANS  WANTED:  One  or  two  family  physicians  or  surgeons. 
Three  physicians  in  area.  Central  West  Texas  town  of  6,000  population: 
trade  area  of  10,000  population.  Office  space  available:  30-bed  hospital 
in  town.  Pleasant  climate,  good  schools.  38  miles  east  of  San  Angelo. 
For  more  information  call;  Norvell  Meredith,  916-365-3605  or  Mrs.  Gwen 
McLarty,  916-365-2631;  or  write  Ballinger  Memorial  Hospital,  Inc., 
Bronte  Highway  and  Avenue  B,  Ballinger,  Texas  76821. 

MEDICAL  SPECIALIST  MD:  Position  available  now  for  medical  spe- 
cialist MD  on  the  staff  at  Terrell  State  Hospital.  Salary  $36,000  with 
possibility  of  $3,000  additional  compensation  and  $1,000  for  board  cer- 
tification. Texas  license  or  eligible  for  reciprocity.  Contact  Luis  M. 
Cowley,  M.D.,  Superintendent,  Terrell  State  Hospital,  P.O.  Box  70, 
Terrell,  Texas  76160.  (214)  663-6452.  An  equal  opportunity/affirmative 
action  employer.  

PHYSICIANS:  Internal  medicine,  general  practitioner,  family  practi- 

tioner, pulmonary,  radiologist,  for  222-bed  medical  hospital  in  Central 
Texas.  Competitive  salary,  liberal  fringe  benefits.  An  equal  opportunity 
employer.  Contact  Chief  of  Staff,  VA  Hospital,  Marlin,  Texas  76661. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preening 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EMERGENCY  ROOM-DALLAS-IMMEDIATE  OPPORTUNITY  FOR 
EMERGENCY  PHYSICIANS.  Paid  vacation  and  scientific  conference 
meetings  plus  usual  corporate  benefits.  Choice  of  large  or  small  hospital. 
Income  negotiable  depending  on  experience.  Must  be  Texas  licensed  and 
eligible  for  malpractice  insurance.  Contact  Director  of  Emergency 
Room,  Methodist  Hospitals  of  Dallas,  (214)  946-1818  or  write:  P,0.  Box 
6999,  Dallas,  Texas  76222, 

IMMEDIATE  NEED  FOR  GP,  FP  OR  INTERNIST  for  4 member 
clinic — part  time  surgeon  group.  Major  hospitals,  $2,500  monthly/vs 
percentage.  Association  possible.  5th  member  residency  bound.  Two 
months  vacation/study.  Call  one  weekend  monthly,  one  night  weekly. 
Limit  your  practice.  Fort  Worth,  1-817-534-6616. 

PART-TIME  PHYSICIANS  WANTED  for  Houston  area  to  cover 
emergency  room.  Weekends.  Malpractice  insurance  paid.  Contact:  S. 
Powers,  2410  S.  Voss,  G116,  Houston  77027.  (713)  790-1420. 

DALLAS  METROPLEX.  Full  time  emergency  room  physicians  needed 
for  new  group  of  career  emergency  physicians  in  stimulating  new  hos- 
pital setting.  Malpractice  paid.  Guaranteed  minimum  possibly  $50,000 
a year  plus  percentage  of  gross.  Contact:  S.  Powers,  2410  S.  Voss, 
G116,  Houston,  Texas  77027.  (713)  790-1420, 

EL  PASO.  Full  time  emergency  room  physician  needed  for  new  group 
of  career  emergency  physicians  in  stimulating  hospital  setting.  Mal- 
practice paid.  Guaranteed  minimum  $45,000-$50,000  a year  plus  per- 
centage of  gross.  Contact:  S.  Powers,  M.D.,  2410  S.  Voss,  Suite  G116, 
Houston,  Texas  77027.  (713)  790-1420. 

OPHTHALMOLOGIST  WANTED  in  South  Central  Texas  to  take 
over  equipped  office  of  retiring  ophthalmologist;  buy  only  the  sharp 
instruments,  pay  reasonable  rent  on  building  and  other  equipment. 
Practice  grosses  $62,000  without  surgery.  Nice  semi-retirement  op- 
portunity. Available  March  first.  Please  reply  to  Ad-608,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  WITH  INTEREST  in  cardiology  for  solo  practice.  New 
modern  hospital  under  construction.  Write  to  Chief  of  Staff,  Memorial 
Hospital,  P.O.  Box  2068,  Pecos.  Texas  79772. 

WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan 
Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915- 
267-6361. 


Situations  Wanted 


ANESTHESIOLOGIST  49,  board  certified  with  Texas  license.  Desiring 
Gulf  location.  Will  be  available  in  the  summer  of  1976.  Please  reply  to 
Ad-606,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PATHOLOGIST— BOARD  CERTIFIED,  both  AP  and  CP.  Vast  ex- 
periences in  hospital  practice  and  teaching.  Seeking  position  of  director 
of  lab  or  group  practice.  Available  immediately.  Please  reply  to  Ad-609, 
Texas  Medicinet  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  GENERAL  SURGEON  SEEKS  permanent  posi- 
tion in  medium  size  or  large  city  in  Texas.  W^illing  to  do  minimal 
general  practice.  Please  reply  to  Ad  610,  Texas  Medicine^  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

BOARD  ELIGIBLE  ANESTHESIOLOGIST  33.  FMG,  university  train- 
ed. Active  staff  at  Johns  Hopkins  Hospital.  Well  experienced  in  all 
fields  of  anesthesia.  Seeking  group  practice  in  200  to  400  bed  hospitals. 
Available  July  1976.  Please  reply  to  Ad-611,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON,  married,  Diplomate  of  American  Board  of 
Surgery,  and  Fellow  of  American  College  of  Surgeons,  with  twenty 
years  experience  in  general  and  traumatic  surgery  desired  relocation  in 
medium  sized  community,  preferably  in  group  or  partnership  practice. 
Contact  Alfred  Edinburgh,  M.D.,  98-51  Queens  Blvd.,  Rego  Park,  New 
York  11374. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218. 

MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  _ included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Blrchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  offices,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  


CLINIC  BUILDING  FOR  SALE  IN  CLEBURNE,  TEXAS.  Offices  and 
examining  rooms  for  three  physicians.  Room  for  clinical  laboratory, 
x-ray  room,  dark  room.  Very  large  reception  room,  three  business 
offices,  mailing  room,  and  large  staff  room.  Large  parking  lot  adjacent 
to  building  is  part  of  property.  City  and  county  acutely  short  of  physi- 
cians. Large  general  hospital  in  city  with  open  staff.  Contact  E.  L. 
Clark,  M.D.,  Santa  Fe  Hospital,  Temple,  Texas  76501. 

FAMILY  PRACTITIONERS,  PEDIATRICIANS,  OB-GYN,  INTERN- 
ISTS ...  If  you  are  seeking  your  first  location  or  thinking  of  relocat- 
ing from  your  present  area,  we  invite  your  inquiries  about  Grand 
Prairie.  For  information  about  office  and  hospital  facilities,  cali  or 
write  Drs.  LeBlanc  & Sternberg,  2126  Virginia  Drive,  Grand  Prairie, 
Texas  76060.  (214)  264-2466. 


DOCTORS  SUITES,  approximately  1,000  square  feet  at  46c  square  foot 
including  ali  bills  and  janitor.  One  block  to  hospital.  Heights  Med  Arts 
Center,  411  West  21st  Street,  Houston,  Texas.  Call  Irving  Richie,  781- 
3138  or  862-2662.  Write  to  2100  Fountain  View  #29,  Houston,  Texas 
77027.  


LUBBOCK,  TEXAS:  FOR  LEASE,  professionai  office  space  for  in- 
ternists, adjacent  to  600  bed  general  hospital  in  established  medical 
community,  within  one  mile  of  new  medical  school.  6,000  square  feet 
available.  Suites  tailored  for  tenants.  Phone  Richard  S.  Duncan,  806- 
795-7003. 

CLINIC  FOR  SALE:  3 man  modern  clinic  with  active  general  prac- 
tice for  sale.  Building  has  x-ray  and  lab  facilities  and  is  adjacent  to 
36  bed  recently  remodeled  hospital.  Located  86  miles  from  Austin  and 
Houston  and  110  miles  from  San  Antonio.  Owners  retiring.  Please  reply 
to  Ad-607,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  

FOR  SALE:  One  Aloe  Steeline  examining  table  in  good  condition — 
white  with  black  cushion  top,  stirrups,  paper  roll  dispenser:  also  match- 
ing cabinet  and  stool.  Five  hundred  dollars  or  best  offer.  Please  reply 
to  H.  P.  Redwine,  M.D.,  P.O,  Box  193,  Snyder,  Texas  79649.  Telephone 
915-673-2202. 

Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  coupies 
of  all  faiths.  Costs  a^ust«l  to  ability  to  pay.  Home  of  the  Hoiy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9251. 


FIGHTING 
CANCER  WITH 

I HeIVIVtod 


...is  not  news.  What’s  news 
is  that  our  film  program  for 
professional  medical  audi- 
ences is  the  most  ambitious 
ever  launched  against  a sin- 
gle disease. 

Approximately  30  films 
are  now  available  (free  on 
loan).  The  subjects  include: 
chemotherapy,  radiation 
therapy,  cancer  in  children, 
nursing  care  of  the  cancer 
patient,  rehabilitation,  can- 
cer sites  — skin,  stomach, 
mouth,  colon  and  rectum, 
prostate,  thyroid,  breast, 
lung,  uterus. 

As  pioneers  in  the  usage 
of  medical  films,  we  know 
their  value  as  teaching  tools. 
They  are  a vital  part  of  our 
professional  educational  pro- 
grams. We  hope  you  will 
contact  your  local  ACS  Unit 
about  them. 


American  Cancer  Society 
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OPPORTUNITIES 
FOR  PSYCHIATRISTS 

The  Community  Mental  Health-Mental  Retardation 
Centers  of  Texas  have  immediate  and  projected  open- 
ings at  several  locations  for  psychiatrists  at  all  ex- 
perience levels.  Applicants  must  be  licensable  in 
Texas. 

Salaries  are  negotiable,  depending  upon  training, 
experience  and  qualifications,  to  $42,000  per  annum. 
An  excellent  package  of  fringe  benefits  supplements 
the  basic  salary.  Adjunct  practice  is  possible  in  most 
locations:  and  academic  affiliation  in  some. 

Respond  with  curriculum  vitae  to  Farabee  and  As- 
sociates, 2665  Villa  Creek  Drive,  Suite  148,  Dallas, 
Texas  75234  or  call  collect  (214)  243-6252.  The  Tex- 
as Community  MH-MR  Centers  retain  Farabee  and 
Associates  in  their  support. 


If  you  are  one  of  the  3 of  4 physicians  who 
do  not  teach  your  patients  how  to  do  breast 
self-examination* ...  do  you  know  that  92% 
of  women  who  receive  personal  instruction 
from  their  doctors,  regularly  practice  breast 
self-examination  ? * 

It's  your  move. 


american 

cancer 

society 


’Statistics  are  tfom  a Gallup  Study  conducted  for  the  American  Cancer  Society. 
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ALCOHOUSM 

be  treated 
in  2 weeks? 

The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high";  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 

SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 

• Member  American  Hospital  Association  G Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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Editorials 


A NEW  BREED  OF  LABORATORY  WORKER 

There  are  more  than  3,000  Medical  Laboratory 
Technicians  (MLT)  in  the  country  today  who 
have  passed  the  Medical  Laboratory  Technician 
certifying  examination  given  by  the  American 
Society  of  Clinical  Pathologists. 

The  MLT  is  a relatively  new  category  of  labor- 
atory personnel  between  the  Certified  Labora- 
tory Assistant  (CLA,  ASCP),  and  the  Medical 
Technologist  (MT,  ASCP).  In  general,  the  MLT 
must  possess  an  associate  degree,  requiring  a 
minimum  of  60  semester  hours  or  90  quarter 
hours,  including  courses  in  biology  and  chemis- 
try plus  clinical  training  in  a structured  medical 
laboratory  curriculum  ora  minimum  of  five 
years’  acceptable  laboratory  experience.  The 
MLT  is  capable  of  performing  routine  labora- 
tory procedures  in  general  areas  of  clinical 
chemistry,  hematology,  immunohematology, 
microbiology,  serology,  and  urinalysis. 

The  structured  medical  laboratory  technician 
programs  were  developed  by  a joint  committee 
of  the  American  Association  of  Junior  Colleges 
and  the  National  Council  on  Medical  Technology 
Education.  The  com.mittee  was  established  in 
1967,  and  its  Guide  for  Program  Planning:  Medi- 
cal Laboratory  Technician^3S  published  in  1969. 
The  two-year  programs  followingthese  guide- 
lines are  restricted  to  junior  or  community  col- 
leges and  involve  a combination  of  academic 
and  technical  courses  with  clinical  experience. 

In  Texas  we  have  1 1 Medical  Laboratory  Tech- 
nician programs  that  are  recognized  by  the 
Texas  Education  Agency.  They  are  in  colleges  in 
Amarillo,  Dallas,  Denison,  Houston,  Laredo, 
Corsicana,  Odessa,  San  Antonio,  Hurst,  Temple, 
and  Tyler.  Graduates  receive  the  associate  de- 
gree in  applied  science. 

Since  junior  and  community  colleges  serve 
the  needs  of  their  communities,  the  structuring 
and  content  of  the  various  MLT  programs  are 
varied.  For  example,  graduates  of  programs  in 
metropolitan  areas  learn  to  use  the  SMA  12/60 


and  other  sophisticated  equipment.  Graduates 
from  less  urban  areas  may  not  be  able  to  do  so, 
norwould  they  necessarily  have  to  in  theircom- 
munities.  Therefore,  prospective  employers 
should  inquire  whetheran  applicant  has  the 
competencies  necessary  forthe  position. 

At  El  Centro  College  in  Dallas,  MLT  students 
spend  the  academic  school  year  in  the  college 
classroom  completing  courses  in  chemistry, 
biology,  mathematics,  English,  etc,  in  addition 
to  the  medical  laboratory  technology  courses. 
The  latter  courses  are  taught  by  a medical  tech- 
nologist (ASCP)  utilizing  both  lecture  and  a 
simulated  medical  laboratory.  The  laboratory 
student-teacher  ratio  is  10  to  1.  The  summer 
months  are  spent  in  the  clinical  laboratories  of 
affiliated  hospitals  and  clinics,  and  the  students 
rotate  through  the  clinical  laboratory  depart- 
ments. 

The  MLT  program  is  one  of  seven  programs 
in  the  Health  Occupations  Division  of  the  Col- 
lege, and  has  an  advisory  board  composed  of  at 
least  one  pathologist  or  one  medical  technolog- 
ist, or  both,  from  each  of  the  affiliated  clinical 
laboratories. 

The  program  has  produced  graduates  that 
have  been  well  received  in  the  Dallas  area.  The 
primary  objective  of  this  program  is  to  produce 
qualified  laboratory  workers  competent  to  per- 
form routine  benchwork  in  all  areas  of  the  medi- 
cal laboratory. 

Other  MLT  programs  across  the  state  are 
producingequallyqualified  medical  laboratory 
technicians;  these  graduates  could  well  fill  the 
need  for  qualified  laboratory  workers  in  smaller 
communities. 

Additional  information  may  be  obtained  by 
contacting  the  coordinator  of  a nearby  MLT 
program,  or  by  writing  to  the  Commission  on 
Medical  Laboratory  Personnel,  American  So- 
ciety of  Clinical  Pathologists,  2100  West  Harri- 
son Street,  Chicago,  III  60612. 

Benita  B.  Mays,  MA,  MT  (ASCP),  Dallas. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


1 


I 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freq: 
and/ or  severity  of  grand  mal  seizure, 
require  increased  dosage  of  standarc, 
convulsant  medication;  abrupt  withdj 
may  be  associated  with  temporary  ini 
crease  in  frequency  and/or  severity  ( 
seizures.  Advise  against  simultaneou 
gestion  of  alcohol  and  other  CNS  dep 
sants.  Withdrawal  symptoms  (similai 
those  with  barbiturates  and  alcohol) 
occurred  following  abrupt  discontinu 
(convulsions,  tremor,  abdominal  and 
cle  cramps,  vomiting  and  sweating), 
addiction-prone  individuals  under  ca 


According  to  her  major 
ptoms,  she  is  a psychoneu- 
::  patient  with  severe 
ety.  But  according  to  the 
ription  she  gives  of  her 
ngs,  part  of  the  problem 
sound  like  depression, 
i is  because  her  problem, 
ough  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
provide  relief  for  both— as 
ixcessive  anxiety  is  re- 
id,  the  depressive  symp- 
s associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
;s  in  using  Valium  for  the 
lagement  of  psychoneu- 
c anxiety  with  secondary 
ressive  symptoms:  the 
ihotherapeutic  effect  of 
ium  is  pronounced  and 
id.  This  means  that  im- 
vement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.cl.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium; 

(diazepam) 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


'eillance  because  of  their  predisposi- 
to  habituation  and  dependence.  In 
'nancy,  lactation  or  women  of  child- 
ring age,  weigh  potential  benefit 
nst  possible  hazard. 

:autions:  If  combined  with  other  psy- 
tropics  or  anticonvulsants,  consider 
jfully  pharmacology  of  agents  em- 
^ed;  drugs  such  as  phenothiazines, 
;otics,  barbiturates,  MAO  inhibitors 
other  antidepressants  may  potentiate 
iction.  Usual  precautions  indicated  in 
ents  severely  depressed,  or  with  latent 
ression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nulley.  New  Jersey  07110 


k proposal  for  Medicaid 


Economic  restraints . . . price  indices 

. . . fee  profiles We  have  been 

grappling  with  such  terms  of  late  in 
attempts  to  deal  with  the  problems  of 
physician  reimbursement  under  both 
the  Medicare  and  Medicaid  programs. 
Now,  the  financial  problems  facing 
the  Medicaid  program  in  the  state 
threaten  the  cpiality  of  care  being  de- 
livered— this  should  not  be  allowed  to 
happen. 

The  leadership  of  Texas  Medical 
Association  has  suggested  a possible 
course  of  action  to  resolve  the  prob- 
lems of  the  Texas  Department  of  Pub- 
lic Welfare  (DPW)  in  administering 
this  tax-supported  program. 

According  to  available  information, 
there  appear  to  be  sufficient  funds 
within  the  control  of  DPW  to  continue 
to  furnish  services  at  current  levels, 
but  the  agency  is  deprived  of  the  dis- 
cretion to  use  all  funds  under  its  juris- 
dictions as  it  deems  necessary.  TM A 
has  offered  its  support  and  assistance 
in  seeking  from  the  appropriate  of- 
ficials the  latitude  to  utilize  funds  un- 
der its  control  as  needed. 

We  have  urged  that  services  not  be 
cut  back,  if  it  is  at  all  possible.  The 
services  provided  supply  basic  needs, 
and  it  would  be  difficult  to  render 
first-rate,  quality  care  without  them. 

We  have  encouraged  that  tighter 
utilization  control  be  conducted  under 
medical  auspices  in  DPW.  The  doc- 
tor’s office  should  be  used  when  it  will 
suffice,  rather  than  more  expensive 
outpatient  and  inpatient  facilities. 

Further,  we  have  expressed  our 
continued  concern  to  the  DPW  com- 
missioner regarding  allowances  for 
physicians’  fees  under  the  Medicaid 
program.  Reimbursement  allowed  by 
Medicaid  is  the  lowest  which  Texas 
physicians  receive  for  services  to  their 
patients.  Continuation  of  these  poli- 
cies will  discourage  physicians  from 
accepting  welfare  patients  and  force 
patients  unnecessarily  into  hospital 
facilities,  thus  increasing  the  pro- 
gram’s costs. 

Medicaid  patients  will  best  be  serv- 
ed by  the  participation  of  the  greatest 
number  of  Texas  doctors.  We  have 
recommended  that  reimbursement  for 
Medicaid  services  be  placed  at  the 
same  levels  as  Medicare. 


The  proposed  TMA  plan  of  action 
urges  greater  utilization  control  over 
beneficiaries  of  the  program  to  pre- 
vent overuse  and  abuse  of  the  services 
by  the  recipients.  However,  we  would 
oppose  “locking-in”  a beneficiaiy  to 
a physician. 

These  recommendations  have  been 
offered  in  light  of  the  principles 
adopted  by  TMA  at  the  outset  of  the 
Medicaid  program.  The  following  ex- 
cerpt from  these  principles  seems  par- 
ticularly appropriate  to  the  problems 
faced  today:  “The  principle  of  quality 
medical  care  should  be  the  primaiy 
consideration.  The  Title  XIX  Program 
should  endeavor  to  maintain  and  to 
enhance  the  traditional  doctor/patient 
relationship.  The  patient  should  have 
the  right  to  select  his  own  physician. 
The  physician  should  be  free  to  accept 
for  treatment  those  patients  whom  he 
feels  he  can  benefit.  He  should  be  free 
to  select  therapy  which  in  his  judg- 
ment should  be  the  most  beneficial  to 
the  patient.” 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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Telephone;  936-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 

rNTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D..F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson.  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator; 

J.  D.  Norris.  Jr. 

Director-Coordinator,  Nursing  Service: 

T.  G.  Newton,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 
John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E,  Magers,  M.D., D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M, 

Cloyce  L.  Stetson,  Jr.,  M.D.,  D.A.B.I.M. 

David  S.  Sowell.  Ill,  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu., 
F.A.C.P. 

W.  Mark  Armstrong.  M.D.,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D.,  D.A.B.I.M. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S..  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland,  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B.P.,  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B. P.,  F.A.A.P. 

Larry  Gray,  M.D.,  D.A.B.P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery.  M.D.,  D.A.B.S.,  F.A.C.S. 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  F.A.C.S. 

Miller  S.  Bell,  M.D.,  D.A.B.S.,  F.A.C.S. 

UROLOGY 

Harry  M.  Spence.  M.D.,  D.A.B.U.,  F.A.C.S. 
William  H.  Hoffman.  M.D.,  D.A.B.U.,  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B. U.,  F.A.C.S. 


RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell.  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hoilabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D.,  D.A.B.I.M.,  F.A.C.P., 
Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B.P,,  F.A.A.P. 

William  H.  Potts,  M.D.,  F.A.C.P.,  Internal  Medicine 
Ozro  T.  Woods,  M.D.,  Surgery  Emphasizing  Tumors 
J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green.  M.D.,  Surgery 
B.  Celia  Slaughter.  M.D..  D.A.B.P.,  F.A.A.P. 

Edwin  M.  Cleveland,  M.D. 


LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit-to-risk  ratio 


• three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuais 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
hq,ve  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  In  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  1 0 mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets. 

5 mg,  10  mg  and  25  mg— bottles  of  100  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 


r\  Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  New  Jersey  07110 
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chlordiazepoxide  HCI/Roche 

Please  see  following  page.  5 mg,  10  mg,  25  mg  capsules 
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LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patient’s  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS' 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit'to-risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 


LIBRIUM  c 


chlordiazepoxide  HCl/Roche 


Please  see  preceding  page  for  summary  of  product  information. 
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Executive  Board  considers  PSRO  developments;  reiterates  stand 

Meeting  in  Austin  on  Jan  18,  the  Texas  Medical  Association’s  Execu- 
tive Board  reiterated  its  full  support  of  previous  policy  positions  taken 
on  PSRO  (professional  standards  review  organization)  by  the  House 
of  Delegates  in  1973  and  1974.  These  positions  called  forTMA  to 
exercise  all  possible  courses  of  action  to  repeal,  amend,  or  substitute 
deleterious  provisions  of  the  PSRO  law  and  to  continue  to  strive  for  a 
single  statewide  plan. 

The  board  reviewed  the  purposes  for  which  the  Texas  Institute  for 
Medical  Assessment  (TIMA)  was  established:  to  promote  establish- 
ment of  a single  statewide  PSRO  area  designation;  to  assure  that 
traditional  practice  patterns  and  practice  flows  are  not  disrupted;  to 
support  local  institutional  review  and  coordinate  review  efforts  across 
the  state;  to  collect  data  and  information  which  could  be  used  in  the 
enhancement  of  quality  medical  and  hospital  care;  to  assure  that  the 
review  of  medical  and  health  care  was  performed  by  private  practic- 
ing physicians;  and  to  maintain  a unified  profession  in  Texas.  Results 
of  a recent  Tl  MA  poll  indicated  that  95%  of  physicians  in  Texas  favor 
a statewide  PSRO. 

TMA  representatives  will  go  to  Washington  to  visit  Health,  Education 
and  Welfare  Secretary  David  Mathews  to  present  TIMA’s  proposal 
for  a PSRO  planning  grant.  The  board  recognized  the  need  to  proceed 
immediately  with  full  operation  of  Tl  MA  and  to  continue  efforts  to- 
ward establishing  a single  statewide  PSRO  in  Texas.  Also  supported 
by  the  board  were  future  PSRO  amendments  prepared  byAMAand 
favorably  considered  by  the  TMA  Council  on  Medical  Legislation,  and 
continued  efforts  to  move  forward  on  an  inhouse  peer  review  pro- 
gram. The  board  directed  that  letters  of  appreciation  for  their  efforts 
on  behalf  of  Texas  physicians  in  establishing  a statewide  PSRO  be 
sentto Sen  Lloyd  Bentsen  and  Reps  Bill  Archer,  J.  J.  Pickle,  Henry 
Gonzalez,  Omar  Burleson,  Richard  White,  and  Dan  Rostenkowski. 

Title  XIX 

The  Executive  Board  voted  to  ask  T exas  physicians  to  exert  the  maxi- 
mum voluntary  leadership  in  orderingand  providing  different  types  of 
service  to  Title  XIX  patients.  The  board  asked  that  physicians  and  all 
other  providers  be  requested  to  exercise  maximum  voluntary  re- 

(Continued  on  p 14) 
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Conference  speakers  discuss  legislative,  election-year  issues 

The  basic  survival  of  capitalism  will  be  the  number  one  campaign  is- 
sue in  1976accordingto  Richard  L.  Lesher,  PhD,  president  of  the  US 
Chamber  of  Commerce. 

“It  will  be  presented  under  many  banners,  such  as  high  taxes,  big 
government,  etc,  but  the  most  likely  will  be  inflation — which  isa  con- 
cern to  usall,’’  he  said.  “But  inflation  is  only  the  symptom  ofthe 
disease.  The  disease  itself  consists  of  over-regulation  and  the  unbe- 
lievable growth  of  government  power  and  spending.” 

Dr.  Lesher  discussed  current  challenges  to  the  free  enterprise  system 
in  a talk  before  the  1976  Conference  on  Legislation  and  Medical  Serv- 
ice sponsored  by  the  Texas  Medical  Association  Jan  17  in 
Austin. 

Dr.  Lesher  said  that  the  growth  of  government,  government  spending, 
and  competition  between  the  public  and  private  sectors  has  prompted 
more  fear  in  businessmen  today  about  the  survival  of  capitalism  than 
at  any  time  in  recent  memory.  He  pointed  outthat  71  million  people 
comprise  the  work  force  in  the  private  sector  while  80  million  people 
draw  government  checks  of  one  kind  or  another. 

Reporting  on  the  proposed  consumer  protection  act.  Dr.  Lesher  said, 
“Some  good  news  and  some  bad  news — the  bad  news  is  that  both  the 
House  and  the  Senate  have  passed  the  Consumer  Protection  Act.  The 
good  news  is  that  the  President  has  said  he  will  veto  it,  and  the  vote 
in  the  House  indicates  his  veto  will  be  sustained.”  He  further  com- 
mented that  a federal  Consumer  Protection  Agency  is  the  “last  thing 
we  need”  in  addition  to  the  already  established  305  offices  of  con- 
sumer protection  at  the  federal,  state,  and  local  levels. 

The  secret  of  this  country’s  success.  Dr.  Lesher  stated,  is  embodied 
in  its  business  system  which  places  great  premiums  on  competition, 
individual  initiative,  and  corporate  organization  and  management.  He 
cited  three  ways  in  which  government  is  crippling  private  economy — 
through  direct  competition  with  private  firms,  through  competition 
for  capital  funds,  and  through  excessive  regulation. 

“The  Constitution  does  not  guarantee  happiness ...  only  the  right  to 
pursue  it.  It  does  not  guarantee  economic,  social  or  intellectual 
equality . . . only  political  equality.  It  does  not  guarantee  economic 
security. . . only  the  liberty  to  seek  it,”  Dr.  Lesher  told  conference 
participants.  He  closed  by  urgingthose  in  the  audience  to  work  toward 
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Panel  participants  who  discussed  current  medical 
issues  included  (l-r)  C.  Lincoln  Williston,  Dr.  Rex 
Kirkley,  and  Dr.  Sam  Barnes. 


TMA  vice  president,  Dr.  Walter  Brooks,  discusses 
professional  liability  developments  with  Dr.  Don 
Webb  (left)  and  Dr.  Milton  Davis  (right),  physician 
members  of  the  Texas  Medical  Liability  Study 
Commission. 

restoring  America  to  Americans 
through  grassroots  programs  in  pub- 
lic eiJucation,  legislative  action,  aniJ 
Chamber  of  Commerce  activities. 

Pre(dictions  on  NHI 

Another  featurecd  conference  speaker 
focused  on  the  current  status  of  na- 
tional health  insurance  proposals.  Dr. 
EdgarT.  Beddingfield,  Jr.,  chairman 
of  the  American  Medical  Associa- 
tion’s Council  on  Legislation,  said  that 
it  was  the  consensus  of  Washington 
observers  that  passage  of  national 
health  insurance  legislation  is  more 
remote  today  than  one  or  two  years 
ago.  Dr.  Beddingfield  gave  two  basic 
reasons  for  this  statement — the  eco- 
nomy, and  the  restructuring  of  Con- 
gress which  created  a struggle  over 
jurisdiction  of  health  affairs. 

Dr.  Beddingfield  predicted  that  the 
next  step  toward  national  health  in- 
surance would  probably  be  some  type 
of  catastrophic  protection  which  he 
said  the  AM  A would  support  through 


the  private  sector.  He  said  that  the 
AMA  would  remain  a part  of  the  de- 
bate although  its  own  national  health 
insurance  proposal  was  “on  the  back 
burner.” 

Dr.  Beddingfield  touched  on  other 
areas  of  legislative  concern  to  physi- 
cians such  as  the  recent  amendment 
to  the  Social  Security  law.  He  called 
the  changes  in  health  maintenance 
organization  (HMO)  legislation  a 
“flop,”  and  said  that  the  law  has  not 
been  the  catalyst  toward  prepaid 
health  care  as  intended.  He  com- 
mended the  Texas  delegation  to  the 
AMA  for  efforts  toward  amendment  of 
the  Administrative  Procedures  Act. 

He  expressed  frustration  with  the  ever 
growing  federal  bureaucracy  and  cur- 
rent rule-making  abuses. 

Medical  education,  manpower 

Some  misconceptions  about  the  AMA, 
medical  education,  and  manpower 
were  laid  to  rest  by  Dr.  Tom  E.  Nes- 
bitt, speaker  of  the  AMA  House  of 
Delegates. 

He  f i rst  rebutted  the  notion  that  the 
medical  profession — through  the 
AMA — has  purposely  limited  the 
growth  of  medical  schools  to  keep 
manpower  down  and  incomes  up, 
thereby  fostering  doctor  shortages 
and  preventing  otherwise  qualified 
students  from  a medical  education. 

He  said  one  has  only  to  look  at  histori- 
cal realities  and  the  AMA  record  itself 
to  refute  the  charge.  He  cited  the 
dearth  of  funds  duringthe  depressio>n 
and  war  years,  increased  costs  of 
buildingand  equippinga  school,  and 
the  gradual  drying  up  of  the  philan- 
thropic, and  some  of  the  actual  lim- 
itations to  growth.  He  named  numer- 
ous AMA  actions  which  demonstrated 
that  AMA  programs  and  policies  have 
been  and  continue  to  be  positive  ra- 
ther than  negative. 

Dr.  Nesbitt  also  denied  the  allegation 
that  the  AMA  has  imposed  unreason- 
able educational  and  practice  barriers 
before  foreign-trained  physicians  and 
medical  graduates.  He  quoted  a 1926 
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AMA  House  of  Delegates  policy  action 
which  stated  in  part  “that  no  undue 
obstacles  should  be  placed  in  the  way 
of  the  foreign  physician  of  known 
qualifications  who  desires  particularly 
to  secure  graduate  medical  education 
in  this  country.”  This  policy  has  been 
expanded  upon  and  reiterated  nu- 
merous times  in  the  past  several  de- 
cades according  to  Dr.  Nesbitt.  Most 
recently,  at  the  1975  clinical  conven- 
tion in  Hawaii,  the  AMA  adopted  a re- 
port on  foreign  medical  graduates 
which  was  openly  praised  by  FMG  re- 
presentatives themselves. 

The  third  misconception  Dr.  Nesbitt 
posed  was  the  idea  that  through  the 
establishment  of  the  Coordinating 
Council  on  Medical  Education  in 
1972,  the  AMA  intends  to  phase  out 
its  traditional  role  in  the  accreditation 
of  undergraduate  and  graduate  medi- 
cal education.  “That  idea  has  no  basis 
in  fact,”  he  stated.  “To  the  contrary, 
the  new  structure  marks  a promotion 
rather  than  a demotion  of  our 
role.” 

He  explained  that  the  council  has  five 
parent  groups — the  AMA,  the  Asso- 
ciation of  American  Medical  Colleges, 
the  American  Hospital  Association, 
the  American  Board  of  Medical  Spe- 
cialties, and  the  Council  of  Medical 
Specialty  Societies.  “The  purpose  of 
the  CCME  is  to  study  and  recommend 
broad,  cooperative,  general  agree- 
ments covering  all  phases  of  medical 
education,”  he  said. 

Dr.  Nesbitt  emphasized  that  any  rec- 
ommendations, policies,  or  programs 
adopted  by  the  Coordinating  Council 
on  Medical  Education  must  be  ap- 
proved by  all  the  parent  members.  He 
also  pointed  out  that  the  AMA  Coun- 
cil on  Medical  Education,  aiongwith 
its  various  advisory  committees,  still 
responds  directly  to  the  wishes  of  the 
AMA  in  the  area  of  medical  education 
and  manpower. 

He  commented,  “In  short,  the  CCME 
is  nothing  more  or  less  than  a formal 
mechanism  which  allows  not  only  one 
hand  to  know  what  the  other  hand  is 
doing,  but  allows  us  to  know  what  all 


the  fingers  are  doing  as  well.  There- 
fore, the  new  system  serves  to  ex- 
pand, rather  than  contract  the  AMA’s 
role  in  medical  education.” 

Dr.  Nesbitt  pointed  out  the  federal 
government’s  growing  attempts  to  be- 
come involved  in  the  area  of  medical 
education.  In  conclusion  he  urged 
each  physician  to  supportthe  AMA  in 
its  attempts  to  fight  federal  interven- 
tion in  this  field. 

Congressional  issues 

The  fourth  major  guest  speaker  was 
Rep  J.  J.  Pickle  of  Austin,  a member 
of  the  House  Ways  and  Means  Com- 
mittee. Rep  Pickle  told  the  physicians 
of  his  participation  the  previous  day 
in  the  ground-breaking  ceremony  for 
the  Buescher  Division  of  The  Univer- 
sity of  Texas  Environmental  Science 
Park.  The  division  will  serve  as  a ma- 
jor carcinogenesis  research  area  and 
an  ecology  study  area  where  flora  and 
fauna  will  be  studied  in  a natural  and 
comparatively  primitive  setting.  Rep 
Pickle  called  the  park  the  beginning 
of  a “world  health  center.” 

Turningto congressional  issues.  Rep 
Picklecalled  1975  a “very  trying  year 
for  the  country.”  He  said  the  jurisdic- 
tional dispute  in  the  first  session  of 
the  94th  Congress  was  the  roadblock 
to  attempts  to  pass  some  form  of  na- 
tional health  insurance.  He  said  that 
although  hearings  on  the  subject 
would  resume  shortly,  it  was  unlikely 
that  national  health  insurance  would 
be  passed  in  1976.  “But  not  because 
we’re  not  going  to  have  it,”  he  added. 
He  said  he  plans  to  support  a pro- 
gram of  national  health  insurance  and 
indicated  that  he  agreed  with  the 
goals  set  forth  by  the  medical  profes- 
sion in  this  area. 

The  congressman  discussed  other 
topics  of  concern  to  physicians.  He 
congratulated  Texas  physicians  on  the 
recent  successes  in  regard  to  PSRO. 
Although  he  had  supported  the 
amendment  in  Congress,  Rep  Pickle 
admitted,  “I  didn’tthinkyou  would 
get  a single  PSRO.”  He  said  he  felt 
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Curbstone  Consultation  discussions  such  as  the  two  pictured  above  were  a popular  feature  of  the  Jan' 
uary  conference. 


that  with  the  recent  favorable  legisla- 
tive and  judicial  actions  Texas  would 
ultimately  be  named  a single  PSRO 
area. 

In  closing,  Rep  Pickle  discussed  the 
spirit  of  conservatism  which  is  afloat 
in  the  Congress.  He  said  Congress  is 
tryingto  seta  limit  on  budget  matters 
in  response  to  the  public’s  desire  for 
less  big  government. 

Achieving  effective  representation 

Dr.  Sam  Nixon  of  Floresville,  chair- 
man of  the  TEXPAC  Board  of  Direc- 
tors, told  the  conference  participants 
that  effective  representation  at  all 
levels  of  government  can  be  achieved 
through  the  election  of  men  and  wom- 
en “who  will  give  our  profession  a fair 
hearing  on  medical  issues.’’ 


He  commented,  “We  want  no  part  of  a 
candidate  whose  vote  can  be  purchas- 
ed. But  neither  do  we  want  in  office 
someone  who  is  predisposed  against 
the  profession  or  its  ability  to  provide 
quality  health  care  to  the  people  it 
serves.’’ 

Dr.  Nixon  said  that  TEXPAC,  the  poli- 
tical arm  of  Texas  medicine,  was 
formed  to  deal  with  the  government’s 
growing  involvement  in  health  care. 

He  said  the  political  action  committee 
is  “non-partisan,  pragmatic  and  not 
afraid  of  a good  political  fight  to 
achieve  its  goals.’’  He  added  that 
through  the  establishment  of  Branch 
PACs  in  the  ten  largest  county  medi- 
cal societies  that  TEXPAC  will  be  more 
aggressive  and  more  effective  in  1976 
than  ever  before.  He  noted  that  the 
group  includes  over400  physician 
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and  auxiliary  members  working  in 
every  county  medical  society  in 
Texas. 

Dr.  Nixon  urged  the  physicians  to  sup- 
port TEXPAC  and  to  participate  in  the 
May  1 primary  and  Nov  5 general 
elections.  He  said  that  the  profession 
should  show  its  leadership  in  1976. 

He  closed  by  tellingthe  audience 
“Political  aloofness  is  no  virtue.  Poli- 
tical inactivity  is  a certain  vice.’’ 

Professional  liability  update 


A panel  session  during  the  day-long 
conference  covered  the  recent  devel- 
opments in  the  area  of  professional 
liability  insurance.  Included  in  this 
discussion  was  the  presentation  of 
some  preliminary  figures  from  the 
TMA  survey  on  professional  liability 
insurance. 

Paul  D.  Gray,  director  of  TMA’s  De- 
partment of  Medical  Service,  said  that 
95%  of  the  survey’s  respondents  in- 
dicated that  they  carried  professional 
liability  insurance.  Of  those  without 
coverage,  47%  said  the  premium  was 
too  high.  The  number  of  physicians 
forced  to  reduce  the  scope  of  their 
practice  to  obtain  coverage  included 
20%  of  those  in  family  practice  and 
8%  of  those  in  other  areas  of  private 
practice. 

The  respondents  indicated  that  28% 
of  them  had  had  a suit  or  claim  filed 
against  them.  Of  this  group,  20%  had 


had  one  suit  or  claim  filed;  only  .1  % 
had  had  more  than  four.  Because  of 
the  threat  of  a lawsuit,  66%  of  the 
respondents  in  private  practice  now 
order  more  lab  tests;  67%  require 
more  x-rays;  65%  use  consultants 
more;  48%  hospitalize  more  patients; 
50%  delegate  less  responsibility;  and 
51%  limit  procedures  performed. 

The  survey  also  indicated  that  48% 
of  those  in  private  practice  were 
forced  to  raise  their  fees  in  1975  be- 
cause of  increases  in  their  insurance 
premium.  An  overwhelming  majority, 
92%,  said  they  will  raise  their  fees  in 
the  future  if  the  insurance  premium 
rises.  The  complete  and  final  results 
of  the  survey  will  be  published  in  Tex- 
as Medicine  available. 

Other  comments  on  the  professional 
liability  insurance  problem  were  pre- 
sented by  the  two  physician  members 
of  the  Texas  Medical  Professional  Lia- 
bility Study  Commission,  Dr.  E.  Don 
Webb  of  Houston  and  Dr.  Milton  V. 
Davis  of  Dallas.  Dr.  Webb  said  the 
commission  is  convinced  of  the  crisis 
situation  in  the  state.  He  said  he  per- 
sonally believes  the  commission  will 
look  favorably  to  the  22-point  TMA 
policy  position  on  the  matter.  He  fur- 
ther stated  that  he  was  pleased  with 
the  progress  thus  far  and  felt  that  the 
legislature  will  be  influenced  by  rec- 
ommendations of  the 
commission. 

Dr.  Davis  commented  on  the  various 
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Dr.  Sam  Nixon,  chairman  of  TEXPAC’s  Board  of 
Directors,  encouraged  conference  participants  to 
become  involved  in  the  1976  election  process 
through  the  political  action  committee. 

functions  which  TMA  can  perform  to 
draw  special  attention  to  some  of  the 
areas  of  this  problem.  He  urged  physi- 
cians to  maintain  careful,  accurate 
records  of  all  findings  and  all  happen- 
ings relating  to  patients  and  to  strive 
toward  the  utmost  in  objectivity,  re- 
serving opinions  for  areas  where  the 
expression  of  an  opinion  is  essential 
to  the  care  of  a patient. 

Dr.  Davis  also  emphasized  the  strong 
reliance  of  the  commission  upon 
TMA’s  22-point  policy  in  its  delibera- 
tions. He,  too,  urged  doctors  to  be- 
come involved  in  the  election  process 
through  support  of  TEXPAC. 

Other  current  issues  discussed 

Also  on  the  conference  agenda  was  a 
panel  discussion  on  other  current 
medical  issues  including  PSRO  (pro- 
fessional standards  review  organiza- 
tion), Medicare  and  Medicaid,  and 
health  planning.  Speakers  included 
C.  Lincoln  Williston,  TMA  executive  di- 
rector; Dr.  A.  Rex  Kirkley,  chairman 
of  the  TMA  Council  on  Tax-Financed 
Health  Care  Programs;  and  Dr.  Sam 
R.  Barnes,  chairman  of  the  TMA  Com- 
mittee on  Health  Planning. 

Mr.  Williston  reported  on  the  back- 
ground of  PSRO  and  the  two  latest 
developments  in  efforts  to  have  Texas 


named  as  a single  PSRO  area.  The  U S 
District  Court  declared  the  nine  de- 
signated areas  in  Texas  to  be  unlawful 
and  invalid,  and  referred  the  issue 
back  to  the  secretary  of  the  Depart- 
ment of  Health,  Education  and  Wel- 
fare. In  addition,  the  President  signed 
into  lawan  amendment  which  calls 
for  a poll  of  physicians  which  may  per- 
mit Texas  to  secure  a single  PSRO 
system. 

Dr.  Kirkley  reviewed  current  problems 
in  the  Medicare  and  Medicaid  pro- 
grams. He  said  that  Congress  has 
extended  the  waiver  of  the  Medicare 
requirement  of  24-hour  nursing  cov- 
erage of  hospitals  to  Jan  1,  1979.  He 
said  this  affects  many  small  Texas 
hospitals.  He  also  discussed  the  cur- 
rent attempts  to  get  permission  for 
the  Department  of  Public  Welfare  to 
transfer  funds  from  other  areas  to  the 
Medicaid  program.  Dr.  Kirkley  also 
indicated  that  the  Council  would  take 
immediate  steps  to  protest  the  recent 
change  in  theCHAMPUS  (Civilian 
Health  and  Medical  Program  of  the 
Uniformed  Services)  reimbursement 
policy.  [See  Executive  Board  article 
Pl4.] 

Dr.  Barnes  discussed  the  implemen- 
tation of  the  health  planning  law  in 
the  state.  He  reported  that  applica- 
tions for  designation  as  a Health  Serv- 
ice Agency  will  be  reviewed  from  mid- 
January  to  mid-February  and  that  the 
decision  on  conditional  designation 
and  funding  is  due  March  31  by  the 
secretary  of  HEW.  Dr.  Barnes  indicat- 
ed that  there  could  be  some  delay  in 
this  timetable.  He  encouraged  each 
county  medical  society  to  support  its 
representatives  in  the  HSAs.  He  said 
that  physician  input  will  be  especially 
important  duringthe  period  of  condi- 
tional designation. 

The  conference  closed  with  five  Curb- 
stone Consultations  on  topics  dis- 
cussed throughout  the  day.  A 90-min- 
ute cassette  tape  highlightingthe 
conference  program  may  be  obtained 
for  $3.50  from  the  TMA  Communica- 
tion Department,  1801  N Lamar  Blvd, 
Austin  78701. 
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straint,  to  work  toward  directing  and 
providing  only  essential  services  for 
patient  safety  during  this  period  of  fis- 
cal difficulty  while  relying  on  the  phy- 
sicians and  other  providers  to  fullfill  a 
key  role  in  determining  necessity.  The 
board  also  agreed  to  ask  physicians 
to  participate  in  Medicaid  and  to  ren- 
der care  to  Medicaid  patients  as  part 
of  their  overall  responsibility. 

Cancer  information  service 

Atthe  request  of  the  Council  on  Sci- 
entific Advancement,  the  Executive 
Board  supported  cooperation  with  a 
cancer  information  service  encom- 
passing public  information  and  edu- 
cation which  is  being  developed  at 
MD  Anderson  Hospital  and  Tumor 
Institute. 

CHAMPUS 


Dr.  Joe  T.  Nelson  of  Weatherford  (left)  was  pre- 
sented a plaque  for  his  service  as  a board  mem- 
ber of  AMPAC.  Presenting  the  honor  was  Dr. 

Edgar  Beddingfield. 

Jan  1.  CHAMPUS  formerly  has  paid 
at  the  90th  percentile,  updated  every 
six  months.  The  board  approved  a 
council  recommendation  that  Texas 
physicians  be  urged  todirect  bill  all 
CHAMPUS  patients,  that  TMA  seek  to 
change  this  administrative  action  of 
the  Department  of  Defense,  and  that 
TMA  seek  from  CHAMPUS  agreement 
to  pay  1975  services  at  1975  rates. 


The  Council  on  Tax-Financed  Health 
Care  Programs  reported  that  pay- 
ments to  physicians  for  services  ren- 
dered to  military  dependents  and  re- 
tirees covered  underthe  CHAMPUS 
program  were  reduced  to  the  75th 
percentile  of  1974  charges  effective 


CPT 

The  board  voted  to  poll  Texas  physi- 
cians to  determine  their  willingness 
to  use  Current  Procedural  Termino- 
logy (CPT)  should  that  coding  sys- 
tem be  accepted  by  the  Bureau  of 
Health  Insurance. 


These  representatives  of  three  health  groups  participated  in  the  formal  announcement  of  a joint  project 
to  help  educate  the  poor  on  good  health  measures.  Pictured  are  (l-r)  Grant  Burton,  program  director, 
Public  Health  Education  Division,  Texas  Department  of  Health  Resources;  Dr.  Mario  Ramirez,  chairman, 
TMA  Committee  on  Health  Care  of  the  Poor;  Mrs.  Brad  Oxford,  president,  TMA  Wornan’s  Auxiliary;  Mrs. 
Paul  Klinger,  auxiliary  representative  to  the  TMA  committee,  and  Dr.  Fratis  Duff,  director,  TDHR. 
Bilingual  slide  presentations  and  pamphlets,  prepared  by  TDHR,  will  be  distributed  by  the  auxiliary  to 
groups  of  economically  disadvantaged  persons. 
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The  board  agreed  that  TMA  should 
seek  to  change  a recent  Bureau  of 
Health  Insurance  policy  which  calls 
for  identification  by  name  and  pro- 
vider number  on  claim  forms.  This  re- 
quirement would  cause  severe  ad- 
ministrative difficulties  for  single  spe- 
cialty groups  such  as  radiologists, 
and  would  escalate  the  cost  of  health 
care  into  millions  of  dollars. 

Health  education  teacher  certification 

The  Executive  Board  supported  ac- 
tivities of  the  Texas  Association  of 
Health,  Physical  Education,  and  Re- 
creation and  the  Texas  Education 
Agency  in  their  efforts  to  obtain  sepa- 
rate certification  for  teachers  of 
health  education.  Although  the  State 
Board  of  Education  previously  ap- 
proved the  separation  of  health  edu- 
cation from  physical  education,  the 
combined  degree  is  still  available. 

The  Executive  Board  concurred  that 
the  combined  degree  should  be  abol- 
ished and  that  all  teachers  must  have 
a minimum  of  24  semester  hours  of 
health  education  to  teach  the  subject 
in  public  schools. 

House  of  Delegates  format 

The  Council  on  Annual  Session  rec- 
ommended that  the  format  for  ses- 
sions of  the  House  of  Delegates  be 
modified  forthe  1976  Annual  Session 
in  Dallas.  The  board  adopted  the  fol- 
lowing schedule:  opening  session  to 
begin  at  8 am  Thursday,  May  6,  fol- 
lowed by  reference  committee  hear- 
ings at  10  am  and  the  Blue  Shield 
luncheon  at  1 pm.  The  Friday  and 
Saturday  sessions  are  scheduled  to 
begin  at  8 am. 

Communication  activities 

The  Council  on  Communication  pre- 
sented the  1976  plan  of  action  and 
communication  on  professional  lia- 
bility for  physicians  of  Texas.  The 
plan,  referred  to  the  Board  of  Trus- 
tees, outlined  several  approaches  in- 


cluding maintaining  public  awareness 
of  the  need  for  legislation,  involving 
physicians  in  public  education  and 
information  activities,  utilizingthe 
office  of  the  general  counsel  to  ac- 
quaint members  with  the  Texas  legis- 
lative process,  and  involving  physi- 
cians in  contact  with  individual  legis- 
lators on  a one-to-one,  hometown, 
off-session  year  basis. 

Other  actions 

The  board  approved  a recommenda- 
tion of  the  Council  on  Community 
Health  Affairs  that  the  governor  be 
asked  tc  designate  the  week  begin- 
ning April  4 as  Rural  Health  Week  in 
Texas.  Also  approved  was  establish- 
ment of  a Section  on  Plastic,  Recon- 
structive, and  Maxillofacial  Surgery 
as  a scientific  section  of  the 
association. 

The  next  meeting  of  the  Executive 
Board  is  scheduled  for  March  14  in 
Austin. 


Writing  competition 
deadline  approaches 

March  15  is  the  deadline  for  entries 
in  the  1 1th  annual  Texas  Medicine 
Award  competition  for  excellence  in 
scientific  writing  by  a Texas  medical 
student. 

Articles  must  deal  with  subjects  with- 
in the  realm  of  the  basic  sciences  or 
medicine.  They  must  be  original  and 
unpublished.  No  maximum  nor  mini- 
mum length  is  required. 

Judging  will  be  based  on  the  quality 
of  scientific  work  and  competence  in 
writing.  Each  winnerwill  be  presented 
a certificate  and  a cash  prize  in  cere- 
monies conducted  at  their  respective 
schools.  First  place  receives  $300 
with  second  place  earning  $100.  The 
winning  article  will  be  published  in 
Texas  Medicine  next  fall. 

Entries  and  inquiries  should  be  ad- 
dressed to  Managing  Editor,  Texas 
Medicine,  1801  N Lamar  Blvd,  Austin 
78701. 
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Doctors  urged  to  review 
professional  liability  offers 

In  a letter  to  the  Texas  Medical  Asso- 
ciation membership,  Dr.  R.  Reagan 
Hicks,  Jr.,  chairman,  TMA Committee 
on  Professional  Insurance,  urged 
doctors  to  evaluate  and  scrutinize 
professional  liability  insurance  pro- 
posals on  their  merits. 

“Overthe  past  year,”  the  letter  read, 
‘‘the  officers  and  staff  of  the  TMA 
have  become  aware  of  numerous  per- 
sonal solicitations,  mass  mailers,  etc, 
from  individuals,  companies,  agen- 
cies and  organizations  soliciting  (1) 
membership  in  organizations  and  (2) 
the  purchase  of  insurance.  Most  of 
these  are  offering  the  hope  of  lower 
premiums  on  malpractice  insurance 
or  collective  action  to  solve  the  crisis. 
Some  of  these  solicitations  are  bona 
fide  and  sincere,  however,  unfortun- 
ately some  are  what  appear  to  be  un- 
founded or  mere  ‘membership 
boosters.'  ” 

According  to  Dr.  Hicks,  it  would  not 
be  proper  forthe  TMA  to  endorse  any 
particular  malpractice  insurance 
company  nor  to  recommend  or  dis- 
courage membership  in  any  particular 
organization.  However,  the  Commit- 
tee on  Professional  Insurance  empha- 
sizes that  members  should  evaluate 
each  such  proposal 
carefully. 

The  committee  urged  physicians  to 
seek  professional  legal  advice  prior 
to  purchasing  malpractice  insurance 
or  joining  organizations  related  to 
this  field.  The  committee  further  rec- 
ommended that  doctors  review  the 
background  of  the  organization,  its 
sponsors,  participants,  and  capa- 
bility to  perform  or  provide  the  proper 
outlet  forthe  physician  consistent 
with  the  goals  to  be  ac- 
complished. 

In  evaluating  malpractice  insurance 
companies,  the  committee  suggested 
that  such  things  as  financial  struc- 
ture, reserves,  management,  board 
of  directors,  license  to  do  business 
in  Texas,  ratings,  claims  experience. 


type  of  policy  offered,  classification 
procedure,  rates  of  coverage,  stability 
and  ability  to  pay  claims  years  in  the 
future  should  be  checked  out  by 
the  physician  or  his 
advisors. 


CHAMPUS  reimbursement 
revised  by  government 

Effective  Jan  1,  1976,  the  Depart- 
ment of  Defense  directed  CHAMPUS 
(Civilian  Health  and  Medical  Pro- 
gram of  the  Uniformed  Services)  to 
establish  reasonable  fees  for  medical 
service  based  on  customary  charge 
data  submitted  in  calendar  year  1974. 
The  area  prevailing  fee  developed 
from  this  information  will  be  comput- 
ed at  the  75th  percentile. 

Formerly,  reasonable  fees  were  de- 
termined from  the  customary  charge 
for  a service  based  on  1975  data  with 
the  area  prevailing  fee  at  the  90th 
percentile  of  customary  charges.  The 
county  is  the  basic  geographic  area 
in  calculations. 

This  revised  method  of  calculating 
fee  profiles  will  result  in  changes  in 
the  amounts  paid  under  CHAMPUS. 
The  Texas  Medical  Association  is 
taking  action  to  protest  this 
ruling. 

Influenza  being  monitored 
in  schools,  industry,  hospitals 

An  early  warning  system  against  in- 
fluenza has  been  put  into  operation  in 
Texas  through  the  Texas  Department 
of  Health  Resources. 

Influenza  is  being  monitored  through 
19  school  systems,  12  industries, 
and  13  large  hospitals.  These  moni- 
toring units  are  distributed  in  such 
a way  as  to  detect  illness  in  any  part 
of  the  state  at  anytime.  Weekly  data 
is  regularly  communicated  to  the 
Bureau  of  Communicable  Disease 
Services  headed  by  Dr.  M.  S. 
Dickerson. 

As  the  new  year  got  underway.  Dr. 
Dickerson  said  there  had  been  no 
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3 Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective.  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


Antivert725 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCll  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  KDO  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Qmgeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivary  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  m Children.  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefote,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

reouest.  A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 


(meclizine  HCl)  25  mg.Tablets 
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Each  capsule  contains  50  mg, 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension, Edema  or  n/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  me  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications;  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitarit  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  RR.  00630 

Subsidiary  of  SmithKline  Corporation 


outbreaks  of  influenza  in  the 
state. 

He  added  that  it  may  becoming.  In- 
fluenza of  the  A-Victoria  strain  has 
been  isolated  in  Hawaii.  Since  there 
is  heavy  travel  between  Hawaii  and 
the  mainland,  it  can  be  expected  to 
be  brought  in,  Dr.  Dickerson 
said. 

Health  departments  in  Austin,  Fort 
Worth,  Houston,  Dallas,  Waco,  and 
Amarillo,  togetherwith  public  health 
region  headquarters  in  Harlingen, 
Abilene,  El  Paso,  Lubbock,  and  Tyler, 
are  primary  reporting  points.  They 
receive  reports  from  other  towns  and 
from  hospitals  nearthem.  These 
hospitals  are:  Hendricks  in  Abilene; 
Shannon  in  San  Angelo;  Medical  Cen- 
ter in  Tyler;  Memorial  in  Corpus 
Christi;  Mercy  in  Laredo;  R.  E.  Thom- 
ason in  El  Paso;  Providenceand  Hill- 
crest  in  Waco;  Methodist  in  Lubbock; 
Northwest  Texas  in  Amarillo;  Park- 
land in  Dallas;  Brackenridge  in  Aus- 
tin; John  PeterSmith  in  FortWorth; 
and  Ben  Taub  in  Houston. 


Prominent  authors 
among  Annual  Session 
guest  speakers 

Of  the  out-of-state  guest  speakers  at- 
tendingthe  1976Texas  Medical  Asso- 
ciation Annual  Session,  to  be  held  in 
Dallas  May  6-9,  are  many  who  have 
recently  published  articles  concern- 
ing their  research. 

On  the  subject  of  respiratory  diseas- 
es, Dr.  Nicholas  R.  Anthonisen,  pro- 
fessor of  medicine  at  the  Respiratory 
Investigation  Unit,  University  of 
Manitoba,  Winnipeg,  and  his  associ- 
ates published  “Demonstration  of 
Airway  Closure  in  Man”  intheJune 
issue  of  Journal  oj  Applied  Physiology. 
In  the  April  issue  of  Chest,  Dr.  Oscar 
Auerbach,  senior  medical  investiga- 
tor at  the  Veterans  Administration 
Hospital,  East  Orange,  NJ,  wrote 
“Histologic  Type  of  LungCancer  in 
Relation  to  Smoking  Habits,  Year  of 
Diagnosis  and  Sites  of  Metastases.” 


Dr.  Auerbach  is  widely  recognized  as 
an  authority  on  lungcancerand  its 
relationshipto  smoking. 

Dr.  David  G.  Bragg,  guest  of  the  TMA 
Section  on  Radiology,  published  yet 
another  aspect  with  his  manuscript 
“Radiology  in  LungCancer:  Problems 
and  Prospects”  in  the  September- 
October  issue  oiCa-A  Cancer  Jour- 
nal for  Clinicians. 

Drs.  T.  Berry  Brazelton  of  Harvard 
Medical  School  and  John  E.  Lewy  of 
Cornell  Medical  Center  were  among 
those  whose  articles  on  pediatrics 
appeared  nationally.  Dr.  Brazelton  is 
on  the  staff  of  Redbook  magazine  of 
New  York.  His  1972  article  in  that 
magazine,  “The  Children  Who  Can’t 
Sit  Still,”  won  the  Association  for 
Children  With  Learning  Disabilities 
Certificate  of  Merit.  Dr.  Lewy,  who  is 
professor  of  pediatrics  and  director 
of  the  Division  of  Pediatric  Nephrolo- 
gy at  the  New  York  Hospital-Cornell 
Medical  Center,  and  his  coauthor.  Dr. 
D.  M.  Moel,  published  in  the  January 
1975  issue  of  the  American  Journal  of 
Medicine  mth  their  article  “Growth  in 
Children  With  Renal  Failure.”  In  the 
August  Journal  of  Pediatrics,  Dr.  Lewy 
again  coauthored  thearticle,  “Neph- 
rosonography in  the  Evaluation  of 
Renal  Failure  and  Masses  in 
Infants.” 

The  guest  of  theTMA  Section  on  Sur- 
gery, Dr.  William  J.  Fry,  was  the  co- 
author of  two  recent  articles.  In  the 
March  1975  edition  of  the  Journal  of 
Surgical  Research,  Dr.  Fry’s  paper 
“Comparative  Evaluation  of  Vein 
Graft  Preparation  Media:  Electron 
and  Light  Microscopic  Studies”  ap- 
peared. And  in  the  May  issue  of  Ar- 
chives of  Surgery,  he  and  his  associ- 
ates published  “Arterial  Fibrodyspla- 
sia:  Histopathologic  Character  and 
Current  Etiologic  Concepts.”  The 
August  issue  of  the  American  Journal 
of  Cardiology  camo6  an  article  enti- 
tled “Variant  Angina  Pectoris:  Clinical 
and  Anatomical  Spectrum  and  Results 
of  Coronary  Bypass  Surgery,”  by  Dr. 
Adolph  M.  Hutter,  Jr.,  and  several  co- 
authors. Dr.  Hutter  is  the  director  of 
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the  Cardiovascular  Division  at  the 
Massachusetts  General  Hospital  in 
Boston,  as  well  as  assistant  professor 
of  medicine  at  the  Harvard  Medical 
Center.  He  will  be  the  guest  of  the 
TMA  Section  on  Cardiovascular 
Diseases. 

Dr.  Frank  L.  Weakley,  of  the  Depart- 
ment of  Colon  and  Rectal  Surgery  at 
the  Cleveland  Clinic  Foundation, 
wrote  on  “Recognition  in  the  Operat- 
ing Room”  in  the  April  issue  of  Dis- 
eases of  the  Colon  and  Rectum.  Dr. 
Weakley  will  speak  to  the  Section  on 
Colon  and  Rectal  Surgery  on  “Choice 
of  Operation  for  Cancer  of  the  Colon 
and  Rectum”  and  “Selective  Proc- 
tology.” Also  on  the  subject  of  sur- 
gery, Dr.  John  M.  Tew,  Jr.,  of  Cincin- 
nati published  “The  Treatment  of 
Trigeminal  Neuralgia  in  the  Aged  by 
a Simplified  Surgical  Approach”  in 
the  September  Geriatrics.  “T reatment 
of  the  Fractured  Larynx  by  a New 
GraftingTechnique,”  in  the  March 
1975  Archives  of  Otolaryngology  was 
submitted  by  Dr.  Karl  M.  Morgen- 
stein,  clinical  associate  professor  of 
otolaryngology  at  the  University  of 
Miami  School  of  Medicine.  Dr.  Mor- 
genstein  will  be  the  guest  of  the  TMA 
Section  on  Otolaryngology. 

The  guest  speaker  for  the  Section  on 
Digestive  Diseases,  Dr.  Fred  C.  Kern, 
Jr.,  also  coauthored  a number  of  arti- 
cles duringthe  past  year.  The  August 
edition  of  Gastroenterology  carried 
his  manuscript  “In  Vivo  Effect  of  Bile 
Salts  and  Cholestyramine  on  Intestin- 
al Anaerobic  Bacteria.” 

“Causalgia”  was  discussed  by  Dr. 
John  A.  Downey  in  Archives  of  Physi- 
cal Medicine  and  Rehabilitation,  Feb- 
ruary 1975.  Dr.  Downey  is  the  Simon 
Baruch  Professor  and  chairman  of  the 
Department  of  Rehabilitation  Medi- 
cine at  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in 
New  YorkCity.  He  will  be  the  guest 
speaker  for  the  TMA  Section  on 
Physical  Medicine  and 
Rehabilitation. 


A&M  to  proceed 
with  medical  program 

Texas  A&M  University  officials  have 
announced  plans  to  proceed  with 
the  school’s  medical  education 
program. 

Accordingto  Dr.  James  A.  Knight, 
A&M  dean  of  medicine,  a “letterof 
reasonable  assurance”  has  been  is- 
sued by  the  American  Medical  Asso- 
ciation’s Liaison  Committee  on  Medi- 
cal Education  and  the  Association  of 
American  Medical  Colleges.  The  med- 
ical program  is  being  developed  in 
cooperation  with  Baylor  College  of 
Medicine  in  Houston,  Scott  and  White 
Memorial  Hospital  and  Clinic  in  Tem- 
ple, and  Veterans  Administration  hos- 
pitals in  Marlin,  Waco,  and 
Temple. 

The  joint  effort  will  be  supported  by 
a $17  million  grantfrom  the  Veterans 
Administration.  A&M  plans  to  enroll 
thefirst  class  of  students  in  January, 
1977.  The  students  will  begin  their 
formal  medical  training  following 
their  second  year  of  undergraduate 
study. 

Journal  rates  increased 

Subscription  rates  to  Texas  Medicine 
have  been  raised  by  recent  action  of 
theTexas  Medical  Association’s 
Board  of  Trustees.  The  increase  was 
necessitated  by  rising  publication 
costs  such  as  printing  and 
postage. 

Subscription  rates  for  non-members 
have  been  increased  to  $8  per  year, 
with  foreign  subscriptions  at  $14.  The 
rate  for  libraries,  hospitals,  and  uni- 
versities has  been  changed  to  $6.  The 
rate  for  medical  students  is  now  $4; 
the  cost  for  individual  issues,  $1.25. 
The  dues  allocation  for  each  regular 
member  for  publication  of  the  journal 
has  been  raised  to  $4. 

Existing  subscriptions  will  be  honored 
at  the  previous  rates.  New  subscrip- 
tions will  be  billed  at  the  above 
rates. 
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Delegates  to  consider 
constitution  change 

One  change  in  the  Texas  Medical  As- 
sociation Constitution  which  was 
brought  before  the  House  of  Dele- 
gates in  1975  will  be  voted  upon  by 
the  delegates  atthe  upcoming  Annual 
Session  in  May  in  Dallas. 

The  change  would  amend  Article  VII, 
Section  1,  page  6,  to  read  as  follows: 
(changes  in  italics) 

“Sec  1.  The  House  of  Delegates  shall 
constitute  the  legislative  body  of  the 
Association.  The  membership  of  the 
House  of  Delegates  shall  consist  of 
(1)  Delegates,  elected  in  accordance 
with  this  Constitution  and  Bylaws, 
and  ex  officio;  (2)  the  President,  the 
President-Elect,  the  Vice  President, 
the  Immediate  Past  President,  the 
Secretary,  and  the  Treasurer;  (3) 
Councilors;  (4)  Trustees;  (5)  the 
Speaker  of  the  House  of  Delegates; 

(6)  Vice  Speaker  of  the  House  of  Dele- 
gates; (7)  Texas  delegates  and  alter- 
nate delegates  to  the  American  Medi- 
cal Association;  (8)  three  members 
elected  at  large  to  the  Executive  Board 
from  members  currently  serving  in  the 
House  of  Delegates',  and  (9)  the  mem- 
bers of  the  Council  on  Medical  Legis- 
lation and  the  several  chairmen  of  the 
other  respective  councils.’’ 


Resident  workshops 
scheduled  by  TMA,  AMA 

Two  practice  management  workshops 
for  senior  residents  will  be  conducted 
March  16-17  at  Houston’s  Marriott 
Motor  Hotel  and  March  23-24  at  Dal- 
las’ Hyatt  House. 

Sponsored  jointly  by  theTexas  Medi- 
cal Association  and  the  American 
Medical  Association,  “Establishing 
Yourself  in  Medical  Practice’’  is  de- 
signed forsenior  residents  who  will 
be  entering  the  private  practice  of 
medicine  within  18  months.  The  two- 
day  workshops  include  discussions 
on  personnel  problems,  patient  flow 
techniques,  physical  aspects  of  the 


medical  office,  clinical  and  financial 
paperwork,  practice  setting,  and  legal 
aspects  of  the  practice  of  medicine. 
The  workshops  will  be  conducted  by 
Conomikes  Associates,  a medical  con- 
sultingfirm. 

Registration  foreach  workshop  is  lim- 
ited to  30  residents.  The  registration 
fee  is  $95  for  residents  who  are  mem- 
bers of  a county  medical  society  and 
TMA,  and  $125  for  residents  who  are 
not  members  of  any  component  of 
organized  medicine. 

Registration  requests  and  inquiries 
should  be  directed  to  Paul  D.  Gray 
TMA,  1801  N Lamar  Blvd,  Austin 
78701. 


Construction  begins 
on  science  park 

Ground-breaking  ceremonies  marking 
construction  of  new  conference  and 
research  facilities  at  the  Buescher 
Division  of  The  University  of  Texas 
Environmental  Science  Park  near 
Smithville  were  conducted 
Jan  16. 

The  park  is  part  of  the  UT  system  can- 
cer center  headquartered  at  MD  An- 
derson Hospital  and  Tumor  Institute 
in  Houston. 

The  park  actually  consists  of  two  divi- 
sions. At  the  Buescher  Division 
studies  are  being  conducted  of  the 
chemical,  physical,  or  biological 
agents  which  are  natural  or  potential 
cancer-causingfactors.  TheCamp 
Swift  Division,  located  near  Bastrop 
aboutten  miles  from  the  main  portion 
of  the  park,  houses  many  species  of 
animals  used  in  research. 

Initial  construction  will  include  a con- 
ference center,  laboratory  facility,  and 
maintenance  headquarters.  Approxi- 
mately 33,000  square  feet  of  space  is 
involved  in  the  project. 

The  Buescher  Division  construction 
has  been  funded  by  a $1.25  million 
grant  from  the  Economic  Develop- 
ment Administration  and  matching 
funds  from  local  appropriations  of  the 
UT  cancer  center. 
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The 

Dallas  Advanced  Seminars 
in  Internal  Medicine 

April  26-29,  1976 


Wisdom  enough  to  leech  us  of  our  ills  is  daily  spun. 
But  there  exists  no  loom  to  weave  it  into  fabric. 

— Edna  St.  Vincent  Millay 


The  Dallas  Advcinced  Seminars  in  Internal  Medicine 
announce  the  second  annual  course  to  be  held  April  26 
through  April  29,  1976,  at  Baylor  University  Medical 
Center,  Dallas,  Texas.  The  presentations  will  include 
formal  lectures  and  informal  small  group  semineirs  in  dl 
nine  major  subspecialty  areas,  totaling  24  hours,  and  are 
designed  to  meet  the  needs  of  the  practicing  physician 
who  plans  to  take  certification  or  recertification  in 
Internal  Medicine,  or  who  seeks  a comprehensive  cur- 
riculum-type review  of  recent  basic  and  clinical  advances 
in  Internal  Medicine.  Prospective  applicants  may  for  the 
sake  of  convenience  enter  their  name  and  address  on  this 
announcement  eind  mail  to: 


Albert  Roberts,  M.D. 

Associate  Dean  For  Clinical  Affairs 
University  of  Texas  Southwestern  Medical  School 
5323  Harry  Hines  Blvd. 

Dallas,  Texas  75235 

NAME 


ADDRESS . 
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PRESCRIBING  INFORMATION 
Antiminth  (pyrantel  pamoate)  Oral 
Suspension 

Actions.  Antiminth  (pyrantel  pamo- 
ate) has  demonstrated  anthelmintic 
activity  against  Enterobius  vermicU’ 
laris  (pinworm)  and  Ascaris  lumbri- 
coides  (roundworm).  The  anthelmin- 
tic action  is  probably  due  to  the 
neuromuscular  blocking  property  of 
the  drug. 

Antiminth  is  partially  absorbed 
after  an  oral  dose.  Plasma  levels  of 
unchanged  drug  are  low.  Peak  levels 
(0.05-0. 13/ig/ ml.)  are  reached  in  1-3 
hours.  Quantities  greater  than  50% 
of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas 
only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of 
the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of 
ascariasis  (roundworm  infection)  and 
enterobiasis  (pinworm  infection). 
Warnings.  Usage  in  Pregnancy:  Re- 
production studies  have  been  per- 
formed in  animals  and  there  was  no 
evidence  of  propensity  for  harm  to 
the  fetus.  The  relevance  to  the  hu- 
man is  not  known. 

There  is  no  experience  in  preg- 
nant women  who  have  received  this 
drug. 

Precautions.  Minor  transient  eleva- 
tions of  SCOT  have  occurred  in  a 
small  percentage  of  patients.  There- 
fore, this  drug  should  be  used  with 
caution  in  patients  with  pre-existing 
liver  dysfunction. 

Adverse  Reactions.  The  most  fre- 
quently encountered  adverse  reac- 
tions are  related  to  the  gastrointes- 
tinal system. 

Gastrointestinal  and  hepatic  reac- 
tions: anorexia,  nausea,  vomiting, 
gastralgia,  abdominal  cramps,  diar- 
rhea and  tenesmus,  transient  eleva- 
tion of  SGOT 

CNS  reactions:  headache,  dizzi- 
ness, drowsiness,  and  insomnia.  Skin 
reactions:  rashes. 

Dosage  and  Administration.  Chil- 
dren and  Adults:  Antiminth  Oral 
Suspension  (50  mg.  of  pyrantel  base/ 
ml.)  should  be  administered  in  a 
single  dose  of  1 1 mg.  of  pyrantel  base 
per  kg.  of  body  weight  (or  5 mg./ lb.); 
maximum  total  dose  1 gram.  This 
corresponds  to  a simplified  dosage 
regimen  of  1 cc.  of  Antiminth  per  10 
lb.  of  body  weight.  (One  teaspoonful 
= 5 cc.) 

Antiminth  (pyrantel  pamoate) 
Oral  Suspension  may  be  adminis- 
tered without  regard  to  ingestion  of 
food  or  time  of  day,  and  purging  is 
not  necessary  prior  to,  during,  or 
after  therapy.  It  may  be  taken  with 
milk  or  fruit  juices. 

How  Supplied.  Antiminth  is  avail- 
able as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains 
the  equivalent  of  50  mg.  pyrantel 
base  per  ml.,  supplied  in  60  cc.  bot- 
tles and  Unitcups™  of  5 cc.  in  pack- 
ages of  12. 

ROeRIG<9 

A division  of  Rizer  Pharmaceuticals 

New  York,  New  York  10017 
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A single  dose  of  Antiminth 
( 1 cc.  per  10  lbs.  of  body 
weight,  1 tsp./50  lbs.— max- 
imum dose,  4 tsp.=20  cc.) 
offers  highly  effective  control 
of  both  pinworms  and 
roundworms. 

Antiminth  has  been  shown 
to  be  extremely  well  tolerated 
by  children  and  adults  alike 
in  clinical  studies*  Pleasantly 
caramel-flavored,  it  is 
non-staining  to  teeth  and  oral 
mucosa  on  ingestion... 
doesn't  stain  stools,  linen  or 
clothing. 

One  prescription  can 
economically  treat  the  entire 
family ' 

ROGRIG  <S^ 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Pinworms,  roundworms  controlled 
with  a single,  non-staining  dose  of 

ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrcvntel/ uaI. 


Data  on  hie  at  Roerig. 
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News  media  representatives 
to  receive  TMA  award 

TheTexas  Medical  Association  has 
announced  the  1976  recipients  of  its 
annual  Anson  Jones  Award  for  excel- 
lence in  communicating  health  infor- 
mation to  the  public. 

Selected  to  receive  engraved  plaques 
and  cash  awards  are:  Mary  Jane 
Schier,  The  Houston  Post)  Sue  Dye, 
Temple  Daily  Telegram)  Kathy  Pill, 

The  Arlington  Citizen-Journal)  Brenda 
Stone,  The  Houston  Post)  Thomas 
Winfield,  editor.  Shell  News)  Lee  Wil- 
cox and  Steve  Connelly,  KGNC  radio, 
Amarillo;  Sharon  Noble  and  John  Mil- 
ler, KXAS-TV,  Fort  Worth;  and  Dave 
Floyd,  KXII-TV,  Sherman. 

Recipients  of  citations  of  merit  have 
also  been  selected.  They  are;  Lana 
Henderson,  The  Dallas  Times  Herald) 
Linda  Little,  The  Dallas  Morning 
News)  Anna  Burchell,  The  Pampa 
News)  Bobbi  Schott,  Medina  Valley 
and  County  News  Bulletin)  Karen 
Deike  and  Yvonne  Saliba,  The  Dallas 
Times  Herald)  Carol  O’Neil,  San  An- 
gelo Standard-Times;  Pauline  Neff  and 
Joy  Spiegel,  Dallas  Magazine;  Jeanie 
Stokes,  KRLD  radio,  Dallas;  news  de- 
partment, KTRH  radio,  Houston;  Mike 
Lozano,  Jr.,  KENS-TV,  San  Antonio; 
Cecil  Burandt,  KFDM-TV,  Beaumont; 
Marsha  McEuen  and  news  depart- 
ment, KVUE-TV,  Austin;  and  David 
Goldberg  and  Bob  Sirkin,  WFAA-TV, 
Dallas. 

A record  97  entries  were  received  in 
this  year’s  competition. 

Award  plaques  and  a $250  cash 
prize  will  be  presented  to  each  winner 
at  a special  luncheon  ceremony  dur- 
ingTMA’s  109th  Annual  Session  in 
Dallas  this  May.  Certificates  will  be 
presented  to  those  selected  for  cita- 
tions of  merit. 

Winning  entries  were  selected  on  the 
basis  of  accuracy,  significance,  qual- 
ity, public  interest,  and  impact.  All 
newspaper  and  magazine  entries  were 
evaluated  by  Roland  Lindsey,  Austin 
bureau  chief.  United  Press  Interna- 
tional; Norris  G.  Davis,  PhD,  chair- 


man, Department  of  Journalism, 
School  of  Communication,  The  Uni- 
versity of  Texas  at  Austin;  and  Pat 
Baldwin,  assistant  editor,  Texas  Med- 
icine. Radio  and  television  entries 
were  reviewed  by  Rush  Evans,  general 
manager,  KTBC-TV,  Austin;  Joe 
Roddy,  news  director,  KTBC-TV;  and 
Ken  Moyer,  general  manager,  KOKE 
AM-FM,  Austin.  TMA’s  Council  on 
Communication  madethe  final  selec- 
tion of  winners. 

The  winning  newspaper  entries  from 
Houston,  Temple,  and  Arlington  con- 
sisted of  general  coverage  of  medical 
and  health  subjects,  while  a series  on 
prescription  drugs  won  the  award 
for  Ms.  Stone.  The  Shell  News  entry 
consisted  of  several  articles  focused 
on  employee  health. 

“Panhandle  Health  Care — A Struggle 
for  Survival,’’  a ten-part  series,  was 
KGNC’s  winning  entry.  Stories  on  a 
bladder  pacemaker  and  an  intensive 
care  nursery  as  well  as  general  cov- 
erage given  medicine  and  health 
secured  the  award  for  KXAS-TV. 
KXII-TV  took  the  award  with  a five- 
part  series  on  the  Texoma  regional 
bloodbank. 

TMA’s  medical  journalism  award,  pre- 
sented annually  since  1956,  is  named 
in  honor  of  the  last  president  of  the 
Republic  of  Texas,  Dr.  Anson  Jones, 
a noted  physician,  statesman,  and 
writer  from  early  Texas 
history. 
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Center  for  Disease  Control 
issues  smallpox  statement 

On  Jan  17,  a new  recommendation 
regarding  smallpox  vaccination  for 
hospital  personnel  was  released  by 
the  Center  for  Disease  Control  in 
Atlanta. 

The  statement  reads  in  part:  “Small- 
pox is  nowoccurringonly  in  Ethiopia, 
and  there  it  is  rapidly  being  brought 
under  control.  This  is  the  result  of 
intensive  and  systematic  worldwide 
efforts  to  eradicate  the  disease. 

Since  the  risk  of  smallpox  importa- 
tion into  the  United  States  is  now 
essentially  nil,  the  Committee  no 
longer  recommends  systematic  pro- 
grams of  routine  vaccination  of 
hospital  and  health 
personnel.” 

Vaccination  is  still  necessary,  accord- 
ing to  the  center,  fortravelers  going 
to  countries  that  require  valid  Inter- 
national Certificates  of  Vaccination, 
fortravelers  who  have  been  in  Ethi- 
opia in  the  two  weeks  before  return- 
ingto  the  United  States,  and  for 
personnel  of  laboratories  working 
with  variola  virus. 


Index  available 

The  1975  Index  for  volume  71  of  Tex- 
as Medicine  is  available  to  interested 
parties.  Copies  may  be  obtained  by 
contacting  the  journal  office,  1801  N 
Lamar  Blvd,  Austin  78701. 

Encephalitis  surveillance 
conducted  by  state 

The  guidelines  for  arboviral  encepha- 
litis surveillance  for  1976  are  being 
inaugurated  by  the  Texas  Department 
of  Health  Resources,  according  to 
Dr.  M.  S.  Dickerson,  chief.  Bureau  of 
Communicable  Disease  Services. 
Health  agencies  desiring  to  partici- 
pate in  this  surveillance  program  are 
advised  to  contact  the  department's 
Bureau  of  Laboratories. 


Dr.  Dickerson  explained  that  arbovi- 
ral encephalitis  is  a mosquito-borne 
disease.  The  arboviral  group  of  en- 
chephalitides  includes  Western 
Equine  Encephalitis  (WEE),  Eastern 
Equine  Encephalitis  (EEE),  and  Vene- 
zuelan Equine  Encephalitis  and  are 
classified  asGroupAviruses.  St. 

Louis  Encephalitis  is  a Group  B 
virus. 

Although  the  true  reservoir  of  these 
viruses  (or  means  of  winter  carry- 
over) is  unknown,  it  appears  that  cer- 
tain birds,  rodents,  bats,  reptiles,  or 
surviving  adult  mosquitoes  could  be 
implicated.  Transmission  of  the  virus 
to  man  and  other  hosts  takes  place 
through  the  bite  of  the  infected 
mosquito. 

The  procedures  of  surveillance  of  the 
Department  of  Health  Resources  are 
aimed  at  detecting  virus  activity  in 
birds,  mammals,  and  mosquitoes 
long  before  the  virus  can  be  spread 
to  the  human  population.  The  early 
detection  of  virus  activity  will  enable 
the  rapid  implementation  of  mosquito 
abatement  procedures,  thus  eliminat- 
ing the  vector  transmission  to 
man. 

Dr.  Dickerson  said  the  current  sur- 
veillance program  covers  the  princi- 
pal populated  areas  of  the 
state. 

The  Bureau  of  Laboratories  of  the 
Texas  Department  of  Health  Re- 
sources receives  shipments  of  mos- 
quitoes, bloods  from  wild  birds,  do- 
mestic and  wild  animals,  and  sentinel 
chicken  flocks  periodically.  Virus 
activity  is  reported  to  the  local  health 
departments. 

Dr.  Dickerson  attributed  the  marked 
decline  in  encephalitis  morbidity 
since  1967  in  Texas  to  the  surveil- 
lance techniques.  Further  intensifica- 
tion of  the  methods  are  envisioned 
for  1976  and  future 
years. 

An  outbreak  of  St.  Louis  Encephalitis 
of  smaller  dimensions  occurred  in 
Harris  County  in  1975  when  33  cases 
were  confirmed. 
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Basic  sciences 
examination  set 

The  Texas  State  Board  of  Examiners 
in  the  Basic  Sciences  has  set  its  next 
examination  for  April  9-10  in 
Houston. 

Details  as  to  time  and  place  may  be 
obtained  by  writing  to  the  board’s 
executive  secretary  at  the  following 
address:  319  Sam  Houston  State  Of- 
fice Building,  Austin  78701. 
Applications  forthe  April  examina- 
tion must  be  received  by  the  board  by 
March  8. 


Medical  examiners 
administer  exam 

Meeting  in  Austin  in  early  December, 
the  Texas  State  Board  of  Medical  Ex- 
aminers administered  examinations 
to  181  examinees. 

Of  this  number,  there  were  19  clini- 
cals,  129  fulls  (FLEX),  25  foreign  re- 
peats, and  eight  domestic  repeats. 
There  were  112  foreign  medical  grad- 
uate examinees. 

The  board  gave  the  Federation  Licens- 
ing Examination  (FLEX) forthefirst 
time  in  December. 

In  other  actions,  the  board  approved 
319  reciprocity  applications  for  li- 
censuroand  denied  licensure  to  six 
reciprocity  applicants.  Of  the  reci- 
procity applications,  91  were  foreign 
gradutes.  There  were  seven  duplicate 
licenses  issued. 


JCAH  establishes  special  office 

A special  office  within  the  Hospital 
Accreditation  Program  of  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals (JCAH)  has  been  established 
for  the  sole  purpose  of  focusing  on 
problems  and  developments  relating 
to  environmental  services  and  the  ap- 
plication of  the  Life  Safety  Code  of  the 
National  Fire  Protection  Association 
within  accredited  hospitals  in  the 
United  States.  The  office  will  serve 
as  a central  source  of  information  to 
JCAH  on  health  care  facility  construc- 
tion, design,  engineering,  and  fire 
safety. 

Safety  and  engineering  experts  staff- 
ing the  new  office  will  be  responsible 
for  ongoing  consultation  with  appro- 
priate external  agencies  and  individu- 
als within  the  life  safety  field  toward 
the  development  of  new  and /or  re- 
vised standards,  policies,  and  proce- 
dures to  be  recommended  to  the 
JCAH  Board  of  Commissioners  for 
consideration.  These  same  experts 
will  review,  clarify,  and  comment  on 
Statements  of  Construction,  submit- 
ted to  JCAH  by  facilities  seeking  ac- 
creditation, as  to  the  compliance  of 
the  data  to  JCAH  standards. 

It  will  be  within  the  scope  and  purpose 
of  this  office  to  review  and  analyze 
reports  of  the  Bureau  of  Health  In- 
surance of  the  U S Department  of 
Health,  Education  and  Welfare,  where 
validation  surveys  result  in  loss  of 
“deemed”  status  because  of  viola- 
tions of  the  Life  Safety  Code. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1 Year 
Ended 
1/31/76 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  (^pital  Dev.  Fund 

-fll.6% 

-33.0% 

- 6.2% 

1.4% 

Loomis-Sayles  Mutual  Fund 

-f  8,4% 

-21,0% 

- 3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

+ 11.2% 

-35.8% 

-16.5% 

3.5% 

Mercantile  Bank  Fixed  Income  Fund 

+ 2.2% 

-13.5% 

- 8.6% 

7.9% 

T Rowe  Price  Growth  Stock  Fund 

+ 9.1% 

-34,1% 

- 1.9% 

1.2% 

T Rowe  Price  New  Income  Fund 

- 0.2% 

N/A 

N/A 

8.1% 

Stein  Roe  & Farnham  Balanced  Fund 
Standard  & Poor  500  Stock  Average 

Dow  Jones  Industrial  Average 

+ 10.3% 

+ 11.8% 

+ 14.4% 

-24.9% 

-30.9% 

-16.4% 

+ 4.1% 

- 2.1% 
1.6% 

3.0% 

•Includes  reinvested  capital  gains  distributions. 
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AUSTIN:  MALPRACTICE  STUDY  COMMITTEE.  The  Texas  Medical  Professional 
Liability  Study  Commission,  meeting  in  Austin  Jan  22,  voted  to  support  volun- 
tary binding  arbitration  as  an  alternative  to  the  current  system  of  resolving 
medical  disputes.  It  appears  the  commission  has  aiso  agreed  to  support  manda- 
tory screening  panels  priorto  the  filing  of  a iawsuit  in  a medical  professional 
liability  suit.  The  commission  has  also  agreed  to  support  in  concept  a statutory 
proposal  which  would  eliminate,  in  the  words  of  Chairman  Page  Keeton,  “all 
lawsuits  relating  to  informed  consent  as  a separate  cause  of  action.” 

WASHINGTON:  FTC  COMPLAINT  AGAINST  AMA.  The  Federal  Trade  Commission 
has  filed  a complaint  against  the  American  Medical  Association,  the  Connecticut 
State  Medical  Society,  and  the  New  Haven  County  Medical  Association  charging 
that  the  AMA’s  principles  of  medical  ethics  violate  the  antitrust  laws  by  prohibit- 
ing solicitation  of  patients.  The  AMA  has  presented  its  position  before  an  FTC 
administratorand  an  administrative  judge.  A ruling  by  this  judge  can  beappeal- 
ed  to  the  full  commission,  and  the  commission's  findings  can  be  taken  tothe 
federal  courts.  AMA  representatives  have  stated,  ‘It  is  ironic  that  the  FTC  should 
attack  a code  devised  and  operated  as  a standard  of  conduct  in  the  best  interest 
of  the  patient.  Advertising  by  a professional  is  the  very  antithesis  of  profession- 
alism. Physicians  should  not  solicit  patients.  A patient  should  go  to  the  doctor 
on  the  basis  of  need,  not  the  basis  of  advertising.” 

AUSTIN:  MEDICAID  CUT-BACK  AVOIDED.  A possible  cut-back  in  the  Medicaid 
program  in  Texas  has  been  avoided  by  state  welfare  board  action  which  will 
transfer  funds  from  what  welfare  commissioner  Raymond  Vowell  described  as 
the  department’s  “earned  federal  funds”  account  that  were  not  earmarked  for 
any  other  program.  Action  was  taken  at  the  Jan  23  welfare  board  meeting.  TMA 
President  Dr.  Nym  Barker  had  urged  that  Medicaid  services  not  be  cut  back  and 
that  tighter  utilization  control  be  conducted.  In  a letterto  Commissioner  Vowell 
and  members  of  the  welfare  board.  Dr.  Barker  pledged  TMA  support  and  assist- 
ance in  obtaining  transfer  of  funds  for  the  financially  strapped  program.  Con- 
tinued concern  again  was  expressed  for  the  low  level  of  reimbursement  physi- 
cians receive  underthe  Medicaid  program,  and  Dr.  Barker  urged  that  reimburse- 
ment be  set  at  the  same  levels  as  Medicare.  Overuse  and  abuse  of  Medicaid 
services  by  recipients  was  cited,  with  the  suggestion  that  welfare  case  workers 
monitor  beneficiaries  suspected  of  abusing  the  program. 


Editor's  note: 
"Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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AUSTIN:  GUBERNATORIAL  APPOINTMENTS.  Dr.  D.  Jack  Kilian  of  Lake  Jackson 
has  recently  been  appointed  to  the  Texas  Air  Control  Board  succeeding  Dr.  Al- 
bert Hartman,  Jr.,  of  San  Antonio  who  resigned.  Dr.  Kilian  is  the  director  of 
industrial  medicine  in  Dow  Chemical’s  laboratories.  Recent  appointments  to  the 
Greater  South  Texas  Cultural  Basin  include:  Dr.  Harold  T.  Branch  of  Corpus 
Christ!  replacing  Judge  John  M.  Turner,  Dr.  Fratis  L.  Duff  of  Austin  replacing 
Dr.  James  E.  Peavy,  and  Dr.  Mario  E.  Ramirez  of  Rio  Grande  City  replacing  Mayor 
J.  C.  Martin,  Jr.  New  physician  members  of  the  Drug  Abuse  and  Advisory  Council 
are  Dr.  Raul  Rivera  of  El  Paso  replacing  Dr.  Russell  L.  Deter  and  Dr.  Dale  R. 
Rhoades  of  Crosbyton  replacing  Dr.  Joseph  Schoolar.  Dr.  H.  H.  Brindley  of 
Temple  was  recently  appointed  to  a jail  standards  commission. 

WASHINGTON:  WHITE  HOUSE  FORUMS  REPORT.  The  President’s  Domestic 
Council,  which  held  a series  of  forums  across  the  country  including  one  in  Austin 
in  October,  has  issued  its  report  to  the  President.  Vice  President  Nelson  Rocke- 
feller said  in  the  document,  “One  overriding  message  came  through  in  each  of 
the  forums:  people  are  concerned  about  the  proliferation  of  federal  red  tape 
which  prevents  the  government  from  delivering  its  promised  services.’’  In  sum- 
mary, the  report  declared,  “People  feel  that  federal  red  tape,  excessive  bureau- 
cracy, and  duplication  are  inhibitingcreativity  and  decision-makingthroughout 
American  society.’’ 

OHIO:  ACUPUNCTURE.  The  Ohio  Supreme  Court  has  ruled  that  acupuncture 
therapy  constitutes  the  practice  of  medicine,  and  cannot  be  performed  without 
a license  to  practice  medicine.  The  court  stated  furtherthat  insertion  of  needles 
beneath  the  skin  to  alleviate  pain,  infirmity  or  disease,  commonly  known  as 
acupuncture,  constitutes  the  practice  of  medicine. 

WASHINGTON:  CATASTROPHIC  HEARINGS  SCHEDULED.  Rep  Dan  Rostenkows- 
ki  (D  IM),  chairman  of  the  House  Ways  and  Means  Committee’s  Subcommittee  on 
Health,  announced  that  his  subcommittee  was  to  hold  hearings  on  Feb  9,  10,  and 
1 1 on  President  Ford's  state  of  the  union  proposal  for  catastrophic  coverage  for 
Medicare  beneficiaries.  The  administration’s  witnesses  were  scheduled  to  offer 
their  views  the  first  day  of  the  hearings.  The  AMA  also  expected  to  appear  before 
the  subcommittee. 

WASHINGTON:  JCAH  RULING.  The  Joint  Commission  on  Accreditation  of  Hos- 
pitals hasamended  its  rules  to  make  itclearthata  physician’s  agreement  to 
abide  by  hospital  bylaws  applies  only  to  current  bylaws  that  he  has  read  and 
does  not  apply  to  future  changes. 

WASHINGTON:  HEALTH  BILLS.  An  assortment  of  health  bills  are  on  the  agenda 
for  1976  session  of  Congress.  The  House-passed  health  maintenance  organiza- 
tion (HMO)  amendments  measure,  HR  9019,  is  on  the  agenda  for  further  hear- 
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ing.  The  House-passed  Health  Manpower  Bill,  HR  5546,  is  waiting  for  mark-up 
by  the  Health  Subcommittee  of  the  Senate  Labor  and  Public  Welfare  Committee. 
Also  pending  are  bills  providing  for  congressional  review  of  administrative 
rulemaking,  proposals  for  regulation  on  clinical  laboratories,  and  various  na- 
tional health  insurance  proposals. 

ILLINOIS:  LAW  OVERTURNED.  The  key  provisions  of  the  Illinois  malpractice  law 
have  been  found  unconstitutional  by  an  Illinois  Circuit  Court  judge.  The  sections 
in  the  new  law,  which  set  a $500,000  limit  of  recovery  in  medical  malpractice 
cases  and  established  a medical  review  panel  to  screen  suits  to  determine  if  they 
have  sufficient  merit  to  warrant  a trial,  were  declared  to  be  in  violation  of  the 
equal  protection  and  the  due  process  clauses  of  both  the  US  and  the  Illinois 
Constitutions.  The  judge  said  that  by  protecting  health  care  providers  against 
awards  in  excess  of  $500,000,  the  law  effects  a classification,  without  rational 
basis,  and  creates  a class  of  defendants  protected  by  this  monetary  limitation, 
which  is  violative  of  the  US  and  the  Illinois  Constitutions.  Spokesmen  forthe 
Illinois  Department  of  Insurance  indicated  that  the  ruling  would  be  appealed 
directly  to  the  state's  Supreme  Court. 

TENNESSEE;  REVIEW  BOARDS  UNCONSTITUTIONAL.  A Chancery  Court  has 
ruled  the  state’s  newly  established  review  boards  for  medical  liability  claims 
unconstitutional.  Underthe  provisions,  part  of  the  comprehensive  form  that 
went  into  effect  July  1,  all  medical  liability  claims  must  go  before  a six  member 
review  panel  priorto  beingfiled  in  court.  The  Tennessee  court,  however,  has 
ruled  the  panel  interferes  with  the  person's  right  to  a speedy  trial.  An  appeal  to 
the  state  Supreme  Court  is  expected  shortly. 

CALIFORNIA:  JURY  AWARD.  A jury  in  San  Francisco  has  awarded  $60,000  to  a 
general  surgeon  who  contended  that  the  local  medical  society  conspired  against 
him  and  tried  to  ruin  his  practice  13  years  ago  after  he  advocated  enactment  of 
the  Medicare  law.  The  jury  awarded  $20,000  in  actual  damages  and  $40,000  in 
punitive  damages  against  the  San  Francisco  Medical  Society.  In  his  suit,  the 
surgeon  contended  that  because  of  his  views  on  Medicare,  he  was  dropped  from 
the  staffs  of  four  hospitals,  thus  losing  much  of  his  practice.  He  also  contended 
that  the  medical  society  had  interfered  with  his  direct  wire  answer  service.  The 
doctor  alleged  that  his  malpractice  insurance  was  cancelled  although  he  had 
never  had  a claim  filed  against  him.  The  doctor’s  original  suit  for  $6  million 
against  four  hospitals  and  the  society  had  been  dismissed  by  a trial  court.  He 
appealed,  and  the  1967  trial  was  ordered.  The  40-day  jury  trial  in  1970  ended  in 
a hungjury,  andthejudge  ruled  against  him.  Heappealed  again,  and  the  new 
trial  was  ordered.  The  hospital  settled  out  of  court  with  the  physician  for 
$20,000.  The  medical  society  said  it  has  not  decided  whether  it  will  appeal  the 
jury  verdict  against  it. 
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AN  OPEN  LETTER  FROM  BUD  WILKINSON 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 


DEAR  DOCTOR: 

For  the  past  five  years  I have  served  as  Chairman  of  the  Board  of  Planned 
Marketing  Associates,  a Texas  based,  nationally  prominent  insurance  company.  Two 
years  ago  our  company,  PMA,  merged  with  the  S.  S.  Kresge  Company,  operators  of 
the  well  known  K-Mart  stores.  Kresge  is  America’s  third  largest  retailer. 

Approximately  a year  ago,  a group  of  Texas  doctors  came  to  us  seeking  our 
professional  help  in  assisting  them  in  the  establishment  of  an  insurance  company  to 
meet  the  problems  they  were  beginning  to  face  in  getting  adequate  malpractice 
coverage  at  acceptable  rates.  As  you  know,  the  problem  of  malpractice  insurance  is 
national  in  scope. 

Since  being  contacted  by  a group  of  doctors  in  Texas,  we  have  made  the  following 
progress: 

• We  have  chartered  and  licensed  a multiple-line  casualty  company  in  the  State  of 
Texas,  AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE.  API  is  a 
non-profit,  DOCTOR  OWNED  AND  CONTROLLED  company. 

• We  have  employed  Mr.  Graham  Alexander,  for  22  years  the  lead  underwriter  at 
Lloyds,  London  for  U.  S.  malpractice  coverage,  to  negotiate  reinsurance  for 
additional  coverage  to  one  million  dollar  limits  for  API  MEMBER  Policy  holders. 

• We  have  provided  expert  legal  counsel  to  represent  doctor  interests. 

TO  REPEAT,  The  Company  was  established  at  the  request  of  a group  of  doctors  in 
Texas.  To  succeed,  additional  participants  are  needed. 

FOR  MORE  DETAILED  INFORMATION  please  contact  me  or  our  Company. 
Arrangements  will  be  made  to  forward  all  pertinent  materials  for  your 
consideration. 

Yours  verv  trulv. 


Charles  "Bud”  Wilkinson 


FOR  INFORMATION  ONLY  AND  SHOULD  NOT  BE  CONSTRUED  AS  AN  ENDORSEMENT  BY  TMA. 


AMERICAN  PHYSICIANS  SERVICE  CORPORATION 


1400  FRITO-LAY  TOWER  DALLAS,  TEXAS  75235  PHONE  (214)  350-5553 
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COMING 

MEETINGS 


ALCOHOLISM  COUNCIL  OF  TEXAS 

US  Senator  William  Hathaway  (D/Maine)  and  Dr.  Ernest  P 
Noble,  director  of  the  National  Institute  on  Alcohol  Abuse  and 
Alcoholism  (NIAAA),  will  be  featui’ed  speakers  at  the  Texas 
State  Conference  on  Issues  in  Alcoholism  to  be  held  Mar  21-23, 
1976,  in  Arlington.  Sponsored  by  the  Alcoholism  Council  of 
Texas,  the  conference  will  seek  to  explore  national  trends,  re- 
view state  progress,  examine  critical  issues  and  outline  courses 
of  action  in  alcoholism  programming.  Registration  fee  is  $17.50 
per  person,  with  special  group  rates  available. 


CURRENT  MEETINGS  IN  TEXAS 


TEXAS  ASSOCIATION  OF  OBSTETRI- 
CIANS & GYNECOLOGISTS,  Sheraton- 
Fairway  Motel,  McAllen,  Mar  12-13,  1976. 
Seminar  on  genetics  as  applied  to  the 
practicing  obstetrician-gynecoiogist.  Guest 
speakers,  Drs.  Fredrick  Zuspan,  Coiumbus, 
Ohio:  Samuel  Yen,  Lajolla,  Calif.  Williard 
R Cooke  Resident’s  Prize  winner  to  be  an- 
nounced. Contact:  Iris  Wenzel,  1801  N 
Lamar  Blvd,  Austin  78701. 


Contact;  510  S Congress,  Suite  406,  Austin  78704. 


SOUTHWEST  CONFERENCE  ON  DISEASES  IN  NATURE 
TRANSMISSIBLE  TO  MAN 

Texas  A&M  University,  College  of  Veterinary  Medicine,  Office 
of  Continuing  Education,  announces  the  26th  Annual  Southwest- 
ern Conference  on  Diseases  in  Nature  Transmissible  to  Man. 
The  Conference  will  be  held  Mar  15-16,  1976,  at  the  Rudder 
Center  for  Continuing  Education  on  the  campus  of  Texas  A&M. 
The  program  will  include  general  sessions  plus  sessions  con- 
centrating on  brucellosis  and  the  encephalitides. 


UT  SYSTEM  CANCER  CENTER,  29th 
annual  symposium  on  fundamental  can- 
cer research.  Shamrock  Hilton  Hotel,  Hous- 
ton, Mar  10-12,  1976.  Growth  kinetics  and 
biochemical  regulation  of  normal  and 
malignant  cells.  Subjects  to  be  covered 
include  biological  aspects  of  growth  kine- 
tics. new  methods  of  cell  kinetics  analysis, 
biochemistry  of  the  cell  cycle,  regulation 
of  growth  kinetics,  cell  cycle-related 
events,  growth  kinetics,  mathematicai 
models,  growth  kinetics  in  experimental 
systems,  application  of  growth  kinetics  in- 
formation to  human  cancer  therapy.  Con- 
tact: Dr.  Ronald  M Humphrey.  UT  System 
Cancer  Center,  Texas  Medical  Center, 
Houston  77025. 


Contact:  Dr.  WJ  Kilpatrick,  Chmn,  Continuing  Education  Coun- 
cil, Texas  A&M  University,  College  of  Veterinary  Medicine, 
College  Station  78843. 


CURRENT  NATIONAL  MEETINGS 


WESTERN  INSTITUTE  ON  EPILEPSY 

Dallas  will  be  the  site  of  the  27th  Annual  Western  Institute  on 
Epilepsy,  to  be  held  Mar  26-27,  1976,  at  the  Fairmont  Hotel. 
The  symposium  will  feature  leading  experts  in  the  medical, 
social  and  vocational  management  of  seizure  disorders.  Hosting 
the  meeting  will  be  the  Dallas  Epilepsy  Association,  Epilepsy 
Foundation  of  America,  and  the  UT  Health  Science  Center  at 
Dallas. 

Contact:  Box  12034,  Dallas  75225. 


NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY,  Fairmont-Roosevelt  Hotel. 
New  Orleans,  Mar  29-Apr  1,  1976.  Clini- 
copathologic  conference,  scientific  exhibits, 
general  assembly  luncheon,  17  speakers. 
Registration,  $G0:  military  courtesy  reg- 
istration fee.  $30;  students,  residents,  in- 
terns and  fellows,  complimentary  regis- 
tration. Contact:  1430  Tulane  Ave,  New 
Orleans  70112. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  36-40. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


MARCH 

■ ALCOHOLISM  COUNCIL  OF  TEXAS,  Arlin^on,  Mar 
21-23,  1976.  610  S Congress,  Suite  406,  Austin  78704. 

ALPHA  EPSILON  DELTA,  Tuscaloosa,  Ala,  Mar  31- 
Apr  3,  1976.  7 Brookside  Circle,  Bronxville,  NY  10708. 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Juan,  PR, 
Mar  6-10,  1976.  JO  Kelley,  Exec  Off,  225  E Michigan 
St,  Milwaukee  63202. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  & 
BACTERIOLOGISTS,  Boston,  Mar  20-23,  1976.  9660 

Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Honolulu, 
Mar  9-10,  1976.  Dr.  Bernard  WD  Fong,  97  Dowsett  Ave, 
Honolulu  96817. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia, 
Mar  1-6,  1976.  4200  Pine  St,  Philadelphia  19104. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  New  York, 
Mar  10,  1976.  Dr.  Felix  E DeMartini,  161  Fort  Wash- 
ington Ave,  New  York  10032. 

AMERICAN  DIOPTER  & DECIBEL  SOCIETY,  San 
Diego,  Calif,  Mar  14-21,  1976.  Dr.  Albert  C Esposito, 
Exec  Dir,  Suite  100,  Medical  Center  Bldg,  420-422  11th 
St,  Huntington,  WVa  26701. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION.  New 
Orleans,  Mar  6-7,  1976.  Louis  R Giancola,  Exec  Dir, 
1400  Hicks  Rd,  Rolling  Meadows,  HI  60008. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Seattle,  Mar  18-19, 
1976.  1718  Gallagher  Rd,  Norristown,  Pa  19410. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen,  Colo.  Mar 
1-6,  1976.  Registration  Division,  1818  Gaylord  St,  Denver 
80206. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDI- 
CAL INSTRUMENTATION,  Atlanta,  Mar  21-26,  1976. 
1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  Va  22209. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  In- 
dia, Mar  17-Apr  4,  1976.  Exec  Offices,  147-41  Sanford 
Ave,  Flushing,  NY  11366. 

NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRES- 
SURE CONTROL.  New  Orleans,  Mar  28-30,  1976.  Dr. 
Stanley  B Garbus,  Conference  Coordinator,  Louisiana 
State  University  Medical  Center,  1342  Tulane  Ave,  New 
Orleans  70112. 

NEVADA  TUMOR  REGISTRY  OF  THE  NEVADA 
CANCER  CONTROL  INSTITUTE,  Las  Vegas.  Nev, 
Mar  11-12,  1976.  Ms.  Irene  S Peacock,  1800  W Charles- 
ton Blvd,  Las  Vegas,  Nev  89102. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  Mar  29-Apr  1,  1976.  1430  Tulane  Ave, 
New  Orleans,  La  70112. 

SOUTHEASTERN  SURGICAL  CONGRESS.  New  Or- 
leans, Mar  16-18,  1976.  316  Blvd,  NE,  Suite  600,  Atlanta 
30312. 


■ SOUTHWESTERN  CONFERENCE  ON  DISEASES  IN 
NATURE  TRANSMISSIBLE  TO  MAN,  College  Station, 
Mar  16-16,  1976.  Dr.  Warren  Kilpatrick,  Office  of  Con- 
tinuing Education,  College  of  Veterinary  Medicine, 
Texas  A&M  University,  College  Station  77843. 


■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  & 
GYNECOLOGISTS.  McAllen,  Mar  11-13,  1976.  Iris  Wen- 
zel. 1801  N Lamar  Blvd,  Austin  78701. 

■ UT  SYSTEM  CANCER  CENTER,  29th  Annual  Sym- 
posium on  Fundamental  Cancer  Research.  Houston,  Mar 
10-12,  1976.  Dr.  Ronald  M Humphrey,  UT  System  Can- 
cer Center,  Texas  Merlical  Center,  Houston  77025. 

■ WESTERN  INSTITUTE  OF  EPILEPSY,  Dallas,  Mar 
26-27,  1976.  Box  12034,  Dallas  76226. 


APRIL 


AMERICAN  ACADEMY  OF  NEUROLOGY,  Toronto, 
Apr  26-May  1,  1976.  Stanley  A Nelson,  Exec  Off,  4016 
W 65th  St,  Suite  302A,  Minneapolis  56436. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Philadelphia, 
Apr  12-16,  1976.  Dr.  Robert  G Frazier,  1801  Hinman  Ave, 
Evanston,  111  60204. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Louis- 
ville, Apr  20-23,  1976.  Dr.  John  C Finerty,  Pres,  LSU 
Medical  Center,  Suite  1610,  Canal  LaSalle  Bldg,  New 
Orleans  70112. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY’, Los  Angeles,  Apr  23-25,  1976.  AVilliam  T Mal- 
oney, Exec  Off,  6 Beacon  St,  Boston  02108. 

AMERICAN  COLLEGE  OF  ALLERGISTS.  Las  Vegas, 
Nev,  Apr  4-8,  1976.  Eloi  Bauers,  JD,  Exec  Vice-pres/ 
Counsel,  2100  Dain  Tower,  Minneapolis  66402. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION.  Den- 
ver, Apr  27-30,  1976.  James  W Dilley,  Exec  Dir,  2807 
Central,  Evanston,  111  60201. 

AMERICAN  COLLEGE  OF  PHYSICIANS.  Philadelphia. 
Apr  5-8,  1976.  Dr.  Edward  C Rosenow,  Jr,  4200  Pine  St, 
Philadelphia  19104. 

AMERICAN  COLLEGE  OF  SURGEONS.  Boston,  Apr 
26-29,  1976.  Frank  Arado,  66  E Erie  St,  Chicago  60611. 

B AMERICAN  COLLEGE  OF  SURGEONS,  New  Mexico- 
E1  Paso  Chairter,  El  Paso,  Apr  10-11,  1976.  Dr.  Charles 
M Lyon,  1900  N Oregon,  El  Paso  79902. 

■ AMERICAN  GERIATRICS  SOCIETY,  INC,  Houston, 
Apr  21-22,  1976.  10  Columbus  Circle,  New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Miami  Beach,  Fla,  Apr 
22-27,  1976.  Fred  Kern,  Jr,  Pres,  4200  E 9th  Ave, 
Denver  80220. 

AMERICAN  BRONCHO-ESOPHAGOLOGICAL  ASSO- 
CIATION, Palm  Beach,  Fla,  Apr  27-28,  1976.  Dr.  LW 
Pratt,  Sec,  37  Lawrence  Ave.  Fairfield,  Me  04937. 

AMERICAN  FERTILITY  SOCIETY,  Las  Vegas,  Nev. 
Apr  6-8,  1976.  Dr.  JC  Weed,  Med  Dir,  1608  13th  Ave  S, 
Suite  101,  Birmingham,  Ala  36205. 

AMERICAN  MEDICAL  ELECTROENCEPHALOGRA- 
PHIC  ASSOCIATION,  Savannah,  Ga,  Apr  7-11,  1976. 
Dr.  WA  Stephenson,  Sansum  Medical  Clinic,  Inc,  PO 
Drawer  LL,  Santa  Barbara,  Calif  93102, 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Cincinnati,  Apr  24-29,  1976.  HN  Schulz,  Exec 
Dir,  160  N Wacker  Dr,  Chicago  60606. 
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AMERICAN  OTOLOGICAL  SOCIETY.  Palm  Beach,  Fla. 
Apr  26-26,  1976.  Dr.  GD  Taylor,  Sec-Treas,  221  Marshall 
Taylor  Dr  Bldg,  Jacksonville,  Fla  32207. 

AMERICAN  SOCIETY  I-OR  ARTIFICIAL  INTERNAL 
ORGANS,  San  Francisco,  Apr  1-3,  1976.  Mrs.  KK 

Burke,  Exec  Dir.  ASAIO  National  Office,  Box  777, 
Boca  Raton.  Fla  33432. 

AMERICAN  SOCIETY  FOR  EXPERIMENTAL  PATH- 
OLOGY, Anaheim,  Calif,  Apr  11-16,  1976.  Dr.  GB  Mider, 
Exec  Off,  9660  Rockville  Pike,  Bethesda,  Md  20014. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PSY- 
CHOANALYSIS, New  York,  Apr  13,  1976.  Dr.  M Ren- 
don, Sec,  833  E 30  St,  New  York  10016. 

ASSOCIATION  OF  CONVALESCENT  HOMES  AND 
HOSPITALS  FOR  ASTHMATIC  CHILDREN,  Las 
Vegas,  Nev,  Apr  1-2,  1976.  I Friedman,  Exec  Vice-pres, 
Spring  Valley  Rd,  Ossining,  NY  10662. 

NATIONAL  CONFERENCE  ON  RURAL  HEALTH, 
AMERICAN  MEDICAL  ASSOCIATION,  Phoenix,  Ariz, 
Apr  8-9,  1976.  Dept  of  Rural  and  Community  Health, 
AMA,  Division  of  Medical  Practice,  636  N Dearborn  St, 
Chicago  60610. 

NATIONAL  COUNCIL  ON  ALCOHOLISM,  Washington, 
DC,  Apr  9-10,  1976.  Suite  1720,  2 Park  Ave,  New  York 
10016. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Houston,  Apr  9-10,  1976.  319  Sam 
Houston  State  Office  Bldg,  Austin  78701. 


MAY 


AMERICAN  CANCER  SOCIETY,  San  Francisco,  May 
27-29,  1976.  777  3rd  Ave,  New  York  10017. 


■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Dallas,  May  10-13,  1976.  Dr.  Warren 
H Pearse,  Exec  Off,  1 E Wacker  Dr,  Suite  2700,  Chicago 
60601. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  16,  1976.  Dr.  RC  Jones, 
Sec,  6323  Harry  Hines,  Dallas  76236. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  McAllen,  May  20-23.  1976.  Geraldine 
Midgley,  Exec  Off,  Box  1287,  Uvalde  78801. 

AMERICAN  RED  CROSS,  Portland,  Ore,  May  9-12, 
1976.  Convention  Office,  American  Red  Cross,  431  18th 
St,  NW,  Washington,  DC  20006. 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  Miami  Beach,  Fla,  May  27-28,  1976. 

Charles  B Slack,  Inc,  6900  Grove  Rd,  Thorofare,  NJ 
08086. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS,  Texas 
Chapter,  Dallas,  May  5,  1976.  Dr.  George  E Holladay, 
525  Bryan  St.  Denton  76201. 

CONFERENCE  ON  AMBULATORY  MONITORING,  At- 
lanta, May  20-21,  1976.  Nancy  Jacobsen,  Conference 
Coordinator,  316  University  District  Bldg,  1107  NE  46th, 
Seattle,  Wash  98106. 


CONFERENCE  ON  CUTANEOUS  TOXICITY,  AMERI- 
CAN MEDICAL  ASSOCIATION,  Washington,  DC,  May 
17-18,  1976.  Dept  of  Drugs,  AMA,  636  N Dearborn  St, 
Chicago  60610. 

■ SOUTHWEST  ALLERGY  FORUM,  San  Antonio,  May 
22-26,  1976.  Dr.  Peter  B Kamin,  601  Oak  Hills  Medical 
Bldg,  San  Antonio  78229. 

SOUTHEAST  EMERGENCY  MEDICINE  CONGRESS, 
Atlanta,  May  3-6,  1976.  Registrar,  1919  Beachway  Rd, 
Suite  6C,  Jacksonville,  Fla  32207. 

■ SOUTHWESTERN  SURGICAL  CONGRESS.  Houston, 
May  3-6,  1976.  Dr.  Jack  A Barney,  Sec-Treas,  708  Physi- 
cians & Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  May  6-9,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION. 
Dallas,  May  7,  1976.  Dr.  Frank  J Kelly,  Sec-Treas,  Box 
647,  Amarillo  79177. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS.  Dallas, 
May  7-8,  1976.  Dr.  Jeff  R Moore,  Box  3766,  Amarillo 
79106. 

■ UT  MEDICAL  BRANCH.  Symposium  on  Philosophy 
and  Medicine,  Galveston,  May  16-18,  1976.  Dr.  H Tris- 
tram Engelhardt,  ,Ir,  Institute  for  the  Medical  Humani- 
ties, UT  Medical  Branch,  Galveston  77650. 


JUNE 


ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY,  INC, 
Las  Vegas.  Nev,  Jun  13-16,  1976.  Dr.  Richard  H Moiel, 
Sec,  601  Medical  Towers,  1709  Dryden  St,  Houston  77026. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
TEXAS  CHAPTER,  Dallas,  June,  1976.  Dr.  CB  Shuey, 
Jr,  Sec,  3600  Gaston  Ave,  Dallas  76246. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER, Houston,  Jun  9-13,  1976.  Box  9928,  Austin  78766. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE.  Bos- 
ton, Jun  21-23,  1976.  Dr.  Elliot  L Sagall,  464  Brookline 
Ave,  Boston  02216. 

■ AMERICAN  MEDICAL  ASSOCIATION,  Dallas,  Jun  27- 
Jul  1,  1976.  636  N Dearborn,  Chicago  60610. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Houston,  Jun  16-17,  1976.  Dr.  A Bryan  Spires,  Southwest 
Tower  Bldg,  Suite  900.  211  E 7th  St,  Austin  78701. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Mescalero,  NM,  Jul  19-22, 
1976.  Box  466,  Sunland  Park,  NM  88063. 

AMERICAN  ASSOCIATION  FOR  REHABILITATION 
THERAPY,  INC,  Cleveland,  Jul  12-16,  1976.  Box  93, 
N Little  Rock,  Ark  72116. 

AMERICAN  CANCER  SOCIETY,  COLORADO  DIVI- 
SION, Denver.  Colo,  Jul  16-17,  1976.  1809  E 18th  Ave. 
Denver,  Colo  80218. 
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AMERICAN  SOCIETY  OF  ORAL  SURGEONS.  Chicago, 
Jul  17-18,  1976.  211  E Chicago  Ave,  Ste  930,  Chicago 
60611. 

INDIANA  UNIVERSITY,  Institute  for  Sex  Research, 
Inc,  Bloomington,  Ind,  Jul  21-30,  1976.  416  Morrison 
Hall,  Indiana  University,  Bloomington,  Ind  47401. 

INSTITUTE  FOR  CONTINUING  EDUCATION,  Heidel- 
berg/Mainz/Hamburg, W Germany,  Jul  13-24,  1976.  2405 
Westwood  Ave,  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  UROLOGY  CONGRESS,  Johannes- 
burg, South  Africa,  Jul  25-30,  1976.  c/o  Festivals  & 
Conventions  Trust  (Pty)  Ltd,  Box  61326,  Marshalltown, 
2107  Transvaal,  Rep  of  South  Africa. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE,  Philadelphia,  Jul  1-3, 
1976.  Dr.  Martin  T Ome,  The  Institute  of  Pennsylvania 
Hospital,  111  N 49th  St,  Philadelphia  19139. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
Colo,  Jul  23-24,  1976.  1764  Gilpin  St,  Denver,  Colo 
80210. 

■ TEXAS  REHABILITATION  ASSOCIATION,  Dallas, 
Jul  11-14,  1976.  Box  20040,  Dallas  75220. 


AUGUST 

■ AMERICAN  ASSOCIATION  OF  CLINICAL  CHEM- 
ISTS, Houston.  Aug  1-6,  1976.  1725  K St,  NW,  Wash- 
ington, DC  20006. 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  Boston,  Aug  7-12,  1976.  Box  230, 
Stockton,  Calif  95201. 

■ AMERICAN  PODIATRY  ASSOCIATION,  Dallas,  Aug 
12-17,  1976.  20  Chevy  Chase  Circle.  NW,  Washington, 
DC  20015. 

■ AMERICAN  SOCIETY  OF  PARASITOLOGISTS,  San 
Antonio.  Aug  22-27,  1976.  UT  Health  Science  Center  at 
Dallas,  Dallas  75235. 

ASPEN  MUSHROOM  CONFERENCE.  Aspen,  Colo,  Aug 
8-13.  1976.  1818  Gaylord  St,  Denver  80206. 

MEDICAL  WOMEN’S  INTERNATIONAL  ASSOCIA- 
TION, Tokyo,  Aug  22-28,  1976.  c/o  Japan  Medical  Wom- 
en’s Association,  19  Kawadacho,  Ichigayan,  Shinjuku-ku 
Tokyo. 
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WELCOME  TO  THE 
LAND  OF  ABUNDANCE 


L.  •) 


...WHERE  ONLY  I ONE  I PRESCHOOLER 
IN  20  GETS  ENOUGH  IRON! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


•First  Health  and  Nutrition  Examination  Survey.  DHEW  Pub.  No.  (HRA) 
74-1219-1.  National  Center  for  Health  Statistics,  Rockville,  Maryland.  (This 
report  indicates  that  approximately  95%  of  the  children  1-5  years  old  had 
iron  intakes  below  the  standard  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

_ Dietary  Supplement 

With  IRON  Syrup 

Each  teaspoonful  (5  cc)  contains: 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 30  mg 

1-Lysine  HCI  300  mg 

Thiamine  HCI  B.)  10  mg 

Pyridoxine  HCI  (86)  5 mg 

Vitamin  Bu 25  mcgm 

Sorbitol  3.5  gm 

Alcohol  0.75% 


DOSAGE:  Prevention  of  iron-deficiency  anemia— Children  and  Adults 
— 1 tsp.  (5  cc)  daily.  Treatment  of  iron  deficiency  anemia— Children:  1 
tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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CONTINUING  EDUCATION  COURSES 


MARCH 

Cardiovascular  Disease 

Title:  Exercise  Testing  in  Clinical 
Practice 

Sponsors:  UT  Health  Science  Center, 
Houston;  Baylor  College  of  Medicine 
Location  of  Course:  UT  Health  Science 
Center  at  Houston,  Auditorium 
Date:  Mar  5,  1976 
Duration:  1 day,  6 hours  instruction 
Fee:  To  be  determined 
Designed  For:  General  practitioners; 
Specialists  in  Cardiology 
Credit;  6 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Chest  Disease 

Title:  Postoperative  Pulmonary  Diseases 
Sponsor:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing 
Education 

Location  of  Course:  To  be  determined 
Dates:  Mar  19-20,  1976 
Duration:  Continuous,  2V2  days,  6-7 
hours  instruction  per  day 
Fee:  To  be  determined 
Designed  For:  General  practitioners; 
Specialists  in  Surgery,  internal  Medicine 
Credit;  AAFP  Prescribed;  Category  I, 

AMA  Physician’s  Recognition  Award 
Teaching  Methods;  Audiovisual  mate- 
rials, lecture,  open  question 
Contact;  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Family  Medicine 

Title;  Recent  Advances  in  Clinical  Im- 
munology and  Microbiology 


Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Mar  13-14,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  $80 

Designed  For:  General  practitioners; 
Specialists 

Credit;  10  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Habilitation  of  the  Deaf  Child 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Mar  27,  1976 

Duration:  Continuous,  1 day,  7 hours 

instruction 

Fee:  $40 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  10 
Credit:  7 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods;  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Gastroenterology 

Title:  William  Beaumont  Gastrointestin- 
al Symposium 

Sponsor:  William  Beaumont  Army 
Medical  Center,  El  Paso 
Dates:  Mar  17-19,  1976 
Duration:  Continuous,  3 days,  4 hours 


instruction  per  day,  12  total  course 

hours 

Fee:  None 

Designed  For:  Specialists  in  Gastroen- 
terology, Surgery,  Internal  Medicine 
Enrollment:  Minimum,  100;  Maximum, 
200 

Credit:  12  hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods;  Audiovisual  mate- 
rials, clinical  conference,  lecture,  open 
question,  panel 

Contact:  Col.  J Loren  Pitcher,  MC,  USA, 
Chief,  Dept  of  Medicine,  William  Beau- 
mont Army  Medical  Center,  El  Paso 
79920 


General  Medicine 

Title:  Spring  Clinical  Conference 
Sponsor:  Dallas  Southern  Clinical 
Society 

Location  of  Course:  Statler  Hilton 
Hotel,  Dallas 
Dates;  Mar  15-17,  1976 
Duration:  Continuous,  3 days 
Fee:  $50 

Designed  For:  General  practitioners; 
Specialists 

Credit:  25  hours,  AAFP  Elective;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods;  Audiovisual  mate- 
rials, clinical  conference,  lecture,  live 
clinic,  open  question,  panel,  patient 
demonstration,  seminar 
Contact:  Robert  L Heath,  Exec  Officer, 
Dallas  Southern  Clinical  Society,  3630 
Noble  Ave,  Dallas  75204 


Title:  Texas  Academy  of  Family  Physi- 
cians— Spring  Seminar 
Sponsor:  TAFP,  Permian  Basin  Chapter, 
Alpine 

Location  of  Course:  Indian  Mountain 
Lodge,  Davis  Mountains  State  Park, 

Fort  Davis 

Date:  Mar  27,  1976 

Duration:  Continuous,  1 day,  6 hours 

instruction 
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Fee:  $25 

Designed  For:  General  practitioners: 
Specialists 

Credit:  6 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  WB  Pate,  Secretary,  TAFP, 
Permian  Basin  Chapter,  202  N Second 
St,  Alpine  79830 


Internal  Medicine 

Title:  Alcoholic  Liver  Disease:  Pathology, 
Pathogenesis,  Complications  and 
Treatment 

Sponsors:  A Webb  Roberts  Center  for 
Continuing  Education;  Texas  Commis- 
sion on  Alcoholism;  American  Associa- 
tion for  Study  of  Liver  Diseases 
Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Date:  Mar  27,  1976 
Duration:  Continuous,  1 day 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists  in  Pathology,  Internal 
Medicine 

Credit:  4 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Method:  Lecture 
Contact:  Dr.  George  J Race,  Assoc  Dean, 
A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston,  Dallas  75246 


Malignant  Disease 

Title:  29th  Annual  Symposium  on  Fun- 
damental Cancer  Research:  Growth 
Kinetics  and  Biochemical  Regulation  of 
Normal  and  Malignant  Cells 
Sponsors:  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor 
Institute,  Houston;  National  Cancer 
Institute,  Tex  Division  of  American  Can- 
cer Society;  UT  Health  Science  Center 
at  Houston 

Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 


Dates:  Mar  10-12,  1976 
Duration:  Continuous,  3 days,  6 hours 
instruction  per  day,  18  total  course 
hours 

Designed  For:  General  practitioners; 
Specialists 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  George  R Blumenschein, 
Assistant  Director/Education,  UT 
System  Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston  77025 

Title:  Immunotherapy  and  Other  Ad- 
vances in  the  Management  of  Cancer 
Sponsor:  Wadley  Institutes  of  Molecular 
Medicine,  Dallas 
Dates:  Mar  26-27,  1976 
Duration:  2 days 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  200 
Credit:  16  hours 

Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  panel,  seminar 
Contact:  Dr.  JM  Hill,  Executive  Director, 
Wadley  Institutes  of  Molecular  Medicine, 
9000  Harry  Hines,  Dallas  75235 


Medical  Writing 

Title:  Medical  and  Technical  Writing 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston 
Dates:  March  and  September,  1976 
Duration:  Intermittent,  1 day  per  week, 
4 weeks,  2 hours  instruction  per  day,  8 
total  course  hours 
Fee:  $35 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  20 
Credit:  AAFP  Prescribed:  Category  I, 
AMA  Physician’s  Recognition  Award 


Teaching  Methods:  Enrollee  performs 
procedure,  lecture 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Neurology 

Title:  Current  Therapy  in  Epilepsy 
Sponsors:  Veterans  Administration; 

Dept  of  Urology,  UT  Southwestern  Medi- 
cal School;  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Location  of  Course:  Dallas 
Dates:  Mar  24-25,  1976 
Duration:  Continuous,  2 days 
Designed  For:  General  practitioners; 
Specialists 

Credit:  Category  I,  AMA  Physician’s 

Recognition  Award 

Teaching  Method:  Lecture 

Contact:  Dr.  George  J Race,  Assoc  Dean, 

A Webb  Roberts  Center  for  Continuing 

Education,  3500  Gaston,  Dallas  75246 


Otolaryngology 

Title:  Visiting  Professor  in  the  Dept  of 
Otorhinolaryngology  and  Communica- 
tive Sciences 

Sponsor:  Baylor  College  of  Medicine, 
Dept  of  Otorhinolaryngology  and 
Communicative  Sciences 
Location  of  Course:  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston 

Dates:  Mar  18-20,  1976 
Duration:  Continuous,  3 days 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, bedside  rounds,  clinical  confer- 
ence, lecture,  panel 
Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 
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Pathology 

Title:  Alcoholic  Liver  Disease:  Pathology, 
Pathogenesis,  Complications  and 
Treatment  (see  INTERNAL  MEDICINE) 


Physical  Medicine  & Rehabilitation 

Title:  Fourth  Intensive  Course  in 

Neuromuscular  Diseases 

Sponsors:  Veterans  Administration 

Hospital,  Houston;  Baylor  College  of 

Medicine,  Houston 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Dates:  Mar  25-27,  1976 

Duration:  Continuous,  3 days 

Fee:  None 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  200;  Maximum, 
300 

Credit;  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  live  clinic,  panel 
Contact:  Dr.  Fred  M Taylor,  Dir,  Office 
of  Continuing  Education,  Baylor  College 
of  Medicine,  1200  Moursund  Ave, 
Houston  77025 


Psychiatry 

Title:  Transactional  Analysis  101 
Workshop 

Sponsor:  LIT  Health  Science  Center  at 
San  Antonio 

Location  of  Course;  UT  Health  Science 
Center  at  San  Antonio 
Dates:  Mar  12-13,  1976 
Duration:  Continuous,  2 days,  12  total 
course  hours 

Fee:  Individual,  $50;  Married  couple, 
$75;  Full-time  student,  $40 
Credit:  Part  of  the  requirement  for 
regular  membership 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure, 
lecture,  open  question,  panel,  televi- 
sion 


Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
San  Antonio  78284 


Psychiatry 

Title:  Rorschach's  Test:  Intermediate 
Level  Workshop 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Mar  20-21,  1976 

Duration:  Continuous,  2 days,  5-6  hours 

instruction  per  day,  11  total  course 

hours 

Fee:  $75 

Designed  For:  Specialists 
Enrollment:  Maximum,  20 
Credit:  11  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  television 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Drive,  San  Antonio 
78284 


Surgery 

Title:  Peripheral  Vascular  Surgery 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course;  Lakeway  Inn, 

Austin 

Dates:  Mar  7-8,  1976 
Duration:  Continuous,  2 days,  5 hours 
instruction  per  day,  7^/2  total  course 
hours 

Fee:  $120;  Fellows,  residents,  $60 
Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  50;  Maximum, 
150 

Credit:  hours,  AAFP  Prescribed; 

Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  panel 


Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Fluids  and  Electrolytes  in  Surgical 
Practice 

Sponsor;  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  Lakeway  Inn,  Austin 
Dates:  Mar9-ll,  1976 
Duration:  Continuous,  3 days,  4 hours 
instruction  per  day,  12  total  course 
hours 

Fee:  $150;  Fellow  or  resident,  $75 
Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  50;  Maximum, 
150 

Credit:  12  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  panel 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Colon  and  Rectal  Problems 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  Lakeway  Inn,  Austin 
Dates:  Mar  12-13,  1976 
Duration:  Continuous,  2 days,  5 hours 
instruction  per  day,  10  total  course 
hours 

Fee;  $120;  Fellow  or  resident,  $60 
Designed  For:  General  practitioners; 
Specialists 

Credit:  10  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  panel 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 
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other 

Title:  Introduction  to  Clinical  Applica- 
tion of  Biofeedback 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Date:  Mar  20,  1976 

Duration:  Continuous,  1 day,  7V2  hours 

instruction 

Fee:  $90 

Credit:  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


APRIL 

Arthritis  and  Rheumatism 

Title:  What's  New  in  Arthritis  Diagnosis 
and  Treatment 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Apr  10-11,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  To  be  determined 

Designed  For:  General  practitioners: 

Specialists 

Credit:  10  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician's  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  enrollee  per- 
forms procedure,  lecture,  live  clinic, 
panel,  patient  demonstration,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Family  Medicine 

Title:  Current  Radiology  for  the  Family 
Physician 


Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Apr  3-4,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day 

Fee:  $75 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  125 
Credit:  10  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Internal  Medicine 

Title:  Medical  Surgical  Seminar 
Sponsor:  Travis  Clinic  Foundation, 
Jacksonville 

Location  of  Course:  Travis  Clinic  Foun- 
dation, Jacksonville 
Date:  April,  1976 
Duration:  1 day 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists  in  Internal  Medicine,  Surgery 
Enrollment:  Maximum,  60 
Credit:  6 hours,  AAFP  Elective 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  open  question 
Contact:  Dr.  James  H Pesnell,  Travis 
Clinic  Foundation,  Loop  456,  Jackson- 
ville 75766 


Title:  The  Dallas  Advanced  Seminars  in 
Internal  Medicine 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Date:  Apr  26-29,  1976 
Duration:  Continuous,  4 days,  6 hours 
instruction  per  day 
Fee:  $175 

Designed  For:  General  practitioners; 


Specialists  in  Internal  Medicine 
Credit:  24  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  George  J Race,  Assoc  Dean, 
A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston,  Dallas  75246 


Obstetrics  & Gynecology 

Title:  Gynecological  Cytopathology 
Sponsors:  Texas  Society  of  Cytology;  A 
Webb  Roberts  Center  for  Continuing 
Education 

Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center, 

Dallas 

Date:  Apr  24,  1976 
Duration:  8 hours 

Designed  For:  Specialists  in  Pathology, 
Obstetrics  & Gynecology 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  George  J Race,  Assoc  Dean, 
A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston,  Dallas  75246 


Ophthalmology 

Title:  13th  Annual  Baylor  Ophthalmol- 
ogy Residents  Alumni  Meeting 
Sponsor:  Baylor  College  of  Medicine, 
Dept  of  Ophthalmology,  Houston 
Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  Apr  2-3,  1976 
Duration:  Continuous 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 
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Orthopedic  Surgery 


Other 


Title:  12th  Annual  Orthopedic 
Symposium 

Sponsors:  Dept  of  Orthopedic  Surgery, 

St.  Luke’s  Episcopal  Hospital;  Baylor 

College  of  Medicine 

Location  of  Course:  St.  Luke’s-Texas 

Children’s  Hospital  Auditorium, 

Houston 

Dates:  Apr  22-24,  1976 
Fee:  $150 

Contact:  Dr.  Joseph  Barnhart,  Houston 
Orthopedic  Clinic,  5620  Greenbriar, 
University  Medical  Center,  Houston 
77005 


Psychiatry 

Title:  Group  Psychotherapy 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Apr  3-May  15,  1976 

Duration:  Intermittent,  7 Saturdays,  3 

hours  instruction  per  day,  21  total 

course  hours 

Fee:  $125 

Designed  For:  Specialists 
Enrollment:  Maximum,  12 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  patient  demonstra- 
tion, seminar 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  WISC-R  Workshop 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  Apr  10,  1976;  May  1,  1976 
Duration:  Continuous,  1 day,  7 hours 
instruction 


Fee:  $35 

Designed  For:  Specialists 
Enrollment:  Minimum,  30;  Maximum,  50 
Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Urology 

Title:  Recent  Advances  in  Nephrology 
Sponsors:  American  College  of  Physi- 
cians; UT  Medical  Branch 
Location  of  Course:  UT  Medical  Branch, 
Galveston 

Dates:  Apr  12-14  ,1976 
Duration:  3 days 

Fee:  ACP  members,  FACP,  Residents 
and  Research  Fellows,  $100;  Nonmem- 
bers, $150;  ACP  Associates,  $50 
Designed  For:  Specialists  in  Internal 
Medicine,  Nephrology 
Teaching  Methods:  Lecture,  panel 
Contact:  Registrar,  Postgraduate 
Courses,  American  College  of  Physi- 
cians, 4200  Pine  St,  Philadelphia  19104 


Other:  Community  Medicine 

Title:  Medical  Ethics  Forum 

Sponsors:  Baylor  College  of  Medicine; 

Institute  of  Religion 

Location  of  Course:  Texas  Medical 

Center,  Houston 

Date:  April,  1976 

Duration:  Intermittent,  1 day  per  week, 
7 weeks 

Fee:  To  be  determined 

Designed  For:  General  practitioners; 

Specialists 

Credit:  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
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Shock  lung:  disruption 
of  alveolar  capillary  walls 

S.  Donald  Greenberg,  MD;  H.  Irving  Schweppe,  MD;  Margie  Harness,  BA 


Electron  microscopic  studies  of  shock 
lungs  have  revealed  that  the  initial  ultra- 
structural  finding  is  severe  damage  to  the 
alveolar  capillary  endothelial  cells  (the 
shock  cells  of  the  lung)  which,  in  turn, 
leads  to  escape  of  blood  plasma  into  the 
interstitium  of  the  alveolarwall  and  sub- 
sequently into  the  alveolar  space.  It  is  con- 
cluded that  disruption  of  the  integrity  of 
alveolar  capillaries  is  the  primary  response 
to  multiple  pulmonary  injuries  all  of  which 
are  manifestations  of  damage  to  the 
alveolarwall. 

Studies  of  human  lungs  by  electron  micro- 
scopy have  proved  useful  in  contributing 
knowledge  of  the  pathogenesis,  pathophy- 
siology, and  subsequent  clinical  course  of 
pulmonary  diseases.^  Such  knowledge  of 
the  shock  lung  has  come  about  because 
during  the  past  several  years  improve- 
ments in  mechanical  ventilators  and  car- 
diovascular surgical  techniques  have  re- 
sulted in  the  immediate  salvage  of  an  in- 
creasing number  of  patients  with  massive 
trauma.2-5  Despite  immediately  successful 
resuscitation,  however,  many  patients  have 
developed  signs  and  symptoms  of  shock 
lung  36  to  48  hours  after  injury,  and  died 
of  respiratory  failure  with  progressive  hy- 
poxia.®'^ The  nomenclature  has  varied,  but 
post-traumatic  pulmonary  insufficiency 
has  become  a recognized  syndrome.  Other 
synonyms  include  white  lung,  wet  lung, 
noncardiogenic  pulmonary  edema,  and 
pump  lung.^  Many  of  the  pathologic  and 
hemodynamic  factors  have  been  docu- 
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mented,  and  there  is  little  question  that 
hemorrhagic  shock  plays  a major  etiologic 
role  in  its  development.®  ® Other  document- 
ed contributing  etiologies  include  oxygen 
toxicity,  overwhelming  infection,  volume 
overload,  alveolar  hypoventilation  with 
acidemia,  extensive  atelectasis,  cardiogen- 
ic pulmonary  edema,  hypovolemia  (parti- 
cularly with  pulmonary  hypoperfusion),  fat 
emboli,  and  multiple  pulmonary 
microemboli. 

The  clinical  picture,  regardless  of  etiol- 
ogy, is  characterized  by  progressive  tachy- 
pnea, progressive  x-ray  opacification,  and 
progressive  (often  fatal),  arterial  hypox- 
emia. Wideningof  the  alveolar-arterial 
oxygen  gradient  due  to  mismatch  of  venti- 
lation and  perfusion  results  from  a signifi- 
cant amount  of  the  cardiac  output  being 
shunted  through  areas  of  poorly  ventilated 
or  completely  nonventilated  lung.  Increase 
in  pulmonary  water,  alveolar  instability, 
and  alveolar  collapse  follow  in  rapid  suc- 
cession. Measurable  lung  volumes  are  re- 
duced and  the  lungs  become  mechanically 
stiffer. 

Current  efforts  to  salvage  shock  lung 
patients,  regardless  again  of  etiology,  in- 
clude ventilation  with  large  tidal  volumes 
utilizing  a volume  cycle  ventilator,  positive 
end-expiratory  airways  pressure,  and  ap- 
propriate fluid  and  electrolyte  manage- 
ment. In  some  circumstances,  colloid  in- 
fusions and  diuretics  are  used  early  to  re- 
duce the  increased  lung  water  and  intra- 
vascular volume  contraction  so  commonly 
seen  in  these  patients. 

The  electron  microscopic  studies  of  the 
lungs  of  two  patients  dying  with  shock  lung 
serve  as  the  basis  of  this  report.  The  two 
cases  were  chosen  because  they  represent 
classic  examples  of  the  early  and  late 
phases  in  the  development  of  shock  lung. 
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Case  Reports 

Case  1:  A 36-year-old  woman  was  brought 
to  the  emergency  room  with  a gunshot 
wound  (32-caliber  weapon)  in  the  right 
side  of  the  chest.  Her  blood  pressure  was 
40/0  mm  Hg.  Followingtransfusion  of  8 
units  of  blood,  the  patient’s  blood  pressure 
rose  to  80/0  mm  Hg.  The  patient  was  taken 


to  surgery  approximately  three  hours  after 
injury,  and  a right  pneumonectomy  was 
performed. 

With  light  microscopy,  one  can  trace  the 
initial  damage  to  the  capillary  endothelial 
cells  with  cytoplasmic  imbibitional  edema, 
which  subsequently  spreads  into  the  in- 
terstitium  of  the  alveolar  wall  and  finally 
into  the  alveolar  space  (Fig  1).  Occasional- 


KEY; 

ae-alveolar  edema 

as-alveolar  space 

bm-basement 

membrane 

c-collagen 

cl-capiliary  lumen 

d-degranulation 

E-erylhrocyte 

el-elastin 

En-endothelial  cell 

f-fibrin 

fam-free  alveolar 
macrophage 

fe-fibrin  embolus 

hm-hyaline 

membrane 

le-interstitial 

edema 

l-lamellar  bodies 

pd-particulate 

debris 

Ti-Type  1 alveolar 
epithelial  cell 

Ti-Type  2 alveolar 
epithelial  cell 


46 


I.  Light  photomicrographs  with  progressive 
magnifications  (left  to  right,  top  to  bottom) 
showing  focal  interstitial  and  alveolar  edema. 
The  alveolar  edema  fluid  is  seen  as  the  amor- 


phous and  acellular  palely  staining  material 
(arrows)  partially  occluding  the  alveolar  spaces. 
(Hematoxylin  and  eosin,  X 17-300.) 
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ly,  one  endothelial  cell  of  a capillat7  was 
swollen  while  the  adjacent  cells  appeared 
to  be  uninvolved. 

Case  2;  A 21 -year-old  woman  presented 
with  massive  gastric  hemorrhage  and 
hematemesis  following  acute  alcoholism. 
The  patient’s  blood  pressure  fell  from 
140 /80  to  80/40  despite  transfusion  of  6 
units  of  blood,  and  she  was  taken  to  sur- 


gery where  gastric  bleeding  sites  were 
sutured.  Postoperatively,  respiratoryfail- 
ure developed,  with  an  arterial  oxygen 
pressure  of  45  mm  Hg,  carbon  dioxide 
pressure  of  51  mm  Hg,  and  pH  of  7.35. 

The  patient  was  treated  with  tracheostomy, 
high  concentrations  of  inspired  oxygen 
through  a volume  ventilator,  and  positive 
end-expiratory  pressure  to  8 cm  water.  She 


2.  Light  photomicrographs  with  progressive 
magnifications.  Note  the  interstitial  edema  and 
the  dense,  compact  hyaline  membranes  (arrows) 


lining  the  alveolar  ducts  and  spaces.  Also,  in 
the  lower  center  frame,  note  a fibrin  micro- 
embolus. (Hematoxylin  and  eosin,  X 17-300.) 
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3.  Electron  micrograph  showing  interstitial 
edema  within  the  alveolar  wall.  This  represents 


the  earliest  phase  of  shock  lung,  and  is  a 
reversible  phenomenon.  (Lead  citrate,  X 19,875.) 
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did  not  respond  to  these  measures  and 
died  three  days  later  of  respiratoryfailure 
and  cardiac  arrest.  At  autopsy  both  lungs 
together  weighed  2,100  gm.  With  light  mi- 
croscopy, the  findings  included  prominent 
hyaline  membranes  lining  alveolar  ducts 
and  occasional  alveoli  (Fig  2).  There  was 
marked  congestion  and  edema  within  the 
alveolar  septae,  together  with  a sparse  in- 
filtrate of  lymphocytes  and  free  alveolar 
macrophages.  Cuboidal  metaplasia  of  al- 
veolar lining  cells  was  also  present.  Occa- 


sional small  thromboemboli  were  found. 

With  electron  microscopy,  extensive  in- 
jury of  the  alveolar  capillaries  and  severe 
imbibitional  edema  of  the  alveolar  wall  was 
noted  (Fig3).  Numerous  capillary  endo- 
thelial cells  consisted  of  only  cell  mem- 
branes surrounding  a mass  of  granular, 
unrecognizable  debris  (Fig4).  Many  of  the 
type  I alveolar  epithelial  cells  were  lost, 
others  were  swollen,  and  still  others  were 
replaced  by  hyperplastic  type  II  cells(Fig 


4.  Electron  micrograph  of  the  advanced  lesion 
in  alveolar  wall  of  the  shock  lung.  The  rem- 
nants of  the  alveolar  capillary  are  recognized 
only  by  the  erythrocyte  in  the  lumen  of  the 
capillary.  There  is  distortion  and  disruption  of 


the  capillary  and  endothelium.  The  capillary 
basement  membrane  is  swollen  and  frayed.  The 
alveolar  space  is  lined  by  fibrin  which  forms 
the  hyaline  membrane.  (Lead  citrate,  X 24,650.) 
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5.  Electron  micrography  showing  alveolar  wall 
of  the  shock  lung  with  loss  of  type  I alveolar 
epithelial  cells  and  hyperplasia  of  type  II 
alveolar  epithelial  cells.  Note  the  interstitial 


edema  (arrow)  and  swollen  endoplasmic  reticu 
lum  of  the  alveolar  capillary  endothelial  cells. 
(Lead  citrate,  X 13,800.) 
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5) ,  Somealveoli  had  no  lining  epithelium. 
Many  type  II  cells  were  damaged,  showing 
degranulation  of  their  surfactant  inclusion 
bodies  and  blunting  of  their  microvilli  (Fig 

6) .  The  alveolar  spaces  contained  a lining 
of  fibrin  membranes  (hyaline  membranes) 
(Fig  7),  proteinaceous  debris,  erythrocytes, 
and  many  free  alveolar  macrophages  (Fig 
8).  Occasional  neutrophilic  granulocytes 
were  seen  wedged  within  the  alveolar 
capillaries. 


Discussion 

Basic  to  interpreting  and  understanding 
electron  micrographs  of  the  lung  is  a work 
ing  knowledge  of  the  normal  untrastruc- 
ture  of  the  alveolar  wall,  which  is  lined  by 
a continuous  layer  of  type  I and  type  II  al- 
veolar epithelial  cells. 1 The  type  I alveolar 
epithelial  cell  has  extremely  thin,  attenu- 
ated cytoplasm  largely  free  of  organelles 
and  can  be  seen  only  with  the  electron  mi- 
croscope. It  covers  more  than  80%  of  the 


6.  Electron  micrography  of  shock  lung  showing  one  of  which  has  degranulation  of  its  lamellar 
hyperplastic  type  II  alveolar  epithelial  cells,  (surfactant)  bodies.  (Lead  citrate,  X 13,000.) 
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surface  area  of  the  alveolar  wall.  The  type 
II  alveolar  epithelial  cell  can  be  seen  with 
the  light  microscope,  and  is  a large  cell 
protruding  somewhat  into  the  alveolar 
space  and  having  numerous  lamellated 
surfactant  bodies  in  its  cytoplasm.  The 
most  numerous  cells  in  the  alveolar  wall 
are  the  capillary  endothelial  cells.  The 
fourth  cell  type  within  the  alveolar  wall  is 
the  interstitial  cell.  There  is  some  contro- 
versy about  its  function;  it  may  represent 
either  a reticuloendothelial  cell  migrating 


from  the  alveolar  capillary  into  the  alveolar 
space,  where  it  will  function  as  a free  al- 
veolar macrophage,  or  a resting  multipo- 
tential mesenchymal  cell  which,  upon 
stimulation,  may  transform  into  a smooth 
muscle  cell.  Phagocytosis  within  the  lung 
is  carried  out  by  the  free  alveolar  macro- 
phages and  not  by  alveolar  epithelial  cells. 

The  initial  lesion  in  the  shock  lung  is 
damage  to  the  capillary  endothelial  cell — 
the  shock  cell  of  the  lung  (Fig  9).  Subse- 


7.  High  magnification  electron  micrograph  free  cytoplasmic  organelles  (arrows)  enmeshed 

showing  a closer  view  of  a hyaline  membrane  within  the  hyaline  membrane.  (Lead  citrate, 

composed  of  fibrin  and  cellular  debris.  Note  X 24,650.) 
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quent  damage  to  the  alveolar  capillary  wall 
permits  blood  plasma  to  escape  into  the 
interstitium  of  the  alveolar  wall  and  finally 
intothe  alveolar  space.  Obviously,  electron 
microscopy  is  essential  to  detect  the  early 
changes  of  this  disease  process. 
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Ventricular  aneurysm 
in  Chagas’  myocardiopathy: 
clinical,  epidemiologic, 
angiographic  features 

Alfonso  Aldama-Luebbert,  MD;  Antoine T.  Nasrallah,  MD; 

Efrain  Garcia,  MD;  Robert  J.  Hall,  MD 


The  clinical  and  angiographic  features 
are  described  of  a case  of  chagasic  myo- 
carditis and  ventricular  aneurysms.  We 
believe  it  to  be  the  first  reported  occur- 
rence of  Chagas’  disease  in  Guyana  (form- 
erly British  Guiana),  one  of  the  three 
areas  in  South  America  v/here  no  human 
infection  has  been  reported  previously. 
Awareness  of  this  disease  and  its  clinical 
manifestations  is  important  in  light  of  the 
current  extent  of  air  travel  and  increas- 
ing social  contact  among  different  conti- 
nents. The  varied  clinical  expressions  as 
well  as  the  epidemiologic  and  pathologic 
features  are  briefly  reviewed. 

Chagas’  heart  disease,  at  one  time  be- 
lieved to  be  geographically  confined 
mainly  to  South  America,  has  begun  to  ap- 
pear in  the  Western  Hemisphere  as  far 
north  as  the  United  States.  Small  mam- 
mals infected  with  a protozoan  parasite. 
Trypanosoma  cruzi,  have  been  found  in  Ala- 
bama, Arizona,  California,  Florida,  Geor- 
gia, Louisiana,  Maryland,  New  Mexico, 
Texas,  and  Utah.^  Infections  in  two  hu- 
mans were  reported  in  Texas. ^ With  the 
ever-increasing  mobility  of  individuals  in 
our  present  society,  an  awareness  of  this 
disease  and  its  clinical  expressions  is 
important. 

The  purpose  of  this  report  is  to 
describe  the  clinical,  hemodynamic,  and 
angiographic  features  of  a woman  from 
British  Guiana  with  chagasic  myocarditis 
with  ventricular  aneurysms,  and  to  give  a 
brief  review  of  the  varied  clinical  manifes- 
tations and  pathologic  features  of  Chagas’ 
disease. 

Case  Report 

A 37-year-old  woman  from  Bogota,  Colom- 
bia, had  dyspnea  upon  exertion  for  five 


months  before  admission  to  the  Texas 
Heart  Institute.  Previously  she  had  been  in 
good  health.  A roentgenogram  of  the 
chest  taken  in  Colombia  during  a routine 
physical  examination  for  complaints  of 
epigastric  pain  and  fatigue  demonstrated 
changes  suggestive  of  a left  ventricular 
aneurysm.  Results  of  electrocardiogra- 
phy were  reported  to  be  normal,  and  a 
Chagas’  complement  fixation  test  result 
was  positive.  During  the  ensuing  five 
months  she  developed  dyspnea  upon 
climbing  one  flight  of  stairs  or  walking 
three  to  four  blocks,  and  palpitations  of 
increasing  frequency  unrelated  to  any 
precipitating  factors.  No  other  cardiovas- 
cular symptoms  were  noted.  Review  of  the 
family  history  revealed  no  heart  disease, 
hypertension,  or  diabetes. 

Social  background  of  the  patient  re- 
vealed her  to  be  a gravida  9,  para  5,  hav- 
ing had  four  spontaneous  abortions  all  oc- 
curring in  the  first  trimester.  She  was 
born  in  British  Guiana  where  she  resided 
for  her  first  25  years.  She  subsequently 
lived  in  Trinidad  for  eight  years,  Puerto 
Rico  for  four  years,  and  finally,  Bogota, 
Colombia,  where  she  was  living  during  the 
immediate  five  months  preceding  trans- 
ferto  our  institution  forevaluation. 

Physical  examination  upon  admission  to 
the  Texas  Heart  Institute  revealed  a blood 
pressure  of  104/60  mm  Hg  and  a heart 
rate  of  80/minute  with  four  to  eight  pre- 
mature beats  per  minute.  Examination  of 
the  cardiovascular  system  disclosed  no 
signs  of  congestive  heart  failure.  The  api- 
cal impulse,  located  in  the  sixth  intercos- 
tal space,  1 cm  lateral  to  the  left  midclav- 
icular  line,  was  normal.  Heart  sounds 
were  normal,  and  no  murmurs  or  extra- 
diastolic  sounds  were  audible. 

From  the  Division  of  Cardiology  of  the  Texas 
Heart  Institute  of  St.  Luke’s  Episcopal  and  Texas 
Children’s  Hospitals,  Houston,  Texas. 
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Laboratory  studies  consisting  of  hemo- 
gram, sedimentation  rate,  urinalysis, 

SMA  12,*  and  VDRL  were  all  within  nor- 
mal limits.  Peripheral  blood  smears  for 
parasites  and  a complement  fixation  test 
for  T cruzi  were  negative.  An  ECG  showed 
premature  ventricular  beats  in  bigeminy, 
right  bundle-branch  block,  and  left  anteri- 
or hemiblock  (Fig  1).  Results  of  an  esopha- 
gogram,  upper  gastrointestinal  series, 
and  barium  enema  examination  were  nor- 
mal. Right  and  left  cardiac  catheterization 
disclosed  normal  hemodynamics  and  nor- 
mal coronary  arteriograms.  The  left  ven- 


♦Sequential  multiple  analysis:  Calcium,  inorganic 
phosphatase,  glucose,  total  protein,  albumin,  to- 
tal bilirubin,  alkaline  phosphatase,  lactic  dehy- 
drogenase, serum  glutamic  oxalacetic  transamin- 
ase, blood  urea  nitrogen,  uric  acid,  and 
cholesterol. 


tricular  angiogram  showed  two  promi- 
nent aneurysmal  dilatations  in  the  lateral 
border  and  one  barely  visible  at  the  apex 
of  the  heart  (Fig  2).  These  aneurysmal  di- 
latations produced  discrete  convexity  of 
the  myocardial  wall  during  systole  and 
were  barely  seen  during  diastole.  The  hos- 
pital course  of  this  patient  consisted  main- 
ly of  a diagnostic  work-up,  and  at  the  time 
of  discharge  the  premature  beats  were 
abolished  with  quinidine. 

Chronic  chagasic  myocardiopathy  was 
considered  to  be  the  most  plausible  diag- 
nosis based  upon  the  clinical,  cardio- 
graphic,  and  angiographic  findings  of  pri- 
mary myocardial  involvement.  In  addition, 
other  causes  of  heart  disease,  for  exam- 
ple, congenital,  atherosclerotic,  rheumat- 
ic, familial,  or  obstructive  heart  disease, 
were  excluded. 


1.  Electrocardiogram  revealing  premature  beats  in 

bigeminy,  right  bundle-branch  block  and  left  anterior  hemiblock. 
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Discussion 

Although  Chagas’  disease  is  endemic  in 
South  America,  it  is  of  interest  that  re- 
ports of  human  infections  of  T cruzi  have 
not  yet  emanated  from  Guyana  or  Suri- 
nam (formerly  Dutch  Guiana)  or  Hondu- 
ras. This  case  of  chronic  chagasic  myo- 
carditis introduces  two  possibilities:  (1) 
the  patient  contracted  the  initial  infection 
in  Guyana,  or  (2)  she  contracted  it  after 
age  25.  Distribution  of  age  in  171  patients 
with  acute  Chagas’  disease  reported  by  La- 
ranja  and  coworkers  showed  that  approx- 
imately 95%  of  their  patients  were  young- 
er than  age  20,  which  makes  the  latter 
possibility  highly  unusual.^  The  clinical, 
angiographic,  and  electrocardiographic 
picture  of  our  patient  was  most  compati- 
ble with  chronic  chagasic  myocarditis, 
that  is,  cardiac  dilatations,  arrhythmias, 
right  bundle-branch  block,  left  anterior 
hemiblock,  frequent  and  multiform  ven- 
tricular extrasystoles,  and,  significantly. 


2.  Left  ventricular  angiogram  in  right  anterior 
oblique  projection.  Aneurysmal  dilatations  are  evi- 


the  absence  of  any  other  cause  of  heart 
disease.i-3 

T cruzi,  the  infectious  agent  of  Chagas 
disease,  has  as  its  reservoirs  infected  hu- 
mans and  animals  such  as  the  dog,  cat, 
pig,  and  others.^  T ransmission  of  the  dis- 
ease is  by  feces  from  infected  vectors — 
the  blood-sucking  species  of  cone-nosed 
bugs;  but  it  can  also  be  transmitted  by 
transfusion  of  blood.^ 

The  acute  form  of  Chagas’  disease  usu- 
ally occurs  in  children  and  is  manifested 
by  general  malaise,  fever,  anorexia,  mus- 
cular pains,  and  sometimes  vomiting,  dia- 
rrhea, and  hepatosplenomegaly.^  Painless 
and  unilateral  palpebral  edema  and  con- 
junctivitis, known  as  Romana’s  sign,  may 
occur  during  the  first  febrile  week  be- 
cause of  the  inoculation  of  the  T cruzi  at 
the  outer  canthus  of  the  eye  as  the  portal 
of  entry.i’2'4.7 

Cardiovascular  Involvement 

Cardiovascular  manifestations  of  the 
acute  disease  are  usually  mild  and  in- 


dent  in  (a)  end-systole,  and  faintly  seen  in  (b) 
end-diastole. 
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dude,  most  commonly,  reversible  cardiac 
enlargement  and  some  minor  transitory 
changes  of  the  T-waves  on  the  ECG,  There 
is,  however,  a wide  spectrum  thet  encom- 
passes virtually  asymptomatic  patients  as 
well  as  those  with  a severe  fulminating 
form  of  the  disease.  In  an  analysis  of  180 
cases  of  acute  infection,  Laranja  and  asso- 
ciates^ found  the  most  common  electro- 
cardiographic changes  to  be  prolongation 
of  the  PR  interval,  primary  T-wave  chang- 
es, low  voltage  of  the  QRS,  prolongation  of 
the  Q-T  interval,  and  ST-T  changes  (“in- 
jury-ischemia pattern”).  The  chief  an- 
atomical correlation  was  severe  diffuse 
myocarditis  with  slight  degenerative 
changes  in  the  myocardial  fibers  and  with 
leishmanial  forms  of  T cruzi  in  some  of 
these  fibers. 1 

In  symptomatic  patients  the  acute  man- 
ifestations of  Chagas’  disease  subside 
within  a few  months,  and  the  patient  en- 
ters an  asymptomatic  period  of  10  to  20 
years  after  which  time  the  late  manifesta- 
tions of  the  disease  become  apparent.^ 

The  chronic  manifestations  of  Chagas’  dis- 
ease are  restricted  mainly  to  the  cardio- 
vascular, gastrointestinal,  and  nervous 
system. 

The  cardiovascular  manifestations  con- 
sist of  characteristic  pathological,  clini- 
cal, and  electrocardiographic  changes. 
Thetypical  pathological  changes  include 
diffuse  myocarditis  with  areas  of  myocar- 
dial fibrosis^  along  with  some  areas  of  se- 
vere degenerative  changes  involving  hya- 
line degeneration,  myocytolysis,  disap- 
pearance of  striations,  and  fiber  frag- 
mentations.^The  pathogenetic  mechan- 
isms for  these  changes  have  been  con- 
sidered by  different  authors  and  include 
direct  damage  byXheTcmzi,  a toxic  effect 
of  the  T cruzi  on  the  myocardium,  and  an 


immunoallergic  mechanism  that  is  set  off 
by  the  disintegration  of  the  myocardial 
fibers.  The  components  of  these  fibers  act 
like  antigens  to  elicit  the  formation  of  cyto- 
toxic antibodies  against  these  fibers  and 
give  rise  to  foci  of  damage  and  reparative 
fibrosis.^  In  some  of  these  areas  of  necro- 
sis, thinning  and  atrophy  of  the  myocardi- 
al wall  often  results  in  the  formation  of  a 
ventricular  aneurysm  occurring  most 
frequently  at  the  apex.^  ^ Our  patient  had 
one  such  aneurysm  and  two  other  aneu- 
rysms along  the  lateral  wall  of  the  heart. 
Mural  thrombi  are  not  uncommon  and 
give  rise  to  embolic  phenomena  and  death 
from  cerebral  emboli.  In  a recent  study, 
Anselmi^  demonstrated  the  formation  of 
aneurysms  in  the  free  walls  of  the  heart  in 
puppies  that  were  experimentally  infected 
with  T cruzi.  Degeneration  of  the  cardiac 
autonomic  ganglia  as  well  as  degeneration 
of  other  cardiac  nerves  and  parts  of  the 
conduction  system  also  have  been  demon- 
strated pathologically.® 

Clinical  Features 

The  clinical  features  of  chagasic  myocar- 
ditis consist  mainly  of  congestive  heart 
failure  and  rhythm  disturbances.  Physical 
examination  may  reveal  a muffled  first 
heart  sound  at  the  mitral  area,  a systolic 
murmur  secondary  to  mitral  ortricuspid 
regurgitation,  fixed  splitting  of  the  second 
heart  sound  due  to  right  bundle-branch 
block,  and  increased  systemic  venous 
pressure  and  hepatomegaly.^  Progres- 
sion of  the  disease  is  slow,  with  some  pa- 
tients surviving  for  long  periods  until  car- 
diac insufficiency  ultimately  becomes  ir- 
reversible. 

The  electrocardiographic  changes  as- 
sociated with  chronic  Chagas’  disease  are 
unique  and  have  been  studied  extensively 
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by  Rosenbaum  and  coworkers. ^ ^ The 
most  typical  electrocardiographic  find- 
ings have  been  right  bundle-branch  block, 
left  anterior  hemiblock,  ischemic  T-wave 
changes,  and  frequent  multiform  ventric- 
ular extrasystoles  which  often  give  rise  to 
bigeminal  rhythm. ^ ^ Similar  findings 
were  noted  in  our  patient  and  are  believed 
to  be  characteristic  of  Chagas’  disease. 
Thesefindings  of  arrhythmias  and  bundle- 
branch  block  in  Chagas’  disease  were  con- 
firmed by  Pinto-Lima  and  collaborators^® 
who  analyzed  the  electrocardiographic 
and  vectorcardiographic  findings  in  124 
tracings  from  103  autopsied  cases.  Find- 
ings by  Laranja’s  group  were  similar  in  a 
study  of  683  patients  from  Bambui, 

Brazil. 1 

Gastrointestinal  Tract 

Involvement  of  the  gastrointestinal  tract 
in  patients  with  Chagas’  disease  is  believed 
to  result  mainly  from  damage  to  the  para- 
sympathetic innervation  of  the  hollow  or- 
gans, with  subsequent  dilatation  of  these 
organs  producing  megacolon,  mega- 
esophagus, and  dilatation  of  the  small 
bowel  and  some  of  the  salivary  glands.®  In 
endemic  areas  as  many  as  97 % of  pati- 
ents with  megaesophagus  have  shown  pos- 
itive complement  fixation  test  results  for 
Chagas’  disease  and  electrocardio- 
graphic changes  characteristic  of  chron- 
ic chagasic  cardiomyopathy.^ 

Nervous  System 

All  parts  of  the  nervous  system  may  be  af- 
fected by  Chagas’  disease  and  the  patho- 
genetic mechanisms  are  the  same  three 
mechanisms  described  in  the  genesis  of 
the  myocardial  lesions,  that  is,  local  action 
of  the  parasite,  toxic  products  of  the  para- 


site destruction,  or  immunoallergic  mech- 
anisms.® 

Involvement  of  the  central  nervous  sys- 
tem in  the  acute  form  of  the  disease  has 
been  described  as  a meningoencephalitis, 
seen  aimost  exclusively  in  infants  less  than 
six  months  of  age.'^  Study  of  the  chronic 
damage  to  the  CNS  in  patients  with  this 
disease  has  demonstrated  a reduction  of 
the  neural  population  in  different  por- 
tions of  the  CNS.® 

The  diagnosis  of  Chagas’  disease  can  be 
established  with  a high  degree  of  confi- 
dence by  different  methods.  Clinical  as- 
sessment of  typical  signs  and  symptoms  in 
an  area  endemic  for  Chagas’  disease  can 
establish  the  basis  for  suspicion  of  the  dis- 
ease. The  characteristic  electrocardio- 
graphic findings  of  the  disease  are  diag- 
nostic of  chronic  chagasic  myocardiop- 
athy  in  the  absence  of  other  causes  of 
heart  disease.^  Laboratory  diagnosis  of 
acute  Chagas’  disease  can  be  ascertained 
by  demonstration  of  the  trypanosomes  in 
the  blood  by  direct  examination,  culture, 
orxenodiagnosis,^  or  animal  inoculation. 
Chronic  disease  can  best  be  diagnosed  by 
the  complement  fixation  test  of  Machando- 
Guerreiro  which  is  positive  in  approx- 
imately 90%  of  the  chronic  cases  and  has 
less  than  1%  false-positive  results. ^ 

A knowledge  of  Chagas’  disease  is  be- 
coming increasingly  relevant  and  impor- 
tant for  inhabitants  of  North  America.  Al- 
though only  a few  cases  of  Chagas’  myo- 
carditis have  been  found  in  North  Amer- 
ica, current  air  travel  may  easily  allow  en- 
trance of  patients  from  South  America  in 
whom  chronic  Chagas’  disease  must  be 
suspected.  These  patients  should  undergo 
an  ECG  to  exclude  asymptomatic  cases.  If 
the  diagnosis  is  still  questionable,  results 
of  a complement  fixation  study  would  be 
helpful  toward  affirming  a decision.  Car- 
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diac  catheterization  and  angiographic 
studies  are  useful  in  establishingthediag- 
nosis  and  in  excluding  other  etiologies  of 
heart  disease. 
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Modern  laboratory  diagnosis 
of  thyroid  disease 


C.  E.  Menendez,  MD;  J.  W.  Goldzieher,  MD 

Recent  advances  in  thyroid  function  testing 
have  made  possible  a better  understanding 
of  normal  and  pathological  thyroid  states. 
However,  they  have  also  produced  a large 
and  confusing  nomenclature.  This  review 
is  intended  to  help  clarify  the  situation  and 
facilitate  the  diagnosis  of  thyroid  disease. 

Basic  Thyroid  Physiology 

Pituitary  thyrotrophin  (TSH)  stimulates  the 
thyroid  gland  to  trap  inorganic  iodide 
against  a concentration  gradient  (Fig  1). 
Once  within  the  gland  (and  still  underthe 
control  of  TSH),  the  iodide  is  oxidized  to 
iodine  and  bound  to  tyrosine  molecules  to 
form  monoiodotyrosine  (MIT)  and  diiodoty- 
rosine  (DIT).  MIT  and  DIT  are  chemically 
coupled  within  the  follicular  thyroglobulin 
to  form  tetraiodothyronine  (thyroxin,  T4) 
and  triiodothyronine  (T3).  Later,  through 
the  proteolysis  of  thyroglobulin,  T3  and  T4 
are  released  intothe circulation.  Once  in 
the  circulation  they  become  bound,  to  a 
greater  or  lesser  extent,  to  plasma  proteins 
(Fig  2).  The  unbound  or  free  portion  of  the 
circulatingthyroid  hormones  is  the  meta- 
bolically  active  fraction.  It  is  these  free 
hormones  that  exert  a negative  feedback 
effect  on  the  anterior  pituitary  and  inhibit 
the  release  of  TSH  (Fig  1).  In  the  plasma, 
60-85%  of  T4  is  bound  to  a globulin  (thy- 


roxin-binding globulin,  TBG),  15-30%  is 
bound  to  thyroxin-binding  prealbumin 
(TBPA),  and  almost  all  the  rest  is  bound 
loosely  to  albumin.  The  free  T4  represents 
only  about  0.018  to  0.064%  of  the  total 
amount  of  the  T4  in  the  plasma.  The  bound 
and  freeT4  are  in  dynamic  equilibrium  in 
the  plasma  (Fig2).  About  65-85%  of  T3  is 
bound  to  TBG,  and  nearly  all  the  remainder 
to  albumin.  Free  T3  constitutes  about 
0.3%  of  the  total  plasma  T3 — a much  larg- 
er proportion  (nearly  tenfold)  than  of  T4, 
reflecting  the  looser  binding  of  T3  to  plas- 
ma proteins.  The  total  plasma  concentra- 
tion of  Ts  (100-200  ng/dl)  is  much  lower 
than  that  of  T4  (about  4-12  /xg/dl  or  4,000- 
12,000  ng/dl),  but  its  metabolic  contribu- 
tion is  greater  than  this  would  indicate. 

This  is  because  it  is  two  to  three  times 
more  potent  than  T4.  Conversion  of  T4  to  T3 
by  peripheral  tissues  appears  to  be  the 
major  source  of  T3,  accounting  for  about 
80%  of  the  production  rate  of  T3  under 
normal  circumstances.  At  the  present  time, 
both  T3  and  T4  are  thought  to  have  biologi- 
cal activity. 

Thyroid  Function  Tests 

In  order  to  examine  the  intricacies  of  thy- 
roid function  it  is  necessary  to  understand 
the  information  provided  by,  and  the  lim- 
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itations  of,  thyroid  function  tests.  In  the 
past  few  years  there  has  been  a revolution- 
ary change  in  this  field  which  has  made 
many  classical  methods  obsolete  and  has 
also  generated  a bewildering  variety  of 
tests  and  nomenclature.  We  will  use  the 
nomenclature  recommended  by  the  Ameri- 
can Thyroid  Association. 

A.  Tests  Which  Measure  CirculatingT4: 

1.  PBI:  The  determination  of  protein- 
bound  iodine  as  a measure  of  circulating 
T4  has  been  abandoned.  In  special  circum- 
stances, such  as  subacute  or  chronic  thy- 
roiditis, a large  difference  between  PBI 
and  a more  specific  test  (for  example, 
T4-RIA)  will  indicate  presence  of  nonhor- 
monal  endogenous  iodinated  proteins  and 
peptides,  such  as  thyroglobulin.  The  ac- 
curacy of  the  PBI  test  was  limited  by  the 
many  exogenous  substances  that  interfered 
with  the  determination  (for  example,  inor- 
ganic and  organic  iodides). 

2.  Butanol  Extractable  Iodine  (BEI): 

This  test  also  has  been  abandoned. 

3.  Thyroxin  Concentration  by  Chroma- 
tography (T4  by  Column);  This  test  ex- 
presses thyroxin  asT4  iodine.  It  temporari- 
ly replaced  the  PBI  and  the  BEI  and  has,  in 
turn,  been  superseded  by  the  determina- 
tion of  thyroxin  by  displacement  (T4D, 
Murphy-Pattee)  or  by  radioimmunoassay 

(T4-RIA). 

4.  Thyroxin  Concentration  by  Displace- 
ment (T4D)  and  by  Radioimmunoassay 
(T4-RIA):  These  two  techniques  are  pre- 
sently used  by  most  laboratories  for  the 
determination  of  total  circulatingT4.  The 
former  is  also  called  T4  by  competitive  pro- 
tein binding  (T4-CPB)  orT4  (Murphy-Pat- 
tee). The  T4D  utilizes  the  displacement  of 
radioactive  T4  from  TBG  by  endogenous  T4 
to  determine  its  concentration  in  the  plas- 
ma, and  the  T4-RIA  utilizes  the  displace- 


ment of  radioactive  T4  from  a specific  anti- 
body instead  of  from  TBG. 

T !,D  and  T j^-RIA  are  the  determinations 
of  choice  for  measuring  total  circulating  T ^ 
at  the  present  time.  They  are  rarely  affect- 
ed by  contaminants  and  are  sensitive,  ac- 
curate, and  rapidly  performed. 

As  in  any  determination  of  total  circulat- 
ing T4,  thetotal  concentration  of  T4  de- 
pends on  the  amount  of  circulating  T4-bind- 
ing  proteins.  Thyroxin-binding  proteins  are 
elevated  by  pregnancy,  oral  contraceptives 
and  estrogens,  and  by  certain  other  con- 
ditions. In  these  situations,  thetotal  cir- 
culating T4  is  elevated  without  causing  hy- 
perthyroidism. Contrariwise,  the  total  cir- 
culatingT4  may  be  misleadingly  reduced  in 
cirrhosis,  nephrotic  syndrome,  congenital 
deficiency  of  TBG,  and  duringtreatment 
with  Dilantin,  high  dosage  salicylates,  or 
androgens  (Fig  3).  Obviously,  the  level  of 
free  thyroxine  (FT4)  is  the  item  of  clinical 
interest.  This  is  technically  difficult  to 
measure  directly,  and  indirect  approaches 
are  usually  required.  These  are  described 
subsequently. 

5.  Resin  Triiodothyronine  Uptake 
(RT3U):  This  is  the  so-called  T3  test  which 
is  primarily  a measure  of  T4-binding  capa- 
city of  the  plasma  and  does  not  measure 
the  concentration  of  T3  at  all.  The  mechan- 
ism of  the  test  is  illustrated  in  Fig  4.  Radio- 
active T3  (T4  could  also  be  used)  is  added 
to  plasma  to  occupy  the  unused  capacity 
of  the  plasma  thyroxin-binding  proteins. 
The  remaining  unbound  radioactivity  is 
adsorbed  by  a resin  or  similar  material.  Ob- 
viously, the  less  radioactivity  bound  to  the 
patient’s  serum  proteins,  the  greater  the 
resin  uptake.  (For  convenience,  the  radio- 
activity associated  with  the  resin  is  count- 
ed.) The  binding  of  the  radioactive  hor- 
mone to  serum  proteins  depends  both  on 
the  avidity  and  on  the  quantity  of  the  bind- 
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ing  protein.  Thus,  the  amount  left  over  for 
the  resin  to  bind  can  be  increased  by  hyper- 
thyroidism or  by  a decrease  in  the  absolute 
amount  of  thyroxin-binding  proteins  (cirr- 
hosis, nephrotic  syndrome,  etc)  (Fig 4). 

The  RT3U  is  useful  because  it  corrects  the 
total  T4  measurement  for  changes  due  to 
increased  protein  binding  (that  is,  estro- 
gens, pregnancy,  birth  control  pills,  and 
other  less  common  situations),  or  decreas- 
ed protein  binding  (that  is,  liver  disease, 
salicylates,  Dilantin,  androgen  therapy, 
nephrotic  syndrome,  congenital  deficiency 
of  TBG).  Since  the  RT3U  changes  in  reverse 
direction  to  the  amount  of  binding,  a com- 
bination of  a measurement  of  total  T4  and 
RTgU  can  be  used  to  approximate  the  free 
thyroxin  concentration.  The  latter  is  of 


great  clinical  importance,  since  thefreeT4 
is  the  metabolically  active  fraction  and 
shows  the  closest  correlation  with  the 
thyroid  status  of  the  individual. 

6.  Free  Thyroxin  Concentration  (FT4): 
The  actual  free  thyroxin  concentration  is 
measured  by  equilibrium  dialysis,  a labori- 
ous and  fairly  difficult  determination  that 
is  performed  by  only  a few  specialized 
laboratories.  In  certain  uncommon  thyroid 
diagnostic  problems,  it  may  be  necessary 
to  measure  FT4  directly.  In  severe  systemic 
disease,  a modest  elevation  of  FT4  and  the 
T4-RT3  index  may  be  seen. 

7.  The  Thyroxine-Resin  T3  Index  (T4-RT3 
Index):  This  is  also  known  asthe  “free thy- 
roxine index”  (FTI)  or  the  “corrected  thy- 
roxine concentration.”  TheT4-RT3  index  is 


3.  Summary  of  thyroid  tests  in  various  clinical  conditions. 
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a useful  and  sensitive  approximation  of  the 
concentration  of  free  T4.  The  total  T4  con- 
centration (T4D  orT4-RIA)  is  multiplied  by 
a ratio  obtained  by  dividingthe  patient’s 
RT3U  (expressed  as  a percentage)  by  the 
normal  mean  RT3U  value  of  that  laboratory. 
This  closely  reflects  the  free  T4  concentra- 
tion and  is  calculated  automatically  in 
many  laboratories  and  reported  v/hen  the 
T4  test  and  the  “T3  resin”  tests  are  ordered. 

8.  The  Effective  Thyroxin  Ratio  (ETR): 
This  is  a recently  developed  index  which 
attempts  to  obtain  the  same  information  as 
theT4-RT3  index.  It  normalizes  the  values 
in  pregnant  or  estrogen-treated  women, 
but  is  relatively  unreliable  for  the  diagnosis 
of  hypothyroidism  or  hyperthyroidism. 

B.  Tests  which  Measure  Circulating  T3; 
Triiodothyronine  by  Radioimmunoassay 
(T3-RIA):  Triiodothyronine  by  radioimmuno- 
assay has  recently  become  available  com- 
mercially. It  measures  the  total  amount  of 
circulatingTs.  This  test  has  little  value  in 
diagnosing  hypothyroid  states,  but  it  is  a 
useful  assay  when  a patient  seems  to  be 
hyperthyroid  on  clinical  grounds  and  yet 
has  persistently  normal  determinations  of 
total  and  free  T4.  A minority  of  patients 
with  hyperthyroidism  will  show  elevations 
in  T3-RIA  concentration  with  normal  T4  con- 
centration and  often  with  normal  up- 
take, although  it  is  usual  for  both  hormones 
to  be  elevated  in  this  disease.  This  so-call- 
ed Ts-thyrotoxicosis  is  now  a recognized 
syndrome.  There  may  be  a disproportion- 
ately I0WT4  value  with  normal  or  slightly 
elevated  T3  levels  in  ^^H-treated  hyperthy- 
roid patients,  and  in  certain  other  clinical 
situations  such  as  incipient  hypothyroid 
states.  In  the  latter,  the  measurement  of 
TSH  as  an  indicator  of  possible  hypothy- 
roidism is  probably  more  valuable.  Mea- 


surement of  the  free  T3  concentration  is 
still  not  generally  available. 

C.  Thyroxin-binding  Globulin  Concen- 
tration (TBG):  The  thyroxin-binding  globu- 
lin is  the  main  binding  protein  for  T4  and 
also  bindsT3.  The  RT3U  provides  an  index 
of  its  concentration.  RIA  methods  are  in 
the  offing. 

D.  Thyroid  Stimulating  Hormone  (TSH): 
The  ability  to  measure  thyroid  stimulating 
hormone  (THS)  by  radioimmunoassay  is  a 
major  advance  in  the  investigation  of 
thyroid  disease.  It  is  the  most  sensitive  single 
indicator  for  primary  hypothyroidism  and  is 
uniformly  elevated  in  hypothyroidism  caus- 
ed by  intrinsic  thyroid  deficiency  (whether 
idiopathic,  secondary  to  surgery  or  to  radio- 
active iodine,  etc).  It  readily  distinguishes 
between  primary  hypothyroidism  and  hypo- 
thyroidism caused  by  pituitary  deficiency 


4.  RTgU  test.  Schematic  representation  of  the 
competition  of  plasma  proteins  and  resin  for 
added  radioiodinated  Tg  tracer.  The  drawing  is 
not  intended  to  be  quantitative. 
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of  TSH.  Since  primary  hypothyroidism  is 
the  most  common  form  of  the  disease,  the 
TSH  assay  is  the  simple  way  to  rule  out  an 
associated  pituitary  deficiency.  It  is  also  an 
excellent  test  to  evaluate  adequacy  of  re- 
placement therapy  in  the  treatment  of 
hypothyroidism.  Cases  of  hyperthyroidism 
secondary  to  oversecretion  of  TSH  by  the 
pituitary  gland  are  rare.  TSH  assays  cannot 
distinguish  readily  between  low  values 
within  the  normal  range  in  euthyroid  in- 


dividuals, or  the  depressed  level  found  in 
people  who  have  hyperthyroidism. 

E.  Thyrotrophin-Releasing  Hormone 
(TRH);  Stimulatory  tests  withTRH  are  cur- 
rently research  procedures  and  are  not  yet 
standardized.  In  principle,  such  tests 
should  be  valuable  in  assessingthe  hypo- 
thalamic versus  pituitary  contribution  to 
thyroid  disorders. 

F.  Antithyroid  Antibodies:  Commonly, 
the  antithyroglobulin  antibodies  (ATA)  are 


5.  Suggested  laboratory  workup  when  hypothyroidism  is  suspected. 


Obtain  first-level  laboratory  information:  T4-RT3U  index,  TSH 
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estimated.  The  test  is  most  useful  in  the 
diagnosis  of  chronic  autoimmune  thyroidi- 
tis (Hashimoto’s  thyroiditis),  although  it  is 
not  invariably  positive  in  this  condition.  It 
may  also  be  positive  in  low  titers  in  a num- 
ber of  other  conditions  (for  example,  pri- 
mary myxedema.  Graves’  disease,  the  re- 
covery phase  of  subacute  thyroiditis).  The 
antimicrosomal  antibody  titer  can  be 
measured  by  some  laboratories;  it  is  said  to 
be  more  specific  for  Hashimoto's  thyroidi- 
tis, but  less  sensitive  than  the  ATA  assay. 

A combination  of  the  two  gives  a more 
thorough  evaluation  when  one  is  consider- 
ingthe  possibility  of  chronic  thyroiditis. 

G.  Long-Acting  Thyroid  Stimulator  Con- 
centration (LATS):  The  LATS  test  is  a mea- 


sure of  the  long-acting  thyroid  stimulator 
concentration.  LATS  is  found  in  about  60% 
of  patients  with  active  Graves’  disease  and 
is  detectable  in  about  50%  of  patients  with 
infiltrative  eye  disease  without  thyrotoxi- 
cosis. If  there  is  pretibial  myxedema  (and 
especially  if  both  of  these  extrathyroidal 
manifestations  of  Graves’  disease  are  pre- 
sent), the  percentage  is  even  higher.  LATS 
assay  in  conjunction  with  the  T3  suppres- 
sion test  is  helpful  in  makingthe  diagnosis 
of  euthyroid  Graves’  ophthalmopathy. 

H.  Radioisotopic  Tests:  The  main  use- 
fulness of  the  radioactive  uptake  tests  is  in 
the  evaluation  of  goiters,  nodular  lesions, 
and  ectopic  thyroid  tissue,  and  in  the  de- 
finitive identification  of  Graves’  disease 


6.  Suggested  laboratory  workup  when  hyperthyroidism  is  suspected. 


Obtain  first-level  laboratory  information:  T4D  or  T^RIA,  RT3U,  T4-RT3U  index 
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(nonsuppressibility  of  homogeneous  iodine 
uptake).  It  is  also  helpful  in  identifying 
subacute  thyroiditis  of  factitious  thyrotoxi- 
cosis in  conjunction  with  plasma  T4  deter- 
minations, since  a characteristically  low 
uptake  is  seen  in  these  conditions.  A tracer 
dose  of  radioactive  iodine  (usually  is 
administered  oraliy  and  24  hours  laterthe 
radioactivity  of  the  thyroid  gland  is  mea- 
sured with  the  result  expressed  as  the 
percentage  uptake  of  the  total  tracer  dose 
given.  This  percentage  is  increased  in  hy- 


perthyroidism and  decreased  in  hypothy- 
roidism, but  at  present  there  is  appreciable 
overlap  between  the  abnormal  and  normal 
ranges  in  both  directions.  Recently,  the 
increase  in  dietary  intake  of  iodine  has  de- 
creased the  normal  range  from  the  classi- 
cal standard  of  15-45%  of  the  adminis- 
tered dose  after  24  hours  to  a lower  figure 
which  is  yet  not  well  determined. 

It  is  important  to  identify  the  use  of 
iodine-containing  medications,  mineral- 
vitamin  supplements,  high-iodine  health 


7.  Suggested  workup  for  clinically  euthyroid  patient  with  goiter. 


Obtain  first-level  laboratory  data:  T4D  or  T4-RIA, 
T4-RT3U  index,  TSH;  if  hypofunctional  or  hyperfunctional, 
see  Figs  5 or  6. 


Normal  T4-RT3U  index 


Nodular  goiter 


Diffuse  goiter 


Do  ”'1  uptake", t 
and  scan 


Do  uptake*,! 
and  scan 


1311 

uptake  Scan 


1311 

uptake  Scan 


t 

Homogeneous 

Iodine  deficiency; 

T 

"Hot"  area(s) 

Autonomous 

thyroiditis; 

functioning 

enzyme  defects 

nodule(s) 

N 

Homogeneous 

->  Adolescent  goiter; 

T 

"Cold"  areas 

Regenerative 

thyroiditis 

phase  of 
thyroiditis; 

1 

Homogeneous 

Subacute  or  chronic 

neoplasm! 

I 

Irregular 

thyroiditis 

->  Thyroiditis 

N 

"Hot"  area(s) 

Autonomous 

functioning 

nodule(s); 

N 

Single  cold 

->  Cyst  or  neoplasm 

thyroid 

area 

remnants; 

congenital 

hemithyroid 

N 

"Cold"  areas 

Cysts  or 
neoplasms 

*If  pregnancy  is  suspected,  do  not  administer  radioisotopes. 

tTechnetium  may  be  used  for  scanning  purposes,  but  radioiodine  is  necessary  if  an  uptake  is  desired. 
!Rare  but  possible. 


TEXAS  MEDICINE 


foods,  and  previous  testing  with  iodinated 
contrast  media,  as  all  these  agents  will 
lower  the  uptake. 

If  pregnancy  is  suspected,  radioisotope 
should  not  be  administered. 

Thyroid  hormone  given  to  a euthyroid 
patient  in  replacement  doses  should  sup- 
press the  thyroid  uptake  to  less  than  one- 
half  of  the  initial  uptake,  and  usually  to 
5%  or  less  of  the  administered  dose  of 
radioactivity  after  24  hours.  The  suppres- 
sion test  using  T3  is  usually  carried  out  by 
giving  between  75  and  100  /-gof  T3  in  di- 
vided doses  daily  for  seven  or  eight  days. 

At  the  end  of  that  time,  but  while  the  T3  is 
still  being  administered,  a repeat  tracer 
dose  of  radioiodine  is  given.  The  absence 
of  suppressibility  is  found  in  all  patients 
with  hyperthyroidism,  as  well  as  in  those 
with  autonomous  hyperfunctioning  no- 
dules, and  in  about  50%  of  patients  with 
euthyroid  Graves’  disease.  It  is  a useful  test 
when  it  is  difficult  to  decide  whether  a pa- 
tient has  thyrotoxicosis  with  normal  thy- 
roid function  tests  (although  this  situation 
has  been  largely  cleared  up  by  the  use  of 
T3-RIA),  or  in  cases  where  there  is  infiltra- 
tive Graves’  disease  but  the  thyroid  func- 
tion tests  are  normal  (euthyroid  Graves’ 
disease).  In  this  situation,  LATS  measure- 
ment may  also  be  useful  in  that  it  is  posi- 
tive in  many  patients  with  euthyroid 
Graves’  disease. 

The  T3  suppression  test  must  be  per- 
formed cautiously  or  not  at  all  if  heart  dis- 
ease is  present  or  is  suspected,  since  occa- 
sionally these  doses  of  T3  may  precipitate 
cardiac  symptoms.  Propranolol,  in  the  ab- 
sence of  conditions  which  may  contraindi- 
cate its  use,  may  be  used  to  diminish  symp- 
toms of  hyperthyroidism  which  may  devel- 
op duringthe  test. 

Scanningof  the  thyroid  is  usually  done 
with  because  this  isotope  provides  sev- 


eral items  of  information  simultaneously. 
Technetium  also  can  be  used  for  scanning 
(with  less  radiation  exposure),  but  uptake 
measurements  are  unreliable.  Scans  are 
useful  for  the  identification  of  retrosternal 
thyroid,  ectopic  thyroid  tissue,  postopera- 
tive remnants  (especially  in  the  treatment 
of  thyroid  cancer)  and  for  visualizing  hot 
and  cold  regions  in  enlarged  thyroids. 

Figs  3,  5,  6,  and  7 summarize  thyroid 
function  test  findings  in  many  common 
clinical  entities,  and  provide  a flow  sheet 
for  the  laboratory  investigation  of  the  three 
most  common  clinical  problems  related  to 
the  thyroid.  It  is  obvious  that  clinical  judg- 
ment takes  precedence  over  laboratory 
findings.  The  tables  are  intended  simply  to 
streamline  and  make  more  efficient  the  use 
of  diagnostic  tools  which  recently  have 
been  greatly  improved. 

Dr.  Goidzieher,  Director,  Clinical  Sciences  and 
Reproductive  Biology,  Southwest  Foundation  for 
Research  and  Education,  PO  Box  28147,  San 
Antonio,  Texas  78284. 

Dr.  Menendez,  Chief  of  Endocrinology,  Depart- 
ment of  Medicine,  Brooke  Army  Medical  Center, 
Fort  Sam  Houston,  Texas  78284. 
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Rural  health  care: 
problems  and  prospects 


Louis  E.  Gibson,  MD;  Marion  R.  Zetzman,  DrPH 

Many  rural  problems  of  the  past  have  been 
solved.  Municipal  water  supplies  have  been 
extended  to  farms,  sanitation  has  been  im- 
proved, and  electricity  has  been  made 
available  almost  universally.  Although  it  is 
no  longer  possible  to  support  a family  from 
the  income  produced  from  160  or  200 
acres  of  farmland,  small  landowners  now 
supplement  their  incomes  with  jobs  in 
town.  Many  towns  of  5,000  to  20,000  have 
sufficient  small  industry  to  support  the 
surrounding  rural  areas. 

Cities  continue  to  bulge  at  the  seams, 
becoming  increasingly  unacceptable  eco- 
logically. High  taxes  discourage  the  urban 
resident.  Streets  are  congested,  crime 
rates  are  high,  and  pollution  is  evident. 

Costs  of  city  living  continue  to  escalate. 
Industries,  saddled  with  ever  heavier  labor, 
transportation,  and  tax  burdens,  are  mov- 
ing out  of  the  cities.  Land  development 
companies  are  finding  a ready  market 
among  disenchanted  city  dwellers  for  at- 
tractive home  sites  near  small  towns.  Many 
are  willing  to  commute  50  to  75  miles  to 
city  jobs.  The  next  decade  will  mark  a slow- 
ing or  even  a reversal  in  the  rural  popula- 
tion decline.  Parallelingthis  revitalization 
in  the  economy  and  population  of  the  rural 
area  will  be  a concomitant  need  for  increas- 
ed medical  care. 

The  current  problems  of  rural  health  de- 
liveiyare  real  and  complex.  Steps  must  be 
taken  nowto  improve  physician  distribu- 
tion as  well  as  the  quality,  availability,  and 
accessibility  of  services  to  rural  residents. 

This  article  addresses  issues  of  community 
need,  factors  that  have  inhibited  develop- 
ment, and  needed  studies  for  expanding 
medical  care  services.  An  effort  that  is  un- 
der way  to  improve  health  care  to  one  rural 
population  is  described. 


The  Need 

During  the  1920's  and  1930’s  and  even 
into  the  early  1940’s,  nearly  every  rural 
community  in  the  United  States  had  at 
least  one  physician.  Towns  of  5,000  to 

20.000  often  had  several.  For  the  past  20 
years  there  has  been  a continual  decline 
in  the  number  of  physicians  in  practice  in 
rural  areas.  Physicians  who  have  died  or 
retired  have  not  been  replaced.  Most  com- 
munities of  less  than  1,000  population  are 
near  enough  to  larger  (2,000  to  5,000) 
towns  that,  given  our  present  highway  sys- 
tem, they  could  manage  without  physi- 
cians. However,  most  towns  of  2,000  to 

5.000  have  neither  physicians  nor  facilities 
to  take  care  of  the  surrounding  rural  pop- 
ulation. In  many  rural  communities  there 

is  almost  no  preschool  screeningforvisual, 
speech,  hearing,  and  dyslexic  problems 
and  no  facilities  to  handle  these  problems 
even  when  they  are  discovered  by  a per- 
ceptive teacher.  In  areas  that  do  have  a 
minimal  numberof  physicians,  nurses,  and 
technicians  there  is  little  ready  access  to 
regularly  scheduled  continuing  medical 
education  programs. 

Many  rural  communities  have  neither 
organization  for  nor  experience  in  recruit- 
ing and  screening  physicians,  making  them 
peculiarly  vulnerable  to  the  incompetent 
and  the  malcontent.  In  most  rural  com- 
munities there  are  few  facilities  for  medical 
care  or  hospitalization  of  the  medically 
indigent.  Few  programs  have  evolved  for 
seeking  out  rural  people  with  medical  prob- 
lems and  directing  them  to  sources  of  care. 
Consequently,  rural  residents  often  un- 
knowingly allow  chronic  minor  illnesses  to 
progress  into  severe  advanced  diseases. 

Much  attention  has  been  given  to  the 
proliferation  of  hospital  beds  in  the  urban 
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areas,  the  concentration  of  physicians  in 
the  cities,  and  the  escalating  costs  of  urban 
medical  care.  In  contrast,  many  rural 
health  facilities  too  often  do  not  meet  the 
specifications  for  accreditation  or  third- 
party  payer  participation.  Staffing  is  often 
inadequate  because  nurses  and  otheral- 
lied  health  personnel,  trained  in  and  orient- 
ed to  the  city,  do  not  wish  to  work  in  what 
they  regard  as  an  inferior  medical  environ- 
ment. 

With  the  surplus  of  beds  and  physicians 
in  urban  areas  and  good  four-lane  high- 
ways, an  argument  can  be  made  that  the 
city  should  provide  primary  as  well  as  spe- 
cialized care  for  the  rural  resident.  This 
ignores  the  economic  burden,  the  incon- 
venience, and  the  frustration  of  the  rural 
patient  forced  to  obtain  medical  care  in  a 
large,  urban,  medical  complex  far  from 
home,  family,  job,  and  friends.  It  subor- 
dinates his  basic  needs  to  the  city  dwellers’ 
convenience  and  comfort. 

The  Physician 

Why  does  the  young  physician  tend  to  pre- 
fer urban  to  rural  practice? 

In  the  1940's  most  physicians  were  gen- 
eral practitioners;  since  then,  there  has 
been  an  acceleratingtrend  toward  special- 
ization. Federal  grants  have  been  made 
available  to  medical  schools  to  further 
training  in  specialties  and  subspecialties. 
Grants  have  been  made  available  from 
federal  or  private  sources  for  a greatly  ex- 
panded research  program.  These  activities, 
although  excellent  in  themselves,  have 
done  little  to  foster  primary  care  services 
where  needed  or  to  satisfy  basic  patient 
care  demands. 

Until  recently,  few  medical  schools  em- 
phasized primary  care.  Some  schools  offer 
preceptorships  with  physicians  in  rural 


areas,  but  most  students  graduate  with  ex- 
perience limited  to  inpatient  care  in  large 
urban  hospitals.  There  is  a need  to  more 
clearly  define  “primary  care”  in  terms  of 
what  skills  are  needed  and  what  functions 
a rural  practitioner  should  undertake.  Little 
research  has  been  done,  in  fact,  on  what 
type  of  physician  should  be  directed  to  the 
rural  areas  or  on  what  type  of  rra/nmg  these 
physicians  should  have.  In  the  future,  med- 
ical schools  must  place  more  emphasis  on 
programs  and  secure  the  means  to  ade- 
quately expose  students  and  residents  to 
practice  in  rural  medical  facilities.  Without 
having  seen  either  the  needs  or \\\e  possibili- 
ties of  a medical  practice  in  a rural  com- 
munity, future  practitioners  will  have  little 
desire  to  locate  in  the  smaller  towns. 

Should  a young  physician  complete  a 
family  practice  residency  program  and  de- 
sire to  locate  in  a rural  setting,  he  will  find 
that  good  medicine  requires  good  manage- 
ment and  a good  facility.  A new  medical 
practice,  especially  in  a rural  area,  requires 
a significant  capital  investment  for  facility 
and  equipment.  Certainly  basic  laboratory 
screening  and  diagnostic  tests,  x-ray  and 
other  equipment  must  be  available.  Since 
the  physician’s  training  is  by  necessity 
limited,  he  is  in  need  of  convenient  special- 
ty consultation.  As  the  sociological  inclina- 
tion of  our  society  is  to  work  fewer  hours, 
the  physician  needs  associates  to  rotate 
night  calls,  to  cover  in  case  of  illness,  and 
to  exchange  times  off  for  family,  hobbies, 
vacations,  and  continuing  education. 

As  physician  recertification  becomes 
more  common,  the  accessibility  of  appro- 
priate and  adequate  training  facilities  be- 
comes increasingly  important.  With  the 
inevitable  arrival  of  some  type  of  national 
health  insurance  program,  the  physician 
will  have  increased  demands  on  his  time 
for  dealing  with  third-party  carriers,  nego- 
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tiating  with  government  agencies,  and  cop- 
ing with  the  proliferation  of  required  forms. 
In  both  rural  and  urban  areas,  physicians 
need  legal  counsel  to  meet  the  escalating 
problem  of  professional  liability,  and  for 
accounting  advice  to  handle  new  regula- 
tions constantly  being  promulgated  by 
Medicaid,  Medicare,  and  private  insurance 
groups.  With  the  advent  of  professional 
standards  review  organizations,  the  physi- 
cian must  accumulate  economic  and  medi- 
cal data  to  support  the  norms  of  his  prac- 
tice by  computertechniquesthat  are  not 
generally  available  to  the  rural  physician. 
He  needs  convenient  access  to  good  labora- 
tory, electrocardiographic,  radiographic, 
and  other  diagnostic  and  treatment  meth- 
ods, including  accounting  and  record  keep- 
ing, purchasing,  and  other  cost-cutting  and 
efficiency-producing  procedures.  He  may 
find  advantages  in  group  associations  for 
pension  and  retirement  benefits.  Few  of 
these  many  social,  economic,  and  medical 
aidsare  readily  available  to  the  rural 
physician. 

In  order  to  decelerate  the  trend  away 
from  rural  medical  practice,  a new  type  of 
rural  medical  climate  needs  to  be  creat- 
ed— one  that  stresses  group  practice  clin- 
ics affiliated  with  medical  schools,  satellite 
clinics  in  smaller  communities  associated 
with  medical  groups  in  largertowns,  man- 
agement systems  that  enhance  operational 
efficiency,  local  allied  manpowertraining 
programs,  expanded  communication  link- 
ages, opportunities  for  local  continuing 
education,  and  upgrading  of  community 
hospital  facilities.  Communities  themselves 
must  address  the  issues  that,  in  part,  at- 
tract and  retain  health  professionals: 
quality  of  public  schools;  availability  of 
cultural,  entertainment,  and  outdoor  re- 
creation opportunities;  adequate  housing; 
and  industrial-business  development. 


There  has  been  much  talk  about  offering 
incentives  to  rural  medical  practice  in  the 
form  of  medical  school  ortrainingsub- 
sidies  that  must  be  paid  back  in  some  form. 
There  has  even  been  discussion  about 
mandatory  assignment  of  young  physicians 
to  rural  areas  for  specified  periods  of  time. 
Since  these  approaches  attack  none  of  the 
real  root  causes  of  the  problem,  they  can 
afford  only  partial  and  unsatisfactory 
solutions. 

Unless  adequate  facilities  and  environ- 
ments conducive  to  the  practice  of  quality 
medicine  are  created  in  the  rural  communi- 
ties, young  physicians  will  not  go  to  these 
areas  in  sufficient  numbers  to  alleviate  the 
maldistribution  problem  extant. 

Needed  Studies 

Combiningthe  capacities  of  the  area  health 
planning  agencies,  medical  schools,  coun- 
ty medical  societies  and  private  medical 
groups,  state  and  county  government  agen- 
cies, community  colleges,  community  hos- 
pitals, and  private  citizens,  investigative 
studies  need  to  be  made.  These  should  in- 
clude the  following: 

1.  An  updated  survey  of  current  rural, 
county,  and  community  medical  manpower 
needs,  including  physician/patient  popula- 
tion ratios,  the  availability  of  nurses  and 
technicians,  and  public  health  facilities. 

2.  Realistic  determination  of  the  size  of 
a community  or  area  needed  to  support  a 
two-  or  three-man  family  practice  or  pri- 
mary care  group. 

3.  Determination  of  the  patient  popula- 
tion load  that  could  be  adequately  handled 
in  a rural  outpatient  facility. 

4.  Determination  of  the  patient  load 
that  requires  referral  to  an  intermediate 
facility,  such  as  a multispecialty  clinic.  An 
intermediate  facility  might  be  described  as 
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a 5-  to40-man  multispecialty  group  having 
adequate  outpatient,  laboratory,  x-ray,  and 
other  diagnostic  facilities  to  handle  a sig- 
nificant locai  outpatient  load,  as  well  as 
referrals  from  satellite  communities. 

5.  Determination  of  the  patient  load 
that  would  need  urban  referral  for  care  not 
available  in  the  intermediate  facility. 

6.  Household  sample  surveys  to  deter- 
mine patterns  of  health  service  use,  atti- 
tudes, and  practices  in  small  communities. 

7.  Studies  as  to  the  extent  and  type  of 
training  needed  by  primary  care  physicians 
for  practice  in  (a)  rural  outpatient  clinics 
without  hospital  beds,  (b)  rural  outpatient 
clinics  with  community  hospital  available, 
(c)  solo  practice  or  family  practice  groups 
in  intermediate-size  communities  of  5,000 
to  10,000,  (d)  multispecialty  clinics  in  in- 
termediate areas  of  10,000  to  50,000,  and 
(e)  metropolitan  areas. 

Additional  studies  should  evaluate  and 
define  the  following: 

1.  The  role  of  primary  care  internists, 
emergency  physicians,  family  practice  phy- 
sicians, nurse-practitioners,  physician  as- 
sistants, registered  nurses,  licensed  voca- 
tional nurses,  and  technicians  in  each  of 
the  aforementioned  environments. 

2.  The  resources  and  responsibilities  of 
community  colleges,  community  hospitals, 
community  industrial  foundations,  multi- 
specialty clinics,  and  medical  schools  in 
meeting  rural  health  manpower  needs. 

3.  Specific  demographic,  economic,  and 
health  status  information  relatingtothe 
particular  rural  area  under  study. 

4.  The  interest  in  small-community 
practice  among  medical  students  and 
family  practice  residents. 

5.  What  medical  schools  might  do  to 
increase  the  supply  of  rural  physicians 
and  allied  health  personnel. 

6.  The  extent  to  which  state  and  local 


foundations  might  be  interested  in  develop- 
ing rural  medical  programs. 

7.  The  possibilities  of  state  assistance 
to  rural  counties  in  forming  rural  health 
manpower  associations. 

8.  Needs  in  mental  health,  public 
health,  and  preventive  medicine. 

9.  Awareness  of  the  existence,  national- 
ly, of  prototype  programs  encompassing 
the  enumerated  aims  and  objectives. 

Cooperative  Program  in  Northeast  Central 
Texas 

A specific  program  addressing  many  of 
the  aforementioned  items  is  being  develop- 
ed by  the  Medical  Arts  Clinic  Association 
of  Corsicana  and  The  University  of  Texas 
Health  Science  Center  at  Dallas,  South- 
western Medical  School,  Department  of 
Environmental  and  Community  Medicine. 

The  Medical  Arts  Clinic  of  Corsicana,  a 
20-member  multispecialty  clinic,  has  long 
recognized  that  private  medical  care  must 
turn  from  the  hospital-oriented  base  to 
comprehensive,  affordable  outpatient  med- 
ical care  in  order  to  efficiently  handle  the 
patient  load  that  will  arise  from  any  na- 
tional medical  care  system.  This  clinic  has 
developed  a sophisticated  computerized 
medical  data-collectingand  billing  system, 
comprehensive  automated  laboratory  and 
x-ray  facilities,  a 49,680  m^  (54,000  sq  ft) 
modern  outpatient  facility  with  an  unim- 
peded internal  traffic  flow,  and  20  board- 
certified  specialists  who  serve  a multicoun- 
ty rural  population.  The  clinic  also  recog- 
nizes its  weaknesses  in  delivering  primary 
medical  care  to  the  local  citizenry  and  to 
those  from  nearby  communities,  the  por- 
tents of  a declining  physician  population, 
and  deficiencies  in  educational  and  train- 
ing programs  in  the  surrounding  nine- 
county  service  area. 
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The  clinic  has  an  affiliation  agreement 
with  The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas  tofind  mutual  an- 
swers to  their  related  needs.  Jointly,  the 
school  and  the  clinic  applied  for  and  receiv- 
ed a Regional  Medical  Program  of  Texas 
contract  forthe  study  of  rural  primary 
medical  care,  the  possibilities  of  forming 
satellite  affiliations  in  a nine-county  rural 
area,  and  the  development  of  a nine-county 
rural  health  manpower  association.  The 
study  has  been  completed  and  a report  will 
soon  be  released.  Agreement  has  been 
reached  on  a rotating  residency  program 
between  the  school’s  Division  of  Family 
Practice,  the  Medical  Arts  Clinic,  the  Na- 
varro County  Memorial  Hospital,  and  other 
outlying  institutions;  student  preceptor- 
ships  with  rural  physicians  in  the  nine- 
county  area  (funded  through  a special 
project  grant  from  the  National  Institutes 
of  Health,  USPHS);  an  expansion  of  the 
Navarro  County  Community  College  LVN 
program,  and  establishment  of  a two-year 
associate  degree  RN  program  in  affiliation 
with  El  Centro  College  of  Dallas,  as  well  as 
training  x-ray  technicians  and  laboratory 
workers:  and  several  approaches  to  con- 
tinuingeducation  for  physicians,  nurses, 
technicians,  anesthetists,  hospital  em- 
ployees, and  other  allied  health  personnel 
at  both  the  Medical  Arts  Clinic  in  Corsicana 
and  The  University  of  Texas  Health  Science 
Center  at  Dallas. 

Understudy  is  a program  to  outfit  a van 
and  hire  personnel  to  perform  tests  for 
speech,  hearing,  and  eye  defects  in  the 
public  schools;  deliver  inoculations  at  the 
school  and  preschool  levels;  undertake 
adult  screening  for  metabolic,  cardiovascu- 
lar, and  other  diseases;  and  contribute  to 
the  development  of  a coordinated  mental 
health  program,  now  sorely  lacking  in  most 
rural  areas. 


Alternate  types  of  satellite  affiliations 
are  being  studied.  In  rural  communities 
with  an  adequate  number  of  physicians, 
such  an  affiliation  might  involve  only  con- 
tinuing education.  In  underserved  com- 
munities it  could  include  batch  processing 
computer  programs  forthe  accumulation 
of  medical  data  and  medical  billing,  includ- 
ing third-party  forms  and  other  data;  elec- 
trocardiogram interpretation;  sophisticat- 
ed laboratory  analyses;  and  data  exchange. 
Actual  satellite  clinics  might  be  establish- 
ed in  areas  where  there  are  no  physicians, 
or  in  association  with  one  or  more  physi- 
cians now  practicing.  In  these  clinics  many 
economies  could  be  effected  in  manage- 
ment, capital  equipment  expenditures,  and 
medical  data  gathering  facilities.  Such 
satellite  operations  could  be  financed 
through  nonprofit  industrial  foundations  in 
the  rural  communities,  participation  by  lo- 
cal physicians,  or  private  foundation 
grants.  Consideration  is  being  given  to 
salary  guarantees  underwritten  by  the  Med- 
ical Arts  Clinic  Association  or  partnership 
arrangements  for  physicians  who  agree  to 
practice  in  such  satellite  facilities. 

The  nine  counties  under  study  cross 
four  council  of  governments  districts  and 
three  health  service  areas.  The  aim  of  the 
affiliation  between  the  medical  school  and 
the  rural  multispecialty  clinic  is  the  devel- 
opment of  a rural  comprehensive  medical 
care  delivery  system.  If  this  system  suc- 
ceeds and  becomes  a reproducible  proto- 
type, it  will  illustrate  how  broad-based  co- 
operation can  solve  rural  medical 
problems. 

Conclusion 

Beyond  dispute,  good  medical  care  re- 
quires good  long-range  planning,  good 
economics,  and  good  management.  In 
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providing  good  care,  the  doctor/patient 
relationship  must  be  nourished.  The  incen- 
tives that  encourage  young  men  to  dedicate 
15  years  of  their  lives  preparing  to  become 
part  of  the  American  medical  care  delivery 
system  must  be  preserved.  Cooperation 
betv^een  planning  and  practice  must  be 
maintained.  We  must  build  on  the  system 
we  have.  Where  it  is  weak,  it  should  be 
strengthened:  where  it  is  strong,  it  should 
be  used.  The  physician  is  the  key  in  any 
system  of  medical  care  delivery.  He  may  be 
reinforced  and  supplemented,  but  he  can- 
not be  replaced.  His  standards  must  be 
kept  high  and  his  dedication  encouraged. 

In  turn,  the  physician  must  recognize  his 
responsibility,  not  only  to  his  individual 
patients,  but  to  the  delivery  of  medical 
care  to  all  who  require  it. 

Dr.  Gibson,  President,  Medical  Arts  Clinic  Asso- 
ciation, Corsicana,  Texas  75110. 

Dr.  Zetzman,  Assistant  Professor  and  Acting 
Chairman,  Department  of  Environmental  and 
Community  Medicine,  The  University  of  Texas 
Southwestern  Medical  School,  Dallas,  Texas 
75235. 
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Entrapped  gas 


••• 


Silent  ^ 
partner  of 

GI  spasm 

Painful  GI  spasm  in  the  presence  of  entrapped 
gas  causes  even  more  pain  and  more  discomfort.  Yet, 
while  spasm  is  relieved,  entrapped  gas  often  goes 
untreated. 

Not  so  when  you  prescribe  Sidonna.  Sidonna 
helps  release  entrapped  gas  with  specially  activated 
simethicone,  a nonsystemic  antiflatulent,  while  also 
helping  to  relieve  spasm  with  a traditional  combina- 
tion of  belladonna  alkaloids.  And  Sidonna  provides 
mild  sedation  with  butabarbital. 

Sidonna.  The  therapeutic  partnership  approach 
to  functional  or  organic  GI  disturbances  including 
spastic  colon,  irritable  bowel  syndrome,  gastroenteri- 
tis, gastritis,  peptic  ulcer  and  nervous  indigestion. 

Contraindications : hypersensitivity  to  barbiturates  or  bella- 
donna alkaloids;  glaucoma,  prostatic  hypertrophy,  pyloric 
obstruction.  Side  Effects:  dry  mouth,  blurred  vision,  dysuria, 
skin  rash,  constipation  or  drowsiness.  Dosage : one  or  two  tablets 
preferably  before  meals  and  at  bedtime. 

Reed  & Camrick/ Kenilworth,  N.J.  07033  IlfH 


Sidonna 

Each  scored  tablet  contains:  specially  activated  simethicone 
25  mg.,  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to 
belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  butabarbital 
sodium  N.F.  16  mg.  (Warning:  may  be  habit  forming.) 

A working  partnership 
against  the 
pain  of  gas  and  spasm 
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Preferences  for  family  practice 
among  entering  medical  students 

George  G.  Meyer,  MD;  Russell  L.  Adams,  PhD;  Jean  Holcomb,  BA 


It  is  widely  believed  that  the  decrease  in 
numberof  physicians  providing  primary 
medical  care  constitutes  one  of  the  most 
critical  elements  of  the  doctor  shortage.^ 
The  present  impetus  for  establishing  fami- 
ly practice  residencies  receives  support 
from  the  public,  the  medical  community, 
and  the  government.  However,  the  success 
of  various  attempts  to  increase  the  number 
of  primary  care  physicians  ultimately  de- 
pends on  the  acceptance  of  this  type  of 
practice  by  medical  students  and  practic- 
ing physicians.  Previous  studies  have 
shown  that  student  interest  in  “general 
practice”  tends  to  decrease  throughout 
medical  school-  and  that  a large  numberof 
physicians  leave  primary  care  because  of 
the  workload. 3 It  is  likely  that  the  present 
efforts  to  influence  the  student’s  choice  of 
family  practice  and  other  “first-contact” 
specialties  will  not  be  completely  success- 
ful unless  more  is  learned  about  why  stu- 
dents enter  and  physicians  remain  in  pri- 
mary care.  Therefore,  we  have  undertaken 
a prospective  study  of  medical  specialty 
choice. 

Although  several  studies  on  specialty 
choice  have  been  reported  in  recent  years,* 
the  present  study  is  of  particular  interest 
because  of  the  emergence  of  family  prac- 
tice as  a specialty.  In  contrast  to  various 
retrospective  studies,  the  present  work  has 
the  advantage  of  being  prospective  and 
longitudinal  in  design.  Further,  the  sub- 
jects in  this  study  will  be  followed  at  reg- 
ular intervals  not  only  throughout  medical 
school,  but  also  during  and  after  post- 
graduatetraining. We  hope  to  learn  how 
satisfied  each  student  is  in  practicing  his 
chosen  specialty. 

The  entering  student  arrives  at  medical 
school  with  certain  notions  about  what  it 


*A  bibliography  is  available  from  the  authors. 


means  to  be  a physician,  together  with  a 
set  of  attitudes  and  beliefs  about  the  vari- 
ous specialties.  Although  the  final  selection 
of  specialty  training  is  made  several  years 
later,  the  decision-making  process  is  con- 
tinuous throughout  medical  school.  The 
student’s  personality,  family  background, 
special  talents,  and  beliefs  about  the  spe- 
cialties all  play  a role  in  his  eventual 
choice. 

In  the  initial  part  of  this  study,  we  in- 
vestigated the  attitudes  of  entering  medical 
students  toward  various  specialties  and 
types  of  practice.  A short  questionnaire 
was  administered  on  the  first  day  of  class 
in  orderto  minimize  the  influence  that 
medical  trainingorfaculty  attitudes  might 
have  on  the  students'  preferences.  The 
subjects  of  this  study  are  116  students 
(96%  of  the  class)  who  entered  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio  in  1973. 

Results 

Students  were  asked  what  type  of  specialty 
trainingthey  tentatively  expected  to  pursue 
after  graduation  from  medical  school.  The 
largest  group  (40%)  chose  “general  or 
family”  practice  (hereafter  referred  to  as 
family  practice),  followed  in  order  by  inter- 
nal medicine  (16%),  surgery  (11%),  and 
pediatrics  (10%). 

Each  student  was  asked  to  indicate  the 
degree  of  certainty  he  felt  about  his  first 
specialty  choice.  While  45%  indicated  that 
they  were  “moderately”  or  “very”  certain, 
55%  indicated  that  they  were  “moderately 
uncertain”  or  “not  certain.”  Those  pre- 
ferring family  practice  were  more  certain 
of  their  choice  (52%  felt  “moderately”  or 
“very”  certain)  than  were  those  choosing 
all  other  specialties  (36%). 

What  factors  seem  to  influence  a stu- 
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dent’s  specialty  preference?  Fig  1 lists  17 
factors  that  students  in  this  sample  rated 
in  importance.  The  largest  group  of  stu- 
dents felt  that  the  degree  of  challenge  a 
given  specialty  offered  was  the  single  most 
important  factor  governing  their  choices 
(29  %).  Other  considerations  which  were 
mentioned  by  a relatively  large  number  of 
students  were  the  desire  to  work  with  a 
specific  population  of  patients,  and  special 
skills  or  experiential  background  already 
possessed  by  the  student.  Income  and 
prestige  were  not  reported  to  be  important 
considerations  by  these  entering  students. 

Although  family  practice  was  the  most 
popular  choice,  the  students  felt  that  it  of- 
fered the  least  financial  reward  and  had  the 
poorest  working  conditions,  but  provided 
the  highest  quality  of  patient  contact  of 
any  of  the  six  major  specialty  areas  (inter- 
nal medicine,  psychiatry,  surgery,  family 
practice,  obstetrics-gynecology,  pedia- 
trics). 

Apparently,  these  students  felt  that  the 
high  quality  of  patient  contact  enjoyed  by 
the  family  practitioner  outweighed  the  poor 
working  conditions  and  relatively  low  pay. 

Psychiatry  was  rated  as  having  the  best 
working  conditions  and  received  the  sec- 
ond highest  ratings  concerning  income, 
prestige,  and  quality  of  patient  care;  yet 
only  4 % of  the  students  planned  to  enter 
this  specialty.  Many  students  indicated 
that  psychiatry  was  among  the  least  desir- 
able fields  to  enter. 

The  large  percentage  (45%)  of  students 
statingthatthey  were  “very”  or  “moder- 
ately” certain  of  their  specialty  choices  on 
theirfirstday  of  class  prompted  us  to  de- 
termine what  sources  of  information  these 
entering  students  used  to  make  their  de- 
cisions. The  majority  stated  that  direct  con- 
tact with  physicians  other  than  the  medical 
school  faculty  was  the  primary  source  of 


information  concerning  income,  life  style, 
and  working  conditions  of  the  various  spe- 
cialties. This  is  somewhat  surprising  since 
most  physicians  apparently  have  little  time 
to  spend  with  premedical  students. 

Just  as  direct  physician  contact  was  the 
primary  source  of  specialty  information 
priorto  medical  school,  most  students 
(61  %)  stated  that  brief  preceptorships 
would  be  the  most  beneficial  source  of  in- 
formation duringtheir  medical  school 
experience. 

We  also  asked  what  type  of  medical  prac- 
tice the  students  expected  to  enter  after 
completingtheir  medical  training.  Most 
(64%)  said  that  they  planned  to  enter  pri- 
vate practice.  Less  popular  choices  were 
teachingand  research  (16%)  and  salaried 
positions  in  public  institutions  (8%). 

When  asked  to  rank  different  types  of  medi- 
cal practice  in  terms  of  the  prestige  held  in 
the  community,  56%  indicated  that  pri- 
vate practitioners  have  the  highest  prestige 
level,  followed  by  medical  professors 

1.  Primaiy  factors  that  influence  specialty 
choice  preferences. 


Factors  Percent 


Challenging  vs.  routine  program  29.3 

Desire  to  work  with  specific  population  of  patients  13.8 

Special  skills  or  experimental  background  already 

possessed  12.0 

Control  over  working  hours  and  conditions/ life 

styles  options  11.2 

Possibility  for  personal  vs.  impersonal  patient 
contact  10.3 

Interest  in  peoples'  lives  7.8 

Degree  of  responsibility  over  patient  care  4.3 

Shortage  of  specialists  in  the  chosen  field  3.4 

Continued  care  for  a patient  vs.  limited  contact 
with  referrals  2.6 

Length  of  residency  program  1.7 

Immediate  rewards  of  therapy;  action;  direct 

approachability  of  problems  .9 

Manual  dexterity  vs.  diagnostic  capabilities  .9 

Other  .9 

Prestige  .0 

Compatibility  of  self-image  with  future  associates  .0 

Income  considerations  .0 
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(27%),  and  medical  researchers  (13%). 
Hence,  the  largest  number  of  students  plan 
to  enter  private  practice  which  is  the  high- 
est prestige  group.  Academic  medicine, 
which  was  considered  second  highest  in 
prestige,  attracted  the  second  largest  num- 
ber of  students. 

Physicians  enjoy  one  of  the  highest 
prestige  levels  of  any  professional  group 
in  the  nation.  Since  all  specialty  groups 
hold  important  positions  in  our  society, 
there  is  relatively  little  difference  in  pres- 
tige level  among  them.  However,  there  is 
considerable  difference  in  the  amount  of 
prestige  accorded  to  physicians  working  in 
different  settings  (private  practice,  medi- 
cal school,  government  institutions,  etc), 
at  least  in  the  estimation  of  incoming  medi- 
cal students.  Although  prestige  may  not 
bean  important  consideration  in  the  choice 
of  specialty,  it  may  be  a factor  in  deciding 
on  what  type  of  medical  practice  to  enter. 

This  group  of  medical  students  first  con- 
sidered going  into  medicine  early  in  life.  At 
least  60%  first  considered  it  before  grad- 
uation from  high  school  and  only  10%  first 
considered  it  after  college.  However,  the 
decision  to  pursue  a career  in  medicine  was 
made  much  later  by  the  majority  of  stu- 
dents. Twenty-nine  percent  did  not  decide 
to  enter  medicine  until  the  last  two  years 
of  college,  and  30%  did  not  decide  until 
after  college  graduation.  The  latter  fact  is 
reflected  in  the  unusually  large  number  of 
older  students  in  the  class. 

We  found  that  38%  of  the  students 
planned  to  practice  in  a small  to  medium 
sized  city  (about  100,000  population), 
while  an  additional  17  % expected  to  prac- 
tice in  a small  town  (about  10,000  popula- 
tion) or  rural  area.  Of  those  preferring 
family  practice,  74%  intended  to  practice 
in  either  a medium-sized  city,  a small  town, 
or  a rural  area. 


Although  few  of  these  students  planned 
to  practice  medicine  in  their  hometowns, 
most  did  plan  to  practice  in  Texas.  How- 
ever, 27%  considered  practicing  in  an- 
other state. 

Discussion 

A study  of  students  who  entered  medical 
school  in  1956  showed  that  while  40% 
preferred  “general  practice”  as  freshmen, 
only  10%  actually  chose  this  field  after 
graduation.  Wasserman  and  associates^ 
found  that  one-half  of  the  students  went 
on  to  pursue  their  original  specialty  choice 
while  in  medical  school;  however,  many  of 
those  who  did  change  came  from  the  group 
originally  preferring  general  practice.  More 
recently,  it  has  been  reported  that  25%  of 
the  1968  and  1969  freshman  classes  at  the 
University  of  Colorado  Medical  School  pre- 
ferred general  practice  as  a specialty.'*’^ 

In  comparison  with  the  Colorado  classes,  a 
larger  proportion  of  students  in  our  study 
preferred  family  practice  upon  entering 
medical  school.  The  study  by  Wasserman, 
however,  suggests  that  there  will  be  a sig- 
nificant reduction  in  the  number  of  stu- 
dents actually  pursuingthis  field. 

Although  we  recognize  that  many  stu- 
dents who  originally  preferred  family  prac- 
tice will  change  their  specialty  preference, 
we  expect  that  this  change  will  not  be  as 
great  as  that  reported  earlier.  There  is  rea- 
son to  believe  that  the  new  residency  re- 
quirements, the  decline  of  rotating  intern- 
ships, the  increasing  availability  of  family 
practice  residencies,  the  overproduction  of 
certain  specialists,  and  public  opinion  will 
stabilize  these  choices.  In  addition  we  have 
noted  a shift  in  medical  school  faculty  at- 
titudes which  may  reduce  the  attrition 
rate. 

It  is  of  considerable  interest  that  intrin- 
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sic  factors  such  as  the  degree  of  challenge 
are  ranked  much  higherthan  extrinsic 
values  such  as  prestige  or  income.  In  a 
study  of  medical  students’  attitudes  toward 
specialties,  Becker  and  associates®  also 
reported  that  little  attention  is  given  to  the 
criteria  of  money  or  prestige,  but  that  work- 
ing with  patients  is  considered  of  great 
importance.  However,  there  is  some  evi- 
dence that  the  relative  importance  of  these 
factors  tends  to  change  over  time.'^ 

Students  who  believe  that  family  prac- 
tice has  poor  working  conditions  and  rela- 
tively low  pay  still  expect  to  enter  this  spe- 
cialty. Therefore,  the  quality  of  patient 
contact  is  initially  of  sufficient  importance 
to  offset  the  undesirable  characteristics  of 
this  specialty.  However,  this  balance  may 
be  a delicate  one  since  a large  number  of 
physicians  do  eventually  leave  primary 
care.® 

While  psychiatry  is  viewed  as  having  the 
best  working  conditions,  few  students  plan 
to  enter  it.  However,  it  is  the  impression  of 
the  authors  that  psychiatry  tends  to  ac- 
quire more  “transfers”  from  other  fields 
overtime.  These  patterns  will  be  studied 
in  this  group. 

There  is  a trend  toward  the  shortening 
of  study  time  with  increasing  numbers  of 
three-year  programs,  elective  senior  years, 
MD-PhD  programs,  and  six-year  BA-MD 
programs.  Since  rotating  internships  and 
compulsory  military  service  are  being 
phased  out,  there  will  be  a significant  re- 
duction intheamount  of  time  which  might 
be  used  for  reflection  on  one’s  career 
choice.  As  a result,  an  increasing  number 
of  specialty  choices  will  be  made  at  a 
younger  age  and  with  less  exposure  to  a 
variety  of  medical  specialties.  Hence,  the 
orientation  which  students  have  upon  en- 
tering medical  school  may  play  a greater 
role  in  their  subsequent  choices. 


Virtually  all  US  medical  school  grad- 
uates duringthe  1970’s  will  undertake  re- 
sidency training.®  Since  this  prediction  in- 
cludes a growing  number  of  students  in- 
terested in  family  practice  programs,  it  is 
necessary  to  plan  for  more  residency  train- 
ing opportunities  inthisfield.  Accordingto 
a recent  study,  more  than  2,200  medical 
school  seniors  want  to  enter  a family  prac- 
tice residency,  but  only  1,600  openings 
presently  exist.®  While  new  family  practice 
training  positions  open  each  year,  even 
more  places  will  be  needed  if  present 
trends  continue.  A major  implication  of  our 
study  is  the  need  to  anticipate  and  identify 
trends  in  specialty  choice  in  orderto  pro- 
vide adequate  postgraduate  training 
programs. 


This  prospective  study  was  undertaken  at 
a time  when  there  is  increasing  pressure 
on  medical  schools  to  produce  primary 
care  physicians.  One  of  the  majorfindings 
is  that  a high  proportion  of  students  antici- 
pate entering  family  practice.  A second  im- 
portant finding  is  that  the  majority  of  stu- 
dents are  interested  in  practicing  in  small 
or  medium-sized  towns.  In  view  of  the  need 
for  redistribution  of  physicians,  it  is  en- 
couraging that  so  many  of  the  students  ex- 
pect to  practice  in  areas  where  they  are 
needed. 

It  will  be  informative  to  follow  these  stu- 
dents as  they  decide  upon  and  entertheir 
fields  of  postgraduate  training.  We  are  pre- 
sently undertaking  a study  of  these  stu- 
dents as  they  finish  their  second  year  of 
preclinical  studies. 

At  this  point  in  the  study,  it  can  be  said 
that  this  group  has  heard  the  message 
about  the  need  for  primary  care  physi- 
cians, and  that  they  expect  to  practice 
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where  physicians  are  needed,  and  where 
they  can  be  of  greater  service  to  patients. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodiiator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

( ISOXSUFRINE  HCI ) 

TABLETS,  20  mg. 

the  compatible  vasodilator 
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'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given, 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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HOT  TOO  LITTLE 


As  potent  as  the  pain  it  reiieves 


e.g.  the  pain  or 
surgical  convalescence 


1 

w \ 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetanninophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  ^2 

Each  tablet  also  contains:  aspirin  gr  3)4,  phenacetin  gr  2 !4,  caffeine  gr  !4.  'Warning-may  be  habit-forming. 
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Role  of  history  in  educating 
future  family  physicians 


James  Polk  Morris,  PhD 

Today  a new  sense  of  professionalism  is 
necessary  in  medicine.  The  historical  ap- 
proach can  help  us  be  more  professional 
by  placing  our  present  situation  in  perspec- 
tive. For  example,  reflection  on  the  history 
of  family  physicians  seems  especially  per- 
tinent now  that  new  waves  of  young  doctors 
are  beingtrained  in  this  specialty.  Unless 
we  increase  our  appreciation  and  under- 
standing of  the  present  and  past,  we  may 
be  prone  to  oversimplify  the  options  for 
our  future. 

The  Value  of  History 

To  examine  the  past  of  family  physicians, 
we  first  must  consider  the  value  of  history. 
Henry  Ford  said,  “History  is  bunk,”i  but 
Dr.  Stanford  E.  Chaille,  former  dean  of 
Tulane  School  of  Medicine,  had  a different 
view:  “The  chief  value  of  history  is  to  en- 
able us  better  to  comprehend  the  present 
and  foresee  the  future.”^ 

What  can  a historian  say  that  will  be 
meaningful  to  you  in  your  daily  practice? 

I offer  renewed  feeling  of  respect  for  your 
discipline — family  practice — and  with  it 
a new  sense  of  professionalism.  Will  family 
physicians  be  the  new  ombudsmen  fortheir 
patients  and  for  medicine  itself?  What 
course  have  they  followed  through  history, 
and  where  does  it  lead  them  from  here? 

Since  the  mushrooming  of  science  in  the 
19th  century,  and  the  rise  of  what  is  label- 
ed “scientific  medicine,”  medicine  has  in 
numerous  ways  been  involved  in  a knowl- 
edge explosion.  As  a consequence,  special- 
ism has  been  medicine’s  central  theme 
since  the  late  19th  century.  An  American 
physician.  Dr.  Austin  Flint,  realized  this, 
and  in  1886  he  told  his  British  colleagues 
that  specialism  was  inevitable  because  of 
“the  unavoidable  subdivision  of  medical 
literature  and  medical  instruction  into  spe- 
cial departments.”^  However,  he  pointed 
out  That  there  would  be  drawbacks  to  spe- 
cialism: “A  dangerous  tendency  is  to  give 
such  a limitation  to  a specialty  as  will  lead 
to  withdrawal  from  the  common  interest  of 
the  profession.  A medical  specialist  should 


notthereby  in  his  sentiments  and  conduct, 
be  any  less  a physician;  the  honor,  dignity, 
and  usefulness  of  the  profession,  as  a 
whole,  should  be  as  sacred  in  his  estima- 
tion as  if  he  were  not  a specialist.  If  the 
effect  of  specialism  be  otherwise,  alas  for 
the  medical  profession  forthe  future,  as 
regards  the  respect  for  others  and  the 
self-respect  of  its  members!” 

Flint's  comments  were  all  the  more 
prophetic  because  they  came  just  at  the 
time  when  scientific  medicine  was  coming 
into  its  own.  Physicians  had  to  recognize 
that  science  was  the  future  in  medicine, 
and  that  it  was  generating  specialization. 
Yet,  since  the  era  of  the  rise  and  accep- 
tance of  scientific  medicine,  any  physi- 
cian’s life  that  we  might  choose  to  examine 
reflects  a nagging  uncertainty  about  the 
commitment  of  medicine  to  “gung-ho” 
science.  A Texas  physician.  Dr.  Witten 
Booth  Russ,  wrote  in  his  autobiography, 
“Something,  indeed  manythings,  must  be 
done.  The  family  doctor  should  be  restored 
to  his  proper  place  as  counselor,  guide,  and 
friend  to  the  demoralized  sick.”'* 

Russ’  doubts  about  the  direction  of  spe- 
cialism in  post-World  War  II  American 
medicine  reflect  a problem  shared  by  fami- 
ly physicians  since  the  late  19th  century: 
Because  of  increasing  specialism  in  medi- 
cine, they  have  undergone  one  identity 
crisis  after  another.  They  have  been  given, 
like  Franklin  Roosevelt’s  New  Deal  in  the 
1930’s,  an  alphabet-soup  variety  of  labels 
and  names:  family  doctor,  family  practi- 
tioner, family  medical  specialist,  general 
practitioner,  GP,  comprehensive  care  spe- 
cialist, and  family  physician. ^To  extend 
the  food  image  further,  we  might  say  that 
throughout  the  20th  century  they  have 
found  themselves  presiding  over  the  gum- 
bo pot  of  medicine.  As  various  new  ingre- 
dients and  specialties  have  been  added, 
and  the  proponents  of  these  new  views 
have  become  vociferous,  the  heat  on  the 
stove  has  been  turned  up. 

As  the  roux,  or  basic  unifying  ingredient 
forthe  profession,  some  family  physicians 
have  been  relegated  to  the  role  of  trying  to 
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keep  the  mixture  palatable,  not  let  it  boil 
over,  and  not  lose  their  temper  or  good 
humor.  The  result  has  been  that  as  each 
specialty  has  become  increasingly  signifi- 
cant and  accepted  by  the  public  and  the 
profession  as  a whole,  family  physicians 
have  felt  that  the  product  was  being  cooked 
down  to  lower  and  lower  levels  in  the  pot, 
the  roux  getting  thicker  and  thicker.  More 
and  more  of  the  young  physicians  have 
been  opting  for  another  pot.  As  a result, 
sometimes  the  family  doctor  has  gone  un- 
recognized for  his  day-to-day  service  in 
practice.  In  addition,  he  has  had  the  nag- 
ging feeling  of  being  unable  to  keep  up  with 
the  latest  medical  advances.  Unfortunate- 
ly, this  knowledge  explosion  also  has  bred 
a certain  amount  of  condescension  toward 
family  physicians  by  doctors  in  the  entire 
spectrum  of  American  medicine,  from 
those  involved  in  academic  medicine  in  the 
university  medical  centers  to  the  city  GP 
comparing  himself  to  his  rural  colleague.®-^ 

In  reviewing  the  history  of  medicine  as 
recently  as  the  late  1960’s,  one  could  think 
that  medicine  had  become  too  complicated 
to  allow  comprehension,  let  alone  coordi- 
nation and  revitalization  of  the  whole.  For- 
tunately several  things  have  happened 
which  may  allow  the  family  physician  to 
reemerge  as  a central  key  to  the  future  of 
medicine.  Rather  than  being  a hindrance, 
the  knowledge  and  technology  explosion  in 
medicine  portends  a reorganization  of 
medicine  along  professional  and  educa- 
tional lines  which  allows  every  family  physi- 
cian to  become  more  and  more  in  tune 
with  the  latest  developments  in  his  field.  In 
addition,  it  has  forced  an  increased  aware- 
ness that  new  approaches  need  to  be  made 
and  that  general  practice  needs  to  be  re- 
vitalized as  family  medicine. 

Needs  such  as  these  culminated  in  the 
creation  of  a specialty  board  of  family 
medicine  in  1969.^®’“  Perhaps  the  evolu- 
tion of  scientific  medicine  and  specialism 
can  now  be  seen  to  have  served  as  an 
emancipatory  agent,  freeing  the  physician 
from  the  burgeoning  facts  and  fractioned 


responsibility  of  his  profession,  and  creat- 
ing new  and  broader  areas  which  he  may 
fill  to  keep  health  care  on  the  propertrack 
of  patient  care.  During  the  late  1960’s  and 
beginning  1970’s,  those  in  family  medicine 
were  not  completely  sure  what  their  role 
would  be.  Perhaps  they  will  now  come  to 
realize  that  through  a combination  of  cir- 
cumstances— scientific,  social,  and  tech- 
nologic— ^the  tidal  wave  of  specialism  in 
medicine  has  begun  to  recede,  leavingthe 
family  physician  as  a new  bedrock  for  the 
profession. 

Medical  educators  are  revitalizing  con- 
tact points  with  all  communities  in  deliver- 
ing health  care.  The  competition,  jealousy, 
and  too-narrow  focus  of  specialties  must 
fall  aside,  and  there  must  be  a new  recog- 
nition of  the  value  of  family  physicians  as 
coordinators  of  health  care  in  every  com- 
munity. This  is  essential  duringthetransi- 
tion  phase  of  emerging  federal  medical 
programs.  Not  only  is  the  family  physician 
the  keystone  to  the  success  of  medical 
programs  intended  to  broaden  the  base  of 
distributing  medical  care,  but  they  also 
must  serve  as  forces  of  reason  and  maturi- 
ty as  well.  They  know  their  own  communi- 
ties and  the  people  who  are  there.  Only 
they  can  really  make  the  programs  fit  into 
the  proper  niches  by  serving  as  both  critics 
and  facilitators  for  the  various  proposals. 
Devil’s  advocates,  as  well  as  administrators 
and  policy  planners,  are  needed  in  the 
communities. 

Suggestions  on  a Future  of  Change 

Looking  back  is  almost  always  enjoyable, 
and  oftentimes  instructive  as  well.  Tenta- 
tive and  speculative  as  they  sometimes  are, 
the  past  and  present  are  all  we  have  to 
guide  us  in  the  future.  Many  people  have 
suggested  that  change  is  the  most  con- 
stant feature  of  our  society  today.  William 
Ransom  Hogan,  a social  historian  of  the 
republic  period  of  Texas  history,  has  said, 

“I  am  not  so  certain  that  19th  Century 
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Texas  history  continues  to  exert  such  a di- 
rect impact  on  today's  culture  in  that  state. 
The  essence  of  20th  Century  history,  in 
Texas  as  elsewhere,  is  change,  increasingly 
and  often  alarmingly  accelerated.”^- 

Doctors  trained  prior  to,  during,  or  just 
after  World  War  II  have  participated  in  so 
many  basic  changes  in  medicine  that  the 
magnitude  of  that  change  is  difficult  to  ex- 
press. Perhaps  the  inability  to  be  compre- 
hensive in  telling  of  the  rapidity  of  that 
change  speaks  strongly  for  the  importance 
of  identifyingvarious  ideas  and  concepts 
which  have  made  family  practice  meaning- 
ful. It  also  prods  historians  to  try  to  identify 
what  it  is  that  makes  the  latest  generation 
of  family  physicians  different.  What  sort  of 
baggage  do  they  carry  which  especially 
equips  them  for  today  and  the  future  of 
medicine?  How  does  this  compare  to  the 
skills,  techniques,  and  attitudes  which  old- 
er colleagues  used  upon  emerging  from 
medical  school?  And  what  things  do  their 
youth  and  inexperience  cause  them  not  to 
see  and  appreciate  as  important? 

Some  experts  tell  us  that  a generation 
today  has  been  reduced  to  a span  of  six 
years  or  less.  The  burgeoning  growth  of 
technology  and  personnel  in  medical  prac- 
tice creates  a generation  gap  practically 
from  the  moment  that  today’s  physician 
graduates  from  medical  school.  To  close 
that  gap,  a new  sense  of  professionalism, 
of  history  and  the  importance  of  tradition, 
can  and  should  be  instilled  through  the  ef- 
forts of  medical  educators,  individual 
physicians,  and  organizations. 

It  is  for  the  latest  generations  of  family 
physicians  that  these  activities  will  have 
special  meaning.  In  medical  school  the  stu- 
dents ask  that  they  be  exposed  to  clinical 
experiences  as  soon  as  possible.  At  The 
University  of  Texas  Medical  Branch, 
courses  such  as  ‘‘Introduction  to  Patient 
Evaluation”  provide  a sense  of  continuity 
between  ideals  and  the  grinding  rigor  of 
medical  education.  Similarly,  preceptor- 
ships  and  the  further  extension  of  medical 
education's  mission  into  more  communi- 


ties and  hospitals  are  filling  in  the  gap  for 
young  physicians. 

Yet  it  is  not  just  a gap  of  knowledge 
which  we  must  overcome  in  educating 
young  doctors.  It  is,  as  well,  a generation 
gapof  the  potential  physician’s  spirit.  It  is 
not  possible  to  pour  experience  into  stu- 
dent’s heads;  the  personal  influence  of 
teachers  on  students  to  instill  a critical  and 
creative  attitude  toward  their  profession  is 
indispensable.  The  preceptor  system  in- 
stills a mature  outlook  in  basic  attitudes 
and  principles  towards  one’s  profession. 

Part  of  the  art  of  medicine  is  the  attitude 
of  questioning  which  emerges  with  the 
passage  of  time  and  the  changing  of  the 
scientific  facts  one  knows  about  medicine. 
The  mature  doctor  changes  with  new  ad- 
vances, but  he  also  slowly  fashions  for 
himself  a basic  philosophy  or  outlook  of 
skepticism  toward  medicine.  That  is,  in 
practice  he  tempers  all  facts  with  concern 
and  pragmatism  in  regard  to  his  patient. 

As  one  doctor  stated, doctors  are  pri- 
marily people  of  action:  ‘‘The  problem  is, 
when  you  come  right  down  to  it,  that  you 
have  to  start  making  choices . . . You  must 
have  a formula  for  action.  Doctors  are  peo- 
ple who  primarily  do  things. Physicians 
are  justified  in  taking  pragmatic,  often- 
times hardline  views  of  history  or  any  dis- 
cipline which  claimsa  right,  or  petitions  for 
the  right,  to  help  broaden  their  views  by 
questioning  their  fundamental  ways  of 
thinking  and  acting  as  professionals.  Espe- 
cially is  this  true  today  in  regard  to  the  in- 
crease in  federal  medical  programs  in 
every  community.  Rather  than  justoppos- 
ingthem  blindly,  family  physicians  need 
to  assert  their  own  value  as  experts,  to 
question  them,  modify  them,  and  make 
them  work. 

The  history  of  medicine  is  the  story  of  a 
noble  profession  adaptingto  change  in 
helping  people.  Enormous  change  has  been 
a characteristic  feature  of  physicians’  per- 
sona! and  professional  lives  in  the  past. 
That  is  part  of  both  the  science  and  art  of 
medicine — and  that  is  the  part  of  medicine 
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which  seems  to  hold  the  key  for  the  future 
family  physician. 

Age  and  maturity  allow  an  acceptance 
of  relativity  and  an  increasingtolerance 
for  absorbing  new  things  and  defining 
whetfier  they  are  valuable.  Medicine  of  the 
future  must  be  a flexible,  questioning  or- 
ganism which  can  absorb  attack,  and  re- 
mold and  refine  itself  as  an  indispensable 
part  of  society.  In  addition,  medicine  must 
explain  itself  to  the  public.  The  roleofthe 
expert  in  society  is  never  easy  or  clear-cut, 
but  it  is  a job  that  family  physicians  must 
take  up,  by  example  and  by  professional 
activities.  We  at  the  Institute  forthe  Medi- 
cal Humanities  wish  you  well  in  creatinga 
new  relevance  forthe  family  physician  in 
future  years  of  service  to  Texans, 

For  our  part,  we  accept  the  challenge  of 
creating  significant  teaching  packages  and 
meaningful  experiences  and  dialogue  for 
students  and  practicing  physicians 
throughout  the  state.  And  we  ask  that  you 
share  with  us  your  thoughts  and  insights 
on  the  problems  of  helping  train  students 
to  become  good  professionals.  We  need 
help  intryingto  make  medical  education 
more  meaningful  for  our  students.  We  in 
turn  want  to  fulfill  our  obligation  by  help- 
ing keep  physicians  abreast  of  the  latest 
in  medical  education. 

There  are  several  important  areas  which 
we  will  be  working  on  in  trying  to  under- 
stand the  past  and  future  role  of  family 
physicians  as  key  elements  in  American 
medicine; 

1.  Willthefamily  physician  of  today 
emerge  as  a new  primary  vehicle  of  medi- 
cine in  the  future?  Or  will  he  be  lightly  pass- 
ed over  as  the  latest  wave  of  the  tide  of 
specialism  in  20th  century  medicine?  If 
the  former  is  the  case,  the  family  physician 
could  create  certainty  amid  the  doubt  con- 
sequent to  the  multiplication  of  health  pro- 
cedures and  personnel  around  the  patient. 

2.  Can  the  public  be  accurately  or  ade- 
quately educated  to  their  own  role  in  mak- 
ing decisions  in  regard  to  their  own  health. 


or  will  not  some  of  these  functions  of  nec- 
essity remain  dependent  upon  medicine  as 
a specialty  institution  in  society? 

3.  In  the  light  of  the  increase  in  medical 
care  technology  and  administrative  per- 
sonnel, will  physicians  overcome  their  com- 
petitiveness and  recognize  that  they  must 
work  together  in  directing  health  care  for 
the  patient? 

4.  How  can  we  best  educate  both  medi- 
cal students  and  practicingfamily  physi- 
cians in  the  history  of  their  discipline?  How 
can  physicians  become  involved  as  teach- 
ers of  receptivity  and  tolerance  for  change? 

5.  What  suggestions  do  practicing  phy- 
sicians have  about  educators’  work?  As 
medical  educators  we  see  ourselves  as 
synthesizers,  enablers,  and  facilitators,  to 
help  make  more  sensible  choices  forthe 
future  of  medicine. 
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It’s  inside  every  carton  of  Borden  milk  and  ice 
cream:  freshness,  flavor  and  old-fashioned  value 
wrapped  up  together  in  one  famous  name.  If  it’s 
Borden,  it’s  got  to  be  ^xxi ...  we  guarantee  it! 
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Candid  discussion  on 
professional  liability 


Dr.  Brooks:  My  opening  comment  is  that  I 
see  comingfrom  this  discussion  no  red  hot 
answer.  I think  it  is  good  that  we  are  talking 
about  and  studyingthe  problem  in  much 
more  detail  than  other  states  which  have 
jumped  into  legislation  that  now  is  not  turn- 
ing out  as  hoped.  With  those  thoughts,  I 
call  on  Dr.  Davis  to  comment  on  the  general 
problem  in  Texas,  the  TMA  approach,  and 
ourtimetable. 

Dr.  Davis:  The  specific  charges  to  the  study 
commission  represent  a different  kind  of 
assignment.  As  a matter  of  fact,  I think  that 
Dr.  Webb  and  I are  both  agreed  that  this 
study  commission  is  really  a different  kind 
of  study  commission.  Many  such  commis- 
sions are  just  window  dressing. 

The  ten  or  so  requirements  of  this  commis- 
sion are  very  specific.  They  also  say  to  re- 
port back  to  the  governor,  lieutenant  gov- 
ernor, and  the  legislature.  I consider  the 
commission  a quasi-legislative  body  which 
has  specific  duties.  Moreover,  the  commis- 
sion is  outstanding  in  the  variety  and  quali- 
ty of  its  members.  The  commission  is  made 


Editor's  note:  The  following  are  edited  excerpts 
from  the  Curbstone  Consultation  session  on  pro- 
fessional liability  insurance  during  the  recent 
TMA  Conference  on  Legislation  and  Medical  Serv- 
ice. Dr.  Walter  A.  Brooks,  TMA  vice  president, 
served  as  panel  moderator.  Panelists  included  Dr. 
Milton  V.  Davis  and  Dr.  E.  Don  Webb,  members 
of  the  Texas  Medical  Professional  Liability  Study 
Commission:  Dr.  R.  Reagan  Hicks,  chairman  of 
the  TMA  Committee  on  Professional  Insurance; 
Jeff  Autrey,  TMA  attorney;  and  Paul  Gray,  direc- 
tor of  the  TMA  Department  of  Medical  Service. 
Following  opening  remarks  by  each  panel  mem- 
ber, questions  and  comments  were  taken  from 
the  audience. 


up  of  two  state  representatives,  one  sena- 
tor, and  representatives  from  hospital  ad- 
ministration, medicine,  insurance,  state 
government,  and  the  public.  We  have  two 
former  state  insurance  commissioners  who 
are  currently  insurance  company  execu- 
tives. We  have  two  members  appointed  by 
the  state  bar,  one  who  deals  with  personal 
injury  work  and  the  other  considered  a de- 
fense counsel.  Dean  Page  Keeton  has  a 
stature  that  makes  me  feel  the  purpose  of 
the  commission  is  totally  serious. 

It  is  myfeelingthat  if  the  commission  can 
come  up  with  a unanimous  report  on  any 
aspect  of  the  problem,  the  recommenda- 
tion would  very  likely  be  passed  by  the 
legislature.  If  we  have  a 16-2  vote,  and  the 
two  in  opposition  are  not  plaintiffs’  lawyers, 
then  the  recommendation  would  probably 
still  go  through.  However,  if  the  two  that 
oppose  an  item  are  plaintiffs’  lawyers,  then 
we’re  going  to  have  to  fight  their  consid- 
erable lobbyingand  legislative  influence 
machine.  And  I don’t  refer  to  it  in  any  dero- 
gatory way. 

The  most  important  thing  for  us  to  recog- 
nize about  the  timetable  is  that  whatever 
comes  out  of  the  commission  must  be  ac- 
tively pursued  through  TMA  committee 
work,  staff  functions,  and  officers  who 
maintain  a continuing  liaison  with  those 
concerned  with  the  problem. 

Dr.  Webb:  I have  been  very  satisfied  with 
the  activities  of  the  commission  thus  far. 
Solid  progress  is  being  made.  The  entire 
commission  has  been  open  to  any  issue 
that  any  of  the  participants  desired  on  the 
agenda.  We  have  seen  to  it  that  all  of  the 
issues  in  which  we  are  interested,  particu- 
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larly  in  relationship  with  the  22-point  TMA 
proposal,  have  been  placed  on  the  agenda. 
Many  of  them  have  already  been  discussed, 
and  several  have  been  resolved  through 
positive  recommendation. 

I am  impressed  with  the  fact  that  every 
member  of  the  commission  is  totally  aware 
of  the  seriousness  of  the  problem  and  feels 
that  some  changes  must  be  made.  We  keep 
referring  to  Dean  Keeton.  He  is  a very  dy- 
namic character,  and  his  influence  on  the 
commission  is  undeniable.  I have  been  very 
satisfied  with  his  attitudes  thus  far. 

I would  add  that  when  issues  come  up  that 
are  unacceptable  to  us  as  your  representa- 
tives, we  will  voice  the  feelings  of  medicine 
regardless  of  how  Dean  Keeton  feels.  At 
this  time,  he  has  displayed  great  objectivity 
and  fairness.  He  is  certainly  a well-respect- 
ed authority  in  this  area. 

Dr.  Hicks:  The  TMA  Committee  on  Profes- 


sional Insurance  has  met  sixtimes  since 
last  May.  We  listened  to  several  companies 
about  the  pros  and  cons  of  setting  up  a cap- 
tive insurance  company.  We  decided 
against  a captive  company  because  of  the 
precarious  financial  position  in  which  we 
would  be  placed  and  the  fact  that  reinsur- 
ance for  medical  malpractice  insurance  is 
almost  nonexistent.  We  listened  to  many 
people  in  makingthe  decision. 

I also  wanted  to  mention  at  this  time  that 
Aetna  Life  and  Casualty  Insurance  Com- 
pany has  announced  that  it  will  not  be  re- 
newing its  malpractice  insurance  coverage 
after  May  1,  1976  in  Texas,  with  a few 
exceptions. 

Mr.  Autrey:  For  the  past  year  I have  been 
working  strictly  with  professional  liability 
insurance,  and  I can  truthfully  say  that 
there  Is  no  active  private  carrier  currently 
soliciting  professional  liability  insurance 


The  Curbstone  Consultation  on  the  professional  liability  problem  generated  much  interest  among  the  TMA  conference 
participants. 
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of  the  progress  already  made  by  the  group. 
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from  doctors.  I get  several  calls  every  day 
from  doctors  trying  to  find  a source  of 
medical  liability  insurance. 

There  are  three  primary  sources  of  this 
insurance.  First  are  the  major  companies 
of  which  we  have  all  heard.  These  com- 
panies are  mainly  maintaining  their  current 
position  or  lessen i ng  thei r gro\wth  of  this 
type  of  business.  They  will  accept  applica- 
tions on  an  individual  basis.  That  is,  they 
do  not  have  an  active  policy  of  writing  in- 
surance, but  they  will  look  at  specific  doc- 
tors that  have  good  records  or  are  in  lower 
classes.  I would  urge  you  to  apply  to  these 
companies. 

Secondly,  there  is  the  surplus  lines  mar- 
ket— those  companies  allowed  to  write 
policies  although  they  are  not  licensed  to 
do  business  in  the  state.  Neither  these 
companies  nor  their  policies  are  regulated 
by  the  State  Board  of  Insurance.  The  rates 
are  higher  in  most  cases  than  the  JUA 
rates.  In  addition,  they  are  not  covered  by 
the  guaranty  fund  established  a few  years 
ago  for  casualty  insurance  companies. 
Therefore,  if  the  company  goes  under  finan- 
cially, your  policy  would  not  be  picked  up 
by  thisfund. 

The  third  possible  source  of  insurance  is 
the  joint  underwriting  association  (JUA) 
that  was  established  by  SB  491  in  the  last 
session  of  the  legislature. 

As  of  Jan  16,  the  JUA  had  accepted  417 
applications  from  doctors  for  insurance. 

The  maximum  amount  of  coverage  the  JUA 
can  write  is  $300,000.  The  JUA  has  also 
begun  accepting  applications  for  “excess 
layer  coverage.”  That  is,  if  you  have 
$100,000/300,000  coverage  from  a li- 
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censed  company  (not  a surplus  lines  com- 
pany), then  you  can  apply  to  the  JUA  for 
another  $100,000/300,000.  Currently,  the 
sources  of  umbrella  coverage  are  requiring 
from  $200,000/600,000  to  $300,000/ 
900,000  primary  coverage  before  you  can 
get  an  umbrella  coverage  for  a million 
dollars. 

The  JUA  has  also  filed  a new  set  of  classifi- 
cations that  breaks  specialties  down  into 
many  subspecialties.  This  action  was  taken 
so  that  various  practice  types  within  spe- 
cialties could  be  differentiated.  This  clas- 
sification system  has  been  accepted  by  the 
state  insurance  board. 

I know  of  two  basic  sources  of  umbrella  or 
excess  coverage.  These  are  a Dallas  broker- 
age company  called  George  F.  Brown  & 
Sons,  Inc  and  an  insurance  holding  com- 
pany named  the  Crum  & Forster 
Group. 

Mr.  Gray:  I don’t  have  much  to  add  to  my 
morning  presentation  on  the  TMA  liability 
insurance  survey.  (See  related  news  article, 
p 7).  But  I will  give  you  a highlight  of  the 
highlights.  About  95%  of  the  physicians 
in  this  state  do  have  coverage:  5%  do  not. 
Those  that  do  not  have  coverage  are  split. 
About  9%  cannot  obtain  coverage:  40% 
say  the  premium  is  too  high:  the  rest  are 
split  between  not  having  coverage  by 
choice  or  some  other  reason.  In  terms  of 
the  companies  that  are  writing  basic  cover- 
age in  the  state  at  this  time.  Medical  Pro- 
tective covers  58%  of  the  survey  respond- 
ents followed  by  Aetna  with  10%  and 
Hartford  with  7%.  Nine  companies  are 
providing  94%  of  the  coverage  in  the 
state. 


In  terms  of  suits  orclaims,  72%  of  the 
physicians  have  never  had  a suit  filed 
against  them  or  a claim  that  was  discussed 
out  of  court.  About  20%  have  had  one: 

6%  have  had  two.  Less  than  .1%  of  Texas 
physicians  have  had  morethan  four 
suits. 

Question:  Once  protective  legislation  is 
passed,  how  soon  will  rates  go  down? 
Answer  (Dr.  Davis):  We  don’t  know.  The 
bill  SB  635  (defeated  by  the  last  legisla- 
ture) is  verysimilartothe  Indiana  bill  in  its 
basic  philosophy.  There  has  been  no  rate 
reduction  in  Indiana  as  yet.  This  is  part  of 
the  reason  that  I have  come  to  the  conclu- 
sion that  we  must  have  some  very  funda- 
mental changes  in  the  tort  law  system.  I 
don’t  see  any  lowering  of  the  rates  until 
we  have  a considerable  period  of  time  (be- 
tween one  and  five  years)  of  new 
experience. 

Among  our  responsibilities  is  the  need  to 
have  the  good  portions  of  the  current  two- 
year  laws  put  into  permanent  law  status. 
This  refers  to  the  accurate  reporting  of 
settlements,  suits,  and  judgments.  This 
has  never  existed  before  in  Texas. 

Dr.  Hicks:  I would  like  to  add,  however,  that 
Indiana  is  the  only  state  in  which  Medical 
Protective  did  not  raise  premiums  this 
year. 

Question:  Is  there  any  progress  toward 
binding  arbitration? 

Answer  (Dr.  Webb):  We  have  received  and 
reviewed  a lengthy  research  report  on  arbi- 
tration. We  have  discussed  it  and  presented 
it  before  the  full  commission.  We  are  ask- 
ing for  a mechanism  of  voluntary  binding 
arbitration  that  is  feasible  at  this  point  in 


101 


Volume  72,  March,  1976 


102 


Texas.  Although  we  have  an  arbitration  law, 
it  is  not  feasible  because  of  the  require- 
ment that  legal  counsel  be  secured  on  the 
part  of  both  parties  entering  into  the  agree- 
ment. We  are  asking  that  this  requirement 
be  deleted  from  the  Texas  arbitration  law. 

I would  add  that  Dean  Keeton  is  in  favor  of 
writing  a completely  separate  medical  arbi- 
tration law.  He’s  talking  alongthe  lines  of 
a bill  that  was  passed  in  Michigan.  That  bill 
is  an  acceptable  forum  (with  reservations) 
for  resolving  disputes  and  if  our  feelings 
are  correct,  it  would  tend  to  lower  costs  and 
perhaps  eliminate  many  of  the  nonmeri- 
torious  suits. 

Question:  Suppose  we  enter  into  such  an 
agreement  now  with  patients,  without  the 
backing  of  the  law? 

Answer  (Dr.  Webb):  Right  now,  you  can  en- 
ter into  such  an  agreement  if  each  party 
has  legal  counsel. 

Question:  I am  presently  covered  by  Aetna. 
When  should  I start  lookingfor  other  cov- 
erage? Also,  how  do  I go  about  this? 

Answer  (Mr.  Autrey):  First  of  all,  the  date 
upon  which  we  have  been  told  they  will 
cease  renewing  policies  is  May  1.  It  is  pos- 
sible that  they  could  change  this  stand.  I 
would,  however,  look  for  new  coverage. 

With  a good  record  and  depending  upon 
the  type  of  practice,  you  may  find  some- 
thing on  an  individual  basis.  If  you  get  down 
to  the  wire,  you  always  have  the  JUAto  go 
into  even  on  a temporary  basis.  (A  doctor 
must  document  refusal  for  coverage  by  two 
commercial  companies  before  being  ac- 
cepted by  the  JUA). 

Question:  What,  if  anything,  do  the  physi- 


cian members  of  the  commission  hope  to 
do  with  the  contingent  fee? 

Answer  (Dr.  Davis):  I hope  this  is  the  sub- 
ject the  commission  takes  up  last.  First, 
you  are  dealing  with  the  citizen’s  right  of 
contract — a person  can  go  to  an  attorney 
and  enter  into  any  type  of  agreement  for 
payment  which  is  mutually  satisfactory  as 
long  as  it  doesn’t  violate  any  statute.  We 
call  this  the  doctor-patient  relationship. 
Government  programs  have  forced  us  to 
abrogate  our  position  in  this  regard — a 
position  that  we  would  like  to  hold 
dear. 

We  also  must  realize  that  lawyers  have  a 
tremendous  influence  on  what  happens  in 
the  public  forum.  They  dominate  county 
court  houses,  commissioners’  courts,  and 
other  political  subdivisions  because  they 
are  the  ones  with  the  combination  of  mo- 
tivation, education,  and  interest  to  become 
involved  in  this  area. 

We  need  to  approach  this  problem  in  such 
a way  as  to  not  violate  the  right  of  contract 
of  the  individual  patient  or  frighten  all  the 
attorneys. 

As  for  the  contingent  fee  itself,  we  would 
like  to  get  the  lawyers  to  remove  it  from 
any  portion  of  a judgment  that  might  be 
directly  earmarked  for  future  medical  care. 
The  New  Jersey  Supreme  Court  has  ruled 
to  let  the  contingent  fee  stand  in  that  state 
on  a sliding  scale  for  the  portion  of  the 
judgment  for  pain  and  suffering. 

Dr.  Webb:  I think  the  legislative  realism  of 
abolishing  the  contingent  fee  is  nil.  I agree 
with  the  concept  as  Dr.  Davis  presented  it. 
We  have  established  the  same  argument  in 
our  individual  responsibility  program.  I 
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personally  do  not  agree  with  the  contingent 
fee  but  lawyers  don’t  think  like  doctors.  We 
don’t  have  fee  splitting  or  referral  fees. 
They  do.  They  have  a valid  argument  that 
is  hard  to  refute  when  they  talk  about  the 
“poor  patient’s”  rightto  his  day  in  court 
and  that  their  mechanism  of  compensation 
provides  this  avenue.  The  best  I can  hope 
for  is  some  kind  of  scaling  of  the  contin- 
gent fee  such  as  exists  in  New  Jersey. 
Question:  I’ve  heard  it  said  that  if  you  eli- 
minate malpractice  insurance,  you  elimi- 
nate malpractice  claims.  Could  every  doc- 
tor in  the  state  of  Texas  be  covered  for  a 
basic  $100,000/300,000?  Otherwise,  suf- 
ficient coverage  keeps  getting  higher  and 
higher. 

Answer  (Dr.  Webb):  Your  assumption  is 
probably  correct  in  a situation  such  as  Mr. 
Gray  described  where  95  % of  physicians 
have  insurance.  Some  plaintiffs’  attorneys 
admit  this.  Butthose  same  plaintiffs’  attor- 
neys will  tell  you  that  if  significant  numbers 
of  doctors  drop  their  insurance — and  they 
view  doctors  as  not  being  judgment  proof 
individuals — they  have  assured  me  that 
someone  amongtheir  group  will  see  that 
there  is  a test  case.  When  that  test  case  oc- 
curs and  some  doctor’s  assets  are  wiped 
out,  it  is  going  to  have  its  effect  on  the  rest 
of  us. 

Dr.  Davis:  This  concept  of  having  all  doc- 
tors pay  the  same  across-the-board  lia- 
bility won’t  work  unless  there  is  a limitation 
of  liability  by  statute  and  that  may  be  un- 
constitutional. I’m  inclined  to  predict  that 
we  will  get  some  figure  of  limitation  of 
liability  and  that  it  will  be  challenged  in 
the  courts.  I’m  not  inclined  to  predict  the 


Panel  members  fielded  questions  from  the  audience.  Pic- 
tured at  top  are  Jeff  Autrey  and  Dr.  Don  Webb.  Directly 
above  are  Paul  Gray  and  Dr.  Hicks  (with  backs  to 
camera). 
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The  general  problem  in  Texas,  the  TMA  approach,  and 
the  timetable  were  some  of  the  aspects  discussed  dur- 
ing the  Curbstone  Consultation. 


result  of  that  action.  We  have  a subcom- 
mittee of  the  commission  that  feels  strong- 
ly that  because  physicians  are  interdepend- 
ent that  they  should  all  pay  the  same  pre- 
mium. I do  not  reject  this.  I just  do  not  see 
it  as  problem  solving. 

Rates  are  based  on  actuarial  figures.  Right 
now,  we  have  to  get  those  figures.  I’d  like 
to  mention  another  concept  about  which 
the  plaintiffs'  lawyers  have  written.  They 
think  we  should  have  premiums  based  on 
income.  So  does  organized  labor.  Our  own 
attorneys  reject  this  idea. 

Comment:  There’s  a factor  each  of  us  may 
have  forgotten.  We  all  know  our  legislator 
or  one  legislator.  In  our  county  we  are  go- 
ing to  approach  our  legislator  to  find  out 
how  he  is  going  to  vote  on  the  issue.  We’re 
not  saying  he  should  vote  everything  for 
medicine,  but  we  are  going  to  find  out  if  he 
plans  to  give  us  a fair  hearing  or  vote  in  a 
block.  If  he  doesn’t  plan  to  give  us  a fair 
hearing,  we’re  going  to  work  for  the  candi- 
date that  will  listen.  We  may  or  may  not 
succeed  in  this,  but  at  least  we  will  get  a 
little  bit  of  attention. 
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MD  volunteer: 
the  world  is  his  office 


Imagine  these  scenes; 

• Eight  women  delivering  babies  simul- 
taneously in  the  same  room — on  the  table, 
on  the  floor,  on  the  window  sill,  wherever 
there  is  a place. 

• A surgeon  using  sun  light  to  operate  in 
the  hospital  because  of  the  poor  light  in 
the  operating  room. 

• Patients  traveling  600  miles  by  foot,  by 
donkey,  by  cart,  and  by  camel  just  to  see  a 
doctor. 

• Two  obstetrics  patients  sleeping  head 
to  foot  in  each  bed  with  two  babies  sleeping 
in  a pouch  at  the  front  of  each  bed. 

• Women  refusingthe  lUD  because  it 
“clabbered”  the  milk  and  turned  a moth- 
er’s hair  gray. 

If  you  can  picture  yourself  in  the  midst  of 
such  activity  without  panicking,  you  might 
be  interested  in  what  Dr.  Jack  L.  Turner 
calls  “world  medicine.” 

A veteran  of  24  volunteer  physician  tours 
in  developing  countries  of  the  world,  the 
consulting  gynecologist  from  Fort  Worth 
enjoys  the  many  unusual  experiences  and 
intangible  rewards  that  come  from  con- 
tributing medical  assistance  to  foreign 
lands.  He  has  served  in  Asia,  Africa,  the 
Caribbean,  and  South  America.  Most  re- 
cently, he  spent  a month  last  summer  in 
Solo,  Indonesia  with  Care/Medico. 

His  interest  in  “world  medicine”  stems 
from  his  interest  in  teaching  which  started 
when  he  graduated  from  Tulane  University 
School  of  Medicine  in  1948.  He’s  been  en- 
gaged in  some  form  of  teaching  ever  since. 
Dr.  Turner  currently  is  an  assistant  clinical 
professor  of  obstetrics-gynecology  at  The 
University  of  Texas  Southwestern  Medical 
School  at  Dallas. 

Long-devoted  to  his  church  and  his  coun- 
try, Dr.  Turner’s  innate  missionary  zeal  be- 
came a reality  in  1957  when  he  took  his 
first  volunteer  medical  tour.  Yearly  since 
he  has  donated  a month,  two  months,  and 
once  five  months  to  these  efforts. 

In  general  terms.  Dr.  Turner  said  the  people 


of  the  developing  countries  are  very  simi- 
lar. Their  medical  problems  are  those  of 
the  ill-clothed,  ill-fed,  and  ill-housed.  Illi- 
teracy is  high;  education  is  hard  to  come 
by:  jobs  are  scarce.  With  little  or  no  tech- 
nical and  industrial  skills,  the  people  live 
off  the  land.  Income  is  generally  less  than 
$50  per  year.  Opportunities  to  advance  are 
few  and  far  between.  Families  are  large 
with  as  many  as  15-25  children  per 
woman. 

“These  countries  are  museums  of  patho- 
logy,” he  stated.  “People  will  travel  1,000 
km  (600  miles)  to  see  me  because  I am  an 
American  doctor.  They  come  by  any  means 
of  transportation  available  from  foot  to 
camel.” 

He  continued,  “Having  arrived,  patients 
wait  from  early  morning  until  late  in  the 
evening.  Gratitude  shines  in  their  eyes. 
Havingtrained  at  the  Charity  Hospital  in 
New  Orleans,  I have  seen  this  look  many 
times.” 

The  people  in  these  countries  are  grateful, 
gracious,  and  gentle  according  to  Dr.  Turn- 
er. “I  have  never  met  a person  in  these 
countries  that  I did  not  like.” 

Medical  systems 

Medically  speaking,  these  countries  prac- 
tice government-controlled  medicine.  They 
have  no  preventive  medicine,  no  public 
health  program,  no  immunization,  no  sani- 
tation of  water,  no  sewage  disposal,  no 
pasteurization.  Hospitals  have  very  basic 
and  minimal  equipment.  Personnel  is 
abundant  but  poorly  paid.  According  to 
Dr.  Turner,  Indonesia  has  one  physician 
per  20,000  persons;  Tunisia  has  one  for 
every  7,000;  and  Afghanistan  has  one  for 
every  10,000.  The  figures  for  other  such 
countries  are  similar. 

“The  medical  and  nursing  staffs  are  eager 
to  exchange  information,”  Dr.  Turner  re- 
ported. “I  never  teach  them;  they  teach 
me.  We  share  experiences  and  techniques 
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on  ward  rounds,  in  the  clinics,  in  the  de- 
livery room,  in  the  operating  room,  over 
coffee  or  tea,  at  lunch — anytime.” 
Physicians  work  at  the  hospital  a certain 
number  of  hours  a day  and  for  themselves 
in  the  evenings.  “Luxury  is  not  a part  of  a 
physician's  life  in  the  developing  countries. 
I have  visited  in  their  homes  which  are  poor 
by  our  standards.  Still  they  are  very 
proud,”  Dr.  Turner  stated. 

In  some  instances  his  native  counterparts 
had  trained  outside  their  own  countries;  in 
some  instances  they  had  not.  In  Tunisia, 

Dr.  Turner  worked  with  obstetrician-gyne- 
cologists trained  in  France,  Czechoslava- 
kia,  Poland,  and  Bulgaria.  In  Brazil,  no  one 
had  trained  outside  the  country.  In  In- 
donesia, no  one  had  been  farther  than  Ja- 
karta, the  capital.  In  Afghanistan,  hefound 
physicians  who  had  trained  in  Germany, 
Russia,  and  Australia.  In  Jamaica,  they  had 
trained  in  England. 

“It  is  more  difficult  for  those  physicians 
who  have  been  out  of  their  country  because 
they  returned  home  to  hospitals  and  medi- 
cal schools  without  sophisticated  equip- 
ment. I admire  these  physicians  very  much 
because  they  love  their  country  above  the 
economic  security  offered  by  developed 
countries.”  Dr.  Turner  feels  that  volunteer 
physician  programs  are  important  not  only 
for  the  medical  assistance  offered  to  the 
population  but  for  the  postgraduate  medi- 
cal training  offered  to  the  native  medical 
personnel.  “We  are  able  to  train  these  peo- 
ple in  their  own  country  with  their  own 
staff,  usingtheir  own  equipment,”  he 
said. 

Apolitical  status 

Dr.  Turner  emphasized  that  as  a guest  in 
the  various  countries  he  does  not  discuss 
politics.  While  the  people  respect  and  ad- 
mire America,  they  do  not  want  to  be  made 
over  into  the  American  image. 


“The  medical  profession  has  a common 
bond  of  human  relations  that  no  other  pro- 
fession can  enjoy.  Nothing  is  more  person- 
al than  one’s  health.  There  can  be  no  high- 
er trust,”  he  said. 

Dr.  Turner  pointed  out  that  political  condi- 
tions are  taken  into  consideration  before 
the  decision  to  send  volunteers  to  a parti- 
cular country  is  made.  Any  potentially  vola- 
tile or  inflammatory  situation  will  be 
avoided.  If  one  should  occur  as  it  did  with 
Project  Hope  in  the  past  year  in  Ethiopia, 
the  team  will  be  moved,  in  that  instance  to 
Nigeria.  Dr.  Turner  stressed  that  the  word 
“volunteer”  is  understood  throughout  the 
world  and  that  medical  personnel  are  wel- 
comed when  no  one  else  is  tolerated. 

Language 

“Language  barriers  are  no  problem,”  Dr. 
Turnersaid.  “In  every  country,  someone 
speaks  English.  I usually  work  with  17-35 
obstetrician-gynecologists  in  each  country. 
Of  this  number,  five  will  speak  English. 
However,  when  the  occasion  demands,  an 
interpreter  is  always  provided.  The  volun- 
teer physician  will  rarely  give  formal  lec- 
tures before  large  groups,  but  an  English 
speaking  native  physician  or  medical  stu- 
dent is  available  when  needed.  I always 
make  it  my  business  to  learn  enough  of  the 
language  to  ask  the  essential  OB-GYN 
questions.” 

He  said  that  local  physicians  usually  want 
to  practice  their  English  so  they  can  im- 
prove. He  thought  it  was  a fun  experience 
to  see  them  adjust  to  different  forms  of 
“American  English.”  In  Solo,  Indonesia, 
for  example,  Dr.  Turner  served  with  an  in- 
ternist from  California  and  an  anesthesiol- 
ogist and  surgeon  from  New  York. 

“Each  of  us  spoke  with  a different  accent, 
However,  very  soon  the  Indonesians  got  on 
our  ‘wave  lengths’  and  all  went  well.  They 
seemed  to  have  the  greatest  difficulty  with 
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my  version — a Texas  English  with  a Louisi- 
ana accent.  It  never  takes  anytime  to  over- 
come a language  barrier — all  it  takes  is  a 
good  smile,  a warm  handshake,  and  a 
genuine  desire  to  share  one’s  knowledge 
and  experience  with  them,”  he 
explained. 

Fond  memories 

‘‘Each  tour  is  a memorable  experience,” 

Dr.  Turner  said.  ‘‘The  country  itself  and 
the  people  there  become  a part  of  my  life. 
The  Afghan  people  have  a history  that 
dates  back  5,000  years.  Alexander  the 
Great,  Genghis  Khan,  Tamerlane,  and  Mar- 
co Polo  are  part  of  its  history.  Kabul, 
Afghanistan  is  the  crossroads  of  Asia,  the 
connection  between  India  and  China.  I have 
walked  these  paths  as  well  as  the  Khyber 
Pass  of  Kiplingfame.” 

Of  Brazil  Dr.  Turner  said,  ‘‘This  great  coun- 
try with  its  northern  Amazon  territory  af- 
fords the  volunteer  physician  the  oppor- 
tunity to  share  experiences  with  dedicated 
people  in  medicine  and  at  the  same  time 
explore  this  vast  expanse  of  land.” 

He  described  Indonesia — an  archipelago 
of  islands  over  2,000  miles  in  length.  This 
country,  dominated  for  350  years  by  the 
Dutch,  reaches  out  to  Australia  for  most  of 
its  postgraduate  medical  training. 

‘‘My  experience  with  Dr.  Sucharjoand  his 
staff  will  always  be  a memorable  one.  We 
kept  the  260  OB-GYN  beds  filled  with  ill 
people,”  Dr.  Turner  remembered. 

Tunisia,  which  boasts  the  ancient  city  of 
Carthage  with  its  3,000  years  of  history 
has  700  physicians  for  5,000,000  people. 
‘‘French-speaking  Arab  physicians  enthrall- 
ed usdaily  with  a wide  range  of  disease  in- 
cluding hundreds  of  cases  of  Echinococcal 
disease,  pelvic  tuberculosis,  cancer  of  the 
pelvis,  and  obstetrical  pathology  beyond 
imagination.  In  our  spare  time  we  visited 
the  ruins  of  Carthage  and  learned  of  the 


Above  are  two  scenes  from  Muwardi  Hospital  in  In- 
donesia. At  top,  Dr.  Turner  is  shown  on  rounds  with  the 
staff.  Directly  above  he  is  shown  in  surgery.  According 
to  Dr.  Turner,  the  Indonesian  doctors  were  anxious  to 
learn  new  techniques  from  the  visiting  Americans. 
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At  top,  Dr.  Turner  (left)  is  pictured  with  Dr.  Richard  Link 
(seated)  of  Tacoma,  Wash,  the  senior  medical  officer  of 
Care/Medico  in  Solo,  and  Dr.  Sucharjo,  chief  of  obste- 
trics-gynecology at  the  Muwardi  Hospital.  Directly  above. 
Dr.  Turner  relaxes  with  the  hospital  staff. 


history  of  the  Punic  Wars.  What  more  could 
one  ask  for?  This  is  where  Hannibal  fought 
the  Romans  on  elephants.  Here  also  is  the 
Hand  of  Fatima  (Mohammed’s  daughter),” 
Dr.  Turner  related. 

Over  the  years,  Dr.  Turner  has  come  home 
with  a variety  of  items  indigenous  to  vari- 
ous parts  of  the  world  such  as  Persian 
rugs,  cloisonne  vases  from  China,  batik 
(Solo,  Indonesia  is  the  world’s  leading  batik 
maker),  alpaca  sweaters,  and  semi-pre- 
cious stones  from  Brazil. 

Sponsoring  groups 

Dr.  Turner  said  there  are  several  organiza- 
tions that  regularly  sponsor  tours  for  phy- 
sicians. These  include  Care/Medico,  Proj- 
ect Hope,  Direct  Relief,  and  many  denomi- 
nations of  religious  missions.  In  addition, 
physicians  may  also  be  invited  to  serve  as 
volunteer  professors  at  various  universities 
throughout  the  world. 

‘‘Physicians  are  constantly  exposed  to 
newsletters,  journals,  and  magazines  stat- 
ingthe  needs  for  medical  personnel  in 
various  countries.  All  it  takes  is  to  answer 
one  of  these  advertisements  and  one  is  on 
his  way,”  he  stated. 

According  to  Dr.  Turner,  one  can  often  pick 
the  country  he  chooses  to  serve.  However, 
it  is  generally  known  that  assistance  is 
needed  in  a certain  country.  Spouses  often 
accompany  the  physicians,  but  it  is  inf  re- 
quent  for  children  to  do  so  because  of  the 
public  health  situation  in  developing 
countries.  Tours  are  at  least  one  month, 
often  two,  and  not  infrequently 
longer. 

‘‘Each  physician  has  to  make  his  own  ar- 
rangements about  his  practice  when  he  is 
away,”  Dr.  Turnerexplained.  "This  will 
vary  with  the  type  of  practice.  In  my  case,  I 
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am  in  solo  practice.  My  patients  have  been 
‘trained’  to  have  me  leave  for  two  months 
each  year  since  1957.  We  mail  out  post- 
cards in  advance  of  my  departure  so  they 
can  arrange  to  have  their  routine  visits  and 
elective  surgery  before  or  after  I 
leave.” 

Dr.  Turner  said  the  local  citizenry  has  been 
highly  complimentary  of  his  volunteer  ef- 
forts, and  his  patients  are  proud  that  he 
donates  his  time  in  this  manner.  ‘‘I  have 
found  that  the  average  American  has  a gen- 
erous missionary  feeling.  Every  person  who 
has  ever  donated  tothe  volunteer  organiza- 
tions is  really  a part  of  the  tour.  After  all, 
they  make  it  possible — ^there  is  no  govern- 
ment funding.” 

Dr.  Turnerdid  point  out  that,  as  a consult- 
ing gynecologist,  his  practice  is  highly  spe- 
cialized. But  any  volunteer  physician  in 
solo  practice  will  certainly  sacrificefinan- 
cially.  Dr.  Turner  said  his  income  declines 
by  one-fourth  with  each  two-month  tour.  He 
adds,  however,  that  the  ‘‘benefits  I receive 
far  outweigh  the  loss  of  income.” 

Financial  arrangements  vary  according  to 
the  volunteer  program.  Project  Hope  pays 
the  transportation  to  and  from  the  country 
of  service.  It  also  provides  room  and  board. 
(Project  Hope  has  discontinued  the  hos- 
pital ship  but  operates  land-based  pro- 
grams in  Asia,  South  America,  Africa,  and 
Jamaica.)  Most  of  the  other  organizations 
do  not  give  financial  support  to  the  volun- 
teers. For  instance,  last  summer,  Dr.  Turn- 
er paid  his  airfare  to  and  from  Indonesia. 
While  he  was  there,  he  paid  a flat  fee  for 
living  and  eating  in  the  staff  house  adja- 
cent to  the  Care/Medico  office.  Drivers  and 
cars  were  provided. 

Dr.  Turner  suggested  several  ‘‘qualifica- 
tions” for  volunteer  physicians.  They 
should  1)  enjoy  people,  2)  liketoteach,  3) 


be  able  to  accept  some  deprivation,  4) 
want  to  see  types  of  disease — all  organic 
— that  can  never  be  seen  in  this  country, 

5)  be  able  to  accept  the  native  physician 
as  an  equal — a peer,  6)  understand  the 
patient  will  progress  at  a rate  less  than  de- 
sirable by  U S standards,  and  7)  not  be 
tempted  to  change  native  physicians  but 
be  willing  to  demonstrate  better  techniques 
and  methods. 

In  a nutshell,  a volunteer  tour  is  an  educa- 
tion— exposure  to  history,  geography,  ar- 
chitecture, archeology,  and  many  aspects 
of  other  cultures.  But  more  than  that.  Dr. 
Turner  said  it  is  an  experience  in  becom- 
ing a better  doctor,  a more  compassionate 
person,  a better  humanitarian,  and  a more 
grateful  American. 
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A look  at 

California’s  wine  country 


L.  A.  Charpentier,  MD 

The  beautiful  Silverado  Country  Club  in 
Napa,  above  San  Francisco,  was  our  base 
during  our  stay  in  California. 

Wine  tasting  began  on  the  first  evening  as 
we  became  familiar  with  the  wines  of 
Charles  Krug  Winery  of  St.  Helena.  The 
whites  included  a Blanc  Fume,  a Johannis- 
berg  Reisling,  and  a Gewurztraminer.  The 
Pinot  Noir  and  Cabernet  Sauvignon  were 
outstanding  among  the  reds.  With  the 
multi-course  dinner  we  tasted  Krug’s 
Chablis  and  Zinfandel. 

The  following  morning  our  tour  bus  head- 
ed through  a light  rain  and  mist  along  a 
highway  lined  with  vineyards  of  fame  and 
fable.  Our  destination  was  Sonoma  County 
and  the  Russian  River  country  where  the 
first  of  our  stops  was  the  winery  of 
Chateau  Souverain. 

A handsome  new  building,  patterned  after 
the  old  hop  barns  which  once  dotted  the 
countryside,  was  tucked  into  a fold  of  the 
hills.  After  a tour  of  the  winery  we  tasted 
theirtable  wines  including  an  excellent 
dry  Chenin  Blanc  ’73,  a Johannisberg 
Reisling  ’73,  and  a Zinfandel 
’72. 


Editor’s  note:  The  author,  a Galveston  physician, 
is  a member  of  TMA’s  Oenological  Society  which 
has  sponsored  several  such  trips  to  California  as 
the  one  described  here.  Among  the  group’s  ac- 
tivities is  an  annual  dinner-meeting  scheduled  to 
coincide  with  TMA’s  Annual  Session.  This  year’s 
dinner  is  scheduled  for  8 pm  May  6 in  the  Parisi- 
an Room  of  the  Fairmont  Hotel  in  Dallas.  Reserva- 
tions for  the  $50-per-plate  dinner  should  be 
made  by  April  23  by  contacting  Dr.  Jack  Eidson, 

P 0 Box  696,  Weatherford  76086. 


The  next  stop  was  on  a canyon  road  west  of 
Geyserville  at  the  J.  Pedroncelli  winery, 
one  of  the  smaller  family-owned  vineyards 
of  quality  and  varietal  wines.  A special 
treat  here  was  the  tasting  of  a Cabernet 
Sauvignon  ’68,  of  which  none  is  now  for 
sale. 

After  a delightful  picnic  lunch,  we  stopped 
at  the  Simi  Winery  of  Healdsburg.  This 
picturesque  winery  dates  back  to  1876, 
when  the  brothers  Simi,  Guiseppe  and 
Petro,  discovered  the  site.  From  grapes 
grown  in  the  distinctive  “mini-clime”  of  Al- 
exander Valley,  the  present  owners  have 
produced  wines  of  distinction  and  have 
helped  to  attain  a separate  appellation,  the 
smallest  in  size,  in  California. 

Dinner  the  same  evening  was  prepared  at 
thetasting  room  of  the  Mondavi  Winery  in 
Oakville.  The  owner  and  winemaster,  Rob- 
ert Mondavi,  joined  us  and  discussed  his 
wines  in  depth. 

The  ambience  was  delightful  as  we  dined  to 
the  music  of  mariachis  and  tasted  with  our 
first  course  his  Fume  Blanc  ’72  which  is  a 
dry  edition  of  the  sweeter  Sauvignon 
Blanc.  Mondavi  Pinot  Noir  ’71  comple- 
mented the  entree.  Our  visit  ended  on  a 
full  and  quiet  note  of  pleasant  satis- 
faction. 

One  morning  we  visited  Korbel  Brothers 
Winery,  at  Rio  Nido,  a name  famous  for  its 
highly-prized  champagne,  but  one  which 
also  adorns  a full  line  of  table  wines.  Start- 
ing from  a picturesque  former  Northwes- 
tern Pacific  Railroad  depot  which  was 
bought  for  five  dollars  in  1935,  we  toured 
the  winery  to  see  the  traditional  methode 
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Typical  picturesque  California  winery. 


champanoise  which  governs  this  wine’s 
production. 

Another  highlight  of  the  trip  was  our  stop 
at  Foppiano  Wine  Company  where  we  were 
greeted  by  Lou  Foppiano,  descendant  of 
the  founder  who  settled  here  in  1894.  The 
unique  tasting  room  is  a railroad  caboose, 
and  it  was  here  after  the  tour  that  we  tried 
theirZinfandel  ’71,  Camay  Beaujolais  ’73, 
and  Cabernet  Sauvignon  ’70.  Other  inter- 
esting sights  on  the  trip  included  the  San 
Francisco  Wine  Museum  and  Ghirardelli 
Square,  just  to  name  two. 

We  had  our  last  gourmet  dinner  and  tast- 
ing at  the  Stanford  Court  Hotel.  We  de- 


lighted in  Almaden  Extra  Dry  Champagne 
with  the  canapes  of  quiche  and  pate,  and  a 
Wente  Wente  Grey  Reisling  with  the  crab 
ramekin  fournous.  To  complement  the  en- 
tree of  roast  rack  of  lamb,  Inglenook  Zin- 
fandel  was  featured. 

Needless  to  say,  when  departing  for  Tex- 
as, we  were  well  laden  with  memories, 
sated  appetites,  and  several  bottles  of 
chosen  wines. 


Ill 
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Grapes  for  Texas  environments 


George  Ray  McEachern,  PhD 

Texas  has  long  been  known  for  its  diverse 
terrains,  soils,  precipitation,  and  tem- 
perature. Despite  the  contrasts,  however, 
Texans  are  joining  the  “wine  boom”  and 
establishing  trial  vineyards  in  every  sec- 
tion of  the  state. 

Limiting  factors 

As  grapes  challenge  the  Texas  environ- 
ments, several  significant  limiting  factors 
will  be  tested.  The  most  significant  prob- 
lem to  Texas  grape  culture  is  Pierce’s  dis- 
ease. This  bacteria-like  pathogen  has  pre- 
vented bunch  grape  culture  in  the  Gulf 
Coast  states  since  early  settlers  attempt- 
ed to  grow  Old  World  grapes.  Broad-spec- 
trum tetracyclines  have  given  temporary 
suppression  of  the  disease,  but  cannot  be 
used  as  a cure.  There  are  several  varie- 
ties of  bunch  grapes  which  are  tolerant  to 
Pierce’s  disease  and  can  be  grown  in  East 
Texas,  the  Gulf  coast  region,  and  South 
Texas. 

Other  problems  affecting  grapes  include 
cotton  root  rot  (a  soil-borne  fungus), 
freezes  and  frosts,  hail,  and  wind.  But 
considering  these  factors,  growers  con- 
tinue to  plant  new  vineyards  in  hopes  of 


Editor’s  note:  Dr.  McEachern  is  an  extension 
horticulturist  with  the  Texas  Agricultural  Exten- 
sion Service  at  Texas  A&M  University  in  College 
Station.  Last  year  he  spoke  to  a gathering  of  Tex- 
as physician-oenologists  regarding  the  suitability 
of  grapies  for  Texas  environments.  This  article  is 
a condensation  of  his  presentation. 


producing  economically-productive 
grapes. 

Types  available  for  Texas 

There  are  four  types  of  grapes  which  can 
be  grown  in  Texas:  American  hybrids, 
French  (Vitis  vinifera)  hybrids;  French  X 
American  hybrids,  and  muscadines  (Vitis 
vinifera).  American  hybrids  are  well 
adapted  to  the  northern  states  and  are 
classically  similartothe  “concord”  varie- 
ty. Many  of  these  varieties  were  developed 
in  Texas  in  the  late  1800s  byT.  V.  Munson 
of  Denison.  Several  of  the  American  hy- 
brid varieties  which  are  adaptable  to 
north,  central,  and  south  Texas  include 
Lenoir  (Black  Spanish),  Herbemont, 
Champanel,  Favorite,  Ellen  Scott,  Beacon, 
Carman,  Fredonia,  and  Golden 
Muscat. 

French  (Vitis  vinifera)  hybrids  are  native 
to  Europe  and  are  grown  primarily  in  Cal- 
ifornia. The  region  west  of  the  Pecos  River 
is  an  excellent  environment  for  French 
varieties.  Some  of  the  most  prominent  va- 
rieties include  Thompson  seedless, 

French  Colombard,  Emerald  Riesling, 
Chenin  blanc,  Barbera,  Ruby  Cabernet, 
and  Petite  Sirah. 

French  X American  hybrid  varieties  have 
been  developed  through  cross  breeding 
and  selection  to  develop  a variety  which 
exhibits  the  disease  resistance  of  the 
American  hybrids  and  the  fruit  quality 
and  production  of  the  French  hybrids.  Ma- 
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Black  Spanish  grapes. 


jor  breeding  programs  in  France,  New 
York,  Arkansas,  Florida,  and  California 
have  developed  new  French  X American 
hybrid  varieties.  Several  of  these  have 
performed  well  in  north  and  central  Tex- 
as. These  include  Seibel  9110,  Seyve-Vil- 
lard  12-375,  Aurelia,  Himrod,  and  Caro- 
lina Blackrose. 

Muscadines  are  native  to  the  southeastern 
states  and  very  well  adapted  to  the  humid 
sandy  areas  of  East  Texas  and  the  Gulf 
coast.  Muscadines  which  have  performed 
well  in  EastTexas  include  Flunt,  Jumbo, 

Cowart,  Fliggins,  Carlos,  and 
Magnolia. 

There  is  only  one  commercial  winery  in 
the  state  currently  producing  its  own 
grapes.  Flowever,  many  new  plantings 
have  been  established  across  Texas.  The 
Texas  Agricultural  Extension  Service  is 
evaluating  over  100  grape  varieties  in 
various  Texas  locations.  It  is  anticipated 
that  the  best  varieties  for  each  specific 
area  of  Texas  can  be  identified  through 

these  demonstrations.  113 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

INSURANCE  BOARD  ADOPTS  RULES  FOR  ‘NEWBORN  COVERAGE’ 


In  1973,  the  legislature  adopted  Article 
3.70-2(D)  which  provided  that  any  individ- 
ual or  group  policy  of  accident  and  sick- 
ness insurance,  which  provided  coverage 
for  “additional  newborn  children  or  mater- 
nity benefits  must  include  initial  coverage 
of  the  newborn  infant  from  the  moment  of 
birth,  without  limitations  or  exclusions  for 
congenital  defects  of  a newborn  child.” 

The  act  also  included  a provision  that 
the  newborn  coverage  from  the  moment  of 
birth  apply  to  all  "policies  issued  or  issued 
for  delivery,  renewed,  extended,  or  amend- 
ed in  the  State  of  Texas  on  or  after  January 

1. 1974. ”  The  insurer  was  authorized  to 
charge  additional  premiums  which  are 
“just  and  reasonable  for  the  additional 
risks  incurred  by  compliance  with  this  act.” 

While  the  new  law  appeared  to  be  clear 
and  unambiguous,  the  State  Board  of  In- 
surance was  unsure  as  to  when  a policy 
was  actually  renewed  or  extended,  and  this 
uncertainty  was  not  finally  addressed  by 
the  board  until  the  adoption  of  rules  and 
regulations  with  respect  to  newborn  cover- 
age July  17, 1975  (effective  Aug  1, 1975) 
and  amended  Dec  23, 1975. 

Now,  at  last,  the  board  has  adopted  rules 
which  provide  that  a policy  written  before 
Jan  1, 1974  is  “renewed,  extended  or 
amended”  after  that  date  if  the  policy: 

1.  Allows  the  insurer  to  renegotiate  the 
termsof  the  policy  after  Jan  1, 1974,  or; 

2.  Allows  the  insurer  to  adjust  the  pre- 
miums charged  under  the  policy  after  Jan 

1. 1974,  and  the  policy  continues  in  effect 
after  the  time  such  renewal  could  be  or  was 
accomplished. 

Also,  a non-cancellable  and  guaranteed 
renewable  policy,  written  before  Jan  1, 
1974,  is  considered  to  be  renewed,  extend- 


ed or  amended  if  a rate  adjustment  could 
be  accomplished  after  that  date. 

Additionally,  a group  policy  written  in 
conjunction  with  a collective  bargaining 
agreement  shall  be  considered  to  be  re- 
newed, extended  or  amended  upon  the  ex- 
piration of  any  applicable  collective  bar- 
gaining agreement.  If  these  rules  are  effec- 
tively enforced  by  the  state  board  it  will 
mean  that  almost  every  group  insurance 
contract  for  sickness  and  accident  cover- 
age will  provide  benefits  from  the  moment 
of  birth,  and  individual  contracts  written  in 
the  future  and  those  with  premium  rate  ad- 
justment provisions  currently  in  force 
should  provide  the  same  level  of  benefits. 

Officials  with  the  insurance  board  indi- 
cate that  some  of  the  lesser  known  com- 
panies continue  to  refuse  to  broaden  their 
coverage  as  required  by  Article  3.70-2(D) 
of  the  Insurance  Code.  Physicians  and  in- 
sureds who  become  aware  of  such  com- 
panies who  reject  claims  for  benefits  for 
newborns  from  birth  should  notify  the  State 
Board  of  Insurance. 

Some  officials  indicate  that  the  situation 
may  not  become  finally  resolved  until  there 
is  an  appellate  court  opinion  holding  a 
company  liable  and  imposing  the  statutory 
penalties  for  the  rejection  of  a valid  claim. 

Nevertheless,  the  rules  and  regulations 
of  the  State  Board  of  Insurance  should 
serve  to  substantially  clarify  the  board's 
interpretation  that  companies  shall  be 
deemed  to  have  amended  outstanding  poli- 
cies to  include  this  important  coverage 
after  a renewal  date,  a premium  increase 
or  date  upon  which  the  premium  could 
have  been  increased.  Policies  issued  after 
Jan  1, 1974,  must  contain  the  complete 
newborn  coverage. 
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MEDICINE  AND  THE  LAW 

HOSPITALS,  SURGEONS  JOINTLY  LIABLE  FOR  OPERATING  ROOM  NURSE  NEGLIGENCE 


Two  Texas  appellate  cases,  decided  by  dif- 
ferent courts  only  two  weeks  apart  have 
held  that  a hospital  may  be  jointly  liable 
with  the  physician  if  the  operating  room 
nurse  is  negligent  in  sponge  counts,  and 
the  plaintiff  recovers  against  the  physician 
for  malpractice  based  upon  a foreign  ob- 
ject left  within  the  patient’s  body  after  sur- 
gery. This  is  an  important  departure  from 
the  single  “captain  of  the  ship’’  doctrine 
which  has  been  applied  in  Texas  for  many 
years. 

The  two  cases,  Worley  Hospital,  Inc  vs  Cald- 
well, 529  SW2d  630,  by  the  Court  of  Civil 
Appeals  of  Amarillo  on  OctSl,  1975,  and 

Ramonevs  Mani, SW2d , by  the 

Eastland  Court  of  Civil  Appeals  on  Nov  14, 
1975,  have  held  that  while  the  theory  of  the 
captain  of  the  ship  is  still  a viable  doctrine 
in  Texas  and  the  surgeon  in  charge  may  be 
responsible  and  liableforthe  negligent 
acts  of  hospital  employees,  the  hospital 
may  also  be  liable  for  the  same  employees 
when  the  nurse  is  negligent  in  the  perfor- 
mance of  duties  assigned  by  the 
hospital. 

In  both  instances,  the  jury  had  found  that 
the  nurses  failed  to  make  a correct  count 
of  the  sponges.  It  was  further  held  that  they 
were  not  the  “borrowed  employees”  of  the 
surgeon,  but  were  employees  of  the  hos- 
pital and  supposedly  trained  fortheir  as- 
signed duties  in  the  operating  room. 

Both  opinions  come  to  the  same  conclu- 
sion, citing  different  appellate  court  cases 
from  other  jurisdictions  where  the  doctrine 
had  previously  been  established  that  a 
nurse  may  be  underthe  control  and  super- 
vision of  both  the  surgeon  and  the 
hospital. 

In  the  Worley  Hospital  case,  the  Amarillo 
court  cited  with  approval  a Pennsylvania 
court  opinion  which  stated: 


Hospitals,  as  well  as  the  operating  sur- 
geons, owe  a duty  to  the  patient.  If  that 
duty  is  breached  under  circumstances 
from  which  a jury  could  reasonably  con- 
clude that  the  negligent  party  was  at  the 
same  time  the  servant  of  two  masters, 
both  masters  may  be  liable. 

The  Amarillo  Court  of  Civil  Appeals  then 
held: 

Although  ordinarily  the  control  which  a 
master  can  properly  exercise  over  the 
conduct  of  the  servant  will  prevent  sim- 
ultaneous service  to  two  masters,  never- 
theless, Texas  courts  recognize  that  the 
same  act  may  be  done  in  the  service  of 
two  masters  where  both  have  the  re- 
quisite control  and  the  act  is  within  the 
scope  of  his  service  to  both. 

The  court  concluded  that  even  though  the 
evidence  supported  a finding  that  the  sur- 
geon himself  did  not  fail  to  exercise  or- 
dinary care  when  examiningthe  patient’s 
abdomen  before  closing,  Texas  law  would 
hold  the  operating  surgeon  to  be  liable  for 
the  negligence  of  the  nurses.  However,  the 
hospital,  underthe  circumstances  of  the 
case  before  the  court,  would  also  be  liable 
for  the  same  negligent  acts  of  the 
nurse. 

In  the  Ramone  case,  the  Eastland  Court  of 
Civil  Appeals  also  concluded  that  the 
nurses  were  acting  as  servants  of  the  hos- 
pital, and  not  as  borrowed  servants  of  the 
physician,  at  the  time  of  the  incorrect 
sponge  count. 

The  hospital  is,  therefore,  liable  underthe 
doctrine  of  “respondeat  superior.” 

The  court  described  the  hospital’s  control 
over  and  resulting  responsibility  for  the  ac- 
tions of  the  operating  room  nurse  in  the 
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following  manner: 

Physicians,  permitted  to  do  surgery  at 
Hendricks  (Hospital)  have  nothingto  do 
with  the  assignment  of  personnel  to  the 
operating  room.  All  of  the  personnel,  ex- 
cept for  the  anesthesiologists,  are  em- 
ployed directly  by  the  hospital.  Person- 
nel may  be  replaced  during  surgery  at 
the  direction  of  the  hospital  without  the 
consent  of  the  surgeon.  Prior  to  surgery, 
the  operating  room  is  prepared  by  hos- 
pital personnel,  includingthe  supplying 
of  all  equipment  and  supplies.  In  surgi- 
cal procedures  established  by  Hen- 
dricks, nurses  are  directed  how,  when 
and  how  many  times  to  count  sponges. 

The  Eastland  court,  citinga  Louisiana  cir- 
cuit court  opinion,  quoted  with  approval 
the  following  language: 

In  our  opinion  the  counting  of  laparo- 
tomy squares  in  the  instant  case  was  not 
an  act  requiring  the  exercise  of  a parti- 
cular skill  or  discretion  acquired  or  de- 
veloped by  special  training.  It  was  an  act 
which  could  have  been  done  by  an  un- 
skilled or  untrained  employee  and  it  did 
not  involve  the  exercise  of  professional 
judgment.  We  conclude  that  the  incor- 
rect count  was  not  a medical  mistake;  it 
was  an  administrative  or  nonprofession- 
al mistake  from  which  liability  on  the 
part  of  the  hospital  can  result. 

The  court  further  cited  a Tennessee  court 
opinion  which  held  that  when  a nurse  acts 
under  the  orders  of  a private  physician  in 
matters  “involving  professional  skill  and 
decision,  she  is  absolved  from  liability  for 
her  acts.”  When  she  is  acting  as  a result  of 
orders  not  from  the  physician  but  the  hos- 
pital by  which  she  was  employed,  then  the 
hospital  may  become  liable.  The  Tennessee 
court  stated: 


The  selection  of  proper  sponges  was  the 
duty  of  the  hospital.  Countingthe 
sponges  so  as  to  see  that  no  sponge  was 
left  in  the  body  of  the  patient  required 
no  special  professional  skill  or  decision 
of  the  surgeon.  Indeed,  Dr.  Schuler  re- 
lied upon  the  sponge  count  of  the  nurse. 

Thus,  the  Eastland  court  concluded,  as  did 
the  Amarillo  Court  of  Civil  Appeals,  that 
(1)  the  employees  of  the  hospital  were  not 
the  borrowed  employees  of  the  surgeon, 
and  (2)  their  negligent  conduct  which  prox- 
imately  caused  the  damages  to  the  plaintiff 
resulted  in  the  hospital's  being  a joint 
“tort-feasor”  along  with  the 
surgeon. 

While  these  cases  may  be  modified  or  re- 
versed upon  appeal  to  the  Supreme  Court 
of  Texas,  two  courts  of  civil  appeal  have 
independently  concluded  that  hospitals 
will  share  in  the  liability,  along  with  the  sur- 
geon, for  negligent  acts  of  hospital  em- 
ployees while  performing  duties  assigned 
to  them  by  their  employer.  Even  though 
the  captain  of  the  ship  doctrine  has  once 
again  been  upheld,  the  substantial  modifi- 
cation in  that  doctrine  adopted  by  these  two 
appellate  courts  serve  notice  on  hospitals 
that  the  negligence  of  hospital  employees 
will  create  a joint  liability  where  negligence 
occurs  in  the  performance  of  assigned  du- 
ties overwhich  the  institution  retains  con- 
trol and  direction. 

The  Office  of  the  General  Counsel  will  fol- 
low these  cases  in  order  to  report  in  this 
column  future  developments  in  this  impor- 
tant medical-legal  concept. 

TMA  Office  of  General  Counsel 
Sam  V.  Stone,  Jr. 
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Medicine  in  literature 


YOUR  LIFE  DEPENDS  ON  IT,  (motion  pic- 
ture), American  Hospital  Association, 
1975,  28  min,  sd,  16  mm. 

This  film  presents  three  cases  (premature 
baby  with  respiratory  distress,  heart  at- 
tack, and  abdominal  aortic  aneurysm  rup- 
ture) and  follows  each  from  the  time  of 
arrival  atthe  hospital  until  departure.  The 
film  describes  the  American  hospital  at 
work,  and  all  thetrained  personnel  neces- 
sary to  care  for  just  one  patient. 


ciety’s  existing  attitudes  on  alcohol,  nico- 
tine, marijuana,  barbiturates,  ampheta- 
mines, and  heroin  are  examined.  The  film 
inquires  into  the  motives  as  well  as  the 
risks  involved  in  drug-taking  behavior. 


IN  THE  TMA  LIBRARY 

Apple  D J and  Rabb  M F;  Clinicopathologic 
Correlation  of  Ocular  Disease.  St.  Louis,  C V 
MosbyCo,  1974. 


PARENTERAL  ALIMENTATION,  (motion 
picture),  American  College  of  Surgeons, 
Surgical  Film  Library,  Davis  and  Geek  Dis- 
tributors, 1973,  32  min,  sd,  color. 

This  film  shows  insertion  and  long-term 
maintenance  of  the  subclavian  vein  cathe- 
ter. The  formulation  and  administration  of 
the  various  nutrients  solutions,  manage- 
ment of  patient,  techniques  to  minimize  in- 
fections, and  metabolic  complications  are 
presented. 

EAT,  DRINK  AND  BE  WARY,  (motion  pic- 
ture), Churchill  Films,  1975,  21  min,  sd, 

16  mm,  color. 

Shoppers,  cooks,  kids,  and  critics  vent 
their  views  on  eating  habits  and  on  pro- 
cessed foods  which  now  make  up  much  of 
the  diet.  The  nutritional  losses  from  pro- 
cessing and  refining  are  explored  as  well  as 
the  reasons  for  increased  use  of  food  addi- 
tives and  colorings.  The  role  of  advertising 
in  changing  food  habits  is  illustrated.  The 
film  encourages  a good  basic  diet  contain- 
ing unprocessed  natural  foods. 

BOOZERS  AND  USERS,  (motion  picture), 
Mac  Miller/Avanti  Films,  Inc,  1975,  24 
min,  sd,  color,  16  mm. 


Chapman  J S:  Byron  and  the  Honourable 
Augusta  Leigh.  New  Haven,  Yale  University 
Press,  1975. 

Gibson  G L (ed):  Injection  in  Hospital,  ed  2. 
New  York,  Churchill  Livingstone,  1974. 

Hodgman  E C (ed):  Nursing  Digest,  1975 
Review  of  Medicine  and  Surgery.  Wakefield, 
Mass,  Contemporary  Publishing,  Inc, 

1975. 

Holder  A R:  Medical  Malpractice  Law.  New 
York,  John  Wiley  and  Sons,  1975. 

Magee  J H:  Index  of  Suspicion  in  Treatable 
Diseases.  Philadelphia,  Lea  and  Febiger, 
1975. 

Kohler  P 0 and  Ross  G T (eds);  Diagnosis 
and  Treatment  of  Pituitary  Tumors,  New 
York,  American  Elsevier  Publishing  Co, 

1973. 

Low  A A:  Mental  Health  Through  Will-train- 
ing, ed  19.  Boston,  Christopher  Publishing, 

1974. 

Payne  W S,  and  Olsen  A M:  The  Esophagus. 
Philadelphia,  Lea  and  Febiger,  1974. 


Narrated  by  James  Franciscus,  this  film 
presents  a broad  spectrum  of  drugs.  So- 
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Medical  Newsmakers 


A retired  Amarillo  physician,  DR.  E.  K. 
JONES,  has  been  appointed  to  the  College 
of  Santa  Fe's  Board  of  Trustees.  Dr.  Jones 
was  one  of  four  recently  appointed  to  the 
college’s  16-member  governing  board.  Dr. 
Jones,  a past  president  of  the  Potter-Ran- 
dall  County  Medical  Society  and  the  Texas 
Society  of  Internal  Medicine,  now  resides 
in  Santa  Fe,  NM,  with  his  wife. 

DR.  M.  T.  JENKINS,  chairman  of  the  De- 
partment of  Anesthesiology  at  The  Univer- 
sity of  Texas  Health  Science  Center  at  Dal- 
las, has  been  elected  to  a three-year  term 
on  the  Coordinating  Council  on  Medical 
Education,  one  of  three  representatives 
from  the  Council  of  Medical  Specialty  So- 
cieties. The  CCME  is  composed  of  repre- 
sentatives from  the  American  Board  of 
Medical  Specialties,  the  American  Hospital 
Association,  the  Association  of  American 
Medical  Colleges,  the  Council  of  Medical 
Specialty  Societies,  and  the  American 
Medical  Association. 

DAVID  K.  FERGUSON,  former  director  of 
the  Regional  Medical  Program  of  Texas, 
has  assumed  the  position  of  director  of 
government  marketing  for  the  mid-con- 
tinent region  for  Health  Applications  Sys- 
tems Inc,  a health  industry  service 
organization. 

Joining  the  Project  Hope  medical  educa- 
tion staff  in  Maceio,  Brazil  as  program  di- 
rector is  DR.  HERMAN  W.  ANDERSON  of 
Fort  Worth.  Dr.  Anderson  has  had  a private 
practice  in  pediatrics  in  the  Fort  Worth  area 
for  over  20  years.  Most  recently  he  has 
worked  with  the  Hospital  for  Sick  Children 
in  Toronto,  Canada.  Maceio  is  the  second 
city  in  northeast  Brazil  to  have  a Project 
Hope  program.  In  1972,  Project  Hope  be- 
gan a similar  mission  in  Natal,  Brazil. 


Following  20  years  of  research,  DR.  W. 
DOAK  BLASSINGAME  of  Denison  has  writ- 
ten a book  called  The  Blassingame  Families. 
Published  by  the  University  Press,  Wolfe 
City,  Tex,  the  illustrated  volume  traces 
families  of  this  name,  including  Blasin- 
game,  Blasingham,  Blasingim,  and  other 
similar  namesfrom  the  17th  centurytothe 
present  time.  Over  570  families  are  detail- 
ed, and  results  of  searches  for  records  in 
England  and  France  are  featured. 


Dr.  Jones 


DR.  LAMONT  JENNINGS  of  Galveston  was 
recently  presented  the  Caldwell  Award,  by 
the  Texas  Society  of  Pathologists.  The  gold 
medal  is  awarded  annually  to  a distin- 
guished medical  scientist  of  Texas  whose 
long  and  distinguished  service  to  pathology 
in  the  state  warrants  commendation.  New 
officers  of  the  society,  elected  at  the  Janu- 
ary annual  meeting,  include  DR.  JAMES  C. 
STINSON  of  Temple,  president;  DR.  MARC 
GARZA  of  Dallas,  president-elect:  DR. 

JOHN  MILAM  of  Houston,  vice  president; 
and  DR.  JOHN  WEBB  of  Houston,  secre- 
tary-treasurer. 


“I’d  like  to  get  my  hand  on  the  wise  guy  who 
keeps  writing  ‘Respectfully  submitted’  on  all  the 
specimens.” 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


RAY  K.  DAILY 
Houston,  1891-1975 


HERSHALLLaFORGE 
Uvalde,  1890-1975 

RAUL  DE  LA  GARZA 
Laredo,  1898-1975 


P.  B.  GUTTMAN 
Corpus  Christi,  1922-1975 


GEORGE R. HERRMANN 
Del  Rio,  1894-1975 


E.  A.  JOHNSON 
Waco,  1900-1975 


IN  MEMORIAM 


P.  M.  KASSNER 
Corpus  Christi,  1940-1975 

H.  K.  KIBBIE 

Fort  Worth,  1903-1975 

C.  E.  PAYNE,  SR. 

Lubbock,  1905-1975 

C.S.  E.TOUZEL 
Fort  Worth,  1903-1975 

S.  H.  WILLS 
Houston,  1899-1975 

J.  R.WISE 

Fort  Worth,  1908-1975 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of_ 


Please  send  remembrance  card  to: 

Name  

Address  

City  and  State 


Donor  Information: 

Name  

Address  

City  and  State  . 
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Recent  deaths 


Dr.  Ray  K.  Daily 

Dr.  Ray  K.  Daily,  an  ophthalmologist  and 
former  president  of  the  Houston  school 
board,  died  Nov  28, 1975. 

Dr.  Daily,  84,  was  a former  vice-president 
of  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  a past  president 
of  the  Houston  Eye,  Ear,  Nose,  and  Throat 
Society,  and  a recipientof  the  Ashbel  Smith 
Award  (1971).  In  1964,  she  served  as  the 
official  AMA  representative  to  the  Second 
Congress  of  the  European  Society  of 
Ophthalmology,  held  in  Vienna.  Additional- 
ly, she  was  the  author  and  co-author  of  nu- 
merous publications. 

The  physician  was  born  in  Vilna,  the  an- 
cient capital  of  Lithuania.  She  moved  to 
Denison,  Tex,  as  a child.  She  was  a grad- 
uate of  The  University  of  Texas  Medical 
Branch,  Galveston  (1913).  Her  internship 
was  in  Philadelphia.  She  also  did  postgrad- 
uate work  in  Vienna. 

She  came  to  Houston  in  1914,  and  shared 
an  ophthalmology  practice  with  her  hus- 
band, the  late  Dr.  Louis  Daily.  Their  son 
later  joined  her  office. 

Dr.  Daily  was  an  honorary  member  of  Texas 
Medical  Association.  Her  other  profession- 
al memberships  included  the  American 
College  of  Surgeons,  French  Ophthalmol- 
ogical  Society,  Oxford  Ophthalmological 
Congress,  Pan  American  Ophthalmological 
Association,  American  Medical  Association, 
and  Harris  County  Medical  Society. 
Surviving  Dr.  Daily  are  her  son.  Dr.  Louis 
Daily,  Jr.,  and  grandchildren,  Evan  Daily 
and  Collin  Daily,  all  of  Houston. 


Dr.  Hershail  LaForge 

Dr.  Hershail  LaForge,  84,  died  Sept  25, 
1975. 

Dr.  LaForge  had  practiced  in  Uvalde  since 
1940.  In  addition  to  his  practice,  he  was 


president  of  the  board  of  Southwest  Texas 
Junior  College,  Uvalde. 

He  was  a native  of  Bearden,  Ark,  and  a 
graduate  of  Baylor  College  of  Medicine 
(1915).  Before  movingto  Uvalde,  Dr. 
LaForge  practiced  in  Kingsbury  and  George 
West.  His  practice  was  interrupted  by  serv- 
ice in  World  War  I as  a member  of  the 
Medical  Corps,  US  Army. 

Dr.  LaForge  was  an  honorary  member  of 
Texas  Medical  Association  and  a past 
president  of  the  Bee-Live  Oak-McMullen 
County  and  Nine  Counties  (Medina-Uvalde- 
Maverick-Valverde-Edwards-Real-Kinney- 
Terrell-Zavala)  medical  societies.  He  also 
was  a member  of  the  American  Medical 
Association. 

He  was  a lay  member  of  the  United  Method- 
ist Church,  a 50-year  member  of  the 
Masonic  Lodge,  and  a member  of  the 
George  West  Rotary  Club  and  the  Uvalde 
Lions  Club.  He  was  selected  as  Uvalde 
Chamber  of  Commerce  Citizen  of  the  Year 
for  1963. 

Surviving  are  his  wife,  Irma  Williams  La- 
Forge, Uvalde;  two  brothers;  two  sisters 
and  four  grandsons. 


Dr.  Raul  de  la  Garza 

Dr.  Raul  de  la  Garza,  75,  who  practiced 
medicine  more  than  50  years  in  Laredo, 
died  Aug  28,  1975. 

Dr.  de  la  Garza  was  a native  of  Laredo.  He 
was  graduated  from  The  University  of  Tex- 
as and  Rush  Medical  College,  University  of 
Chicago. 

He  interned  at  Presbyterian  and  St.  Luke's 
hospitals  in  Chicago  and  directed  the 
Chicago  Venereal  Diseases  Clinic. 

Upon  returningto  Laredo,  Dr.  de  la  Garza 
became  a US  Public  Health  Service  con- 
sultant and  devoted  much  time  to  the 
Laredo-Webb  County  clinics,  especially  to 
the  clinic  for  indigents. 
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Dr.  de  la  Garza  was  elected  to  honorary 
membership  in  Texas  Medical  Association 
in  1973.  Healsowasa  memberof  the 
Webb-Zapata-Jim  Hogg  County  Medical 
Society  and  the  American  Medical 
Association. 

Dr.  de  la  Garza’s  wife,  Hilaria  Trevino  de 
la  Garza,  preceded  him  in  death  in  July. 
Surviving  are  a sister,  Francisca  de  la 
Garza  and  numerous  nieces  and  nephews. 


Dr.  P.  B.  Guttman 

Dr.  Paul  Boyd  Guttman,  Corpus  Christi, 
died  Aug  28,  1975,  at  the  age  of  52. 

Dr.  Guttman  was  a native  of  Bicknell,  Ind. 
He  attended  Texas  A&l  University,  Kings- 
ville, and  Tulane  University,  New  Orleans. 
He  received  his  MD  degree  from  Tulane 
University  Medical  School.  During  1946- 
47,  Dr.  Guttman  was  an  intern  at  South- 
ern Baptist  Hospital,  also  in  New 
Orleans. 

Dr.  Guttman  opened  his  practice  in  Corpus 
Christi  in  1947.  From  1951-53,  his  prac- 
tice was  interrupted  by  service  in  the  US 
Navy. 

In  addition  to  the  American  Medical  Asso- 
ciation, he  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Nueces 
County  Medical  Society,  and  Phi  Chi  medi- 
cal fraternity.  Healsowasa  member  of  the 
Corpus  Christi  Yacht  Club. 

Dr.  Guttman  is  survived  by  his  wife,  Norma 
Stitt  Guttman,  Corpus  Christi;  daughter, 
Mrs.  William  N.  Latham,  Houston;  and  son, 
Ralph  Guttman,  Cotulla,  Tex. 


Dr.  George  R.  Herrmann 

Dr.  George  Rudolph  Herrmann,  famed  car- 
diologist and  Ashbel  Smith  professor  in 
internal  medicine  at  The  University  of  Tex- 
as Medical  Branch,  died  Dec  2, 1975.  He 
was  81  years  of  age. 

Dr.  Herrmann  was  the  recipient  of  numer- 
ous international  honors,  includingthe 
TMA  and  AMA  Distinguished  Service 
awards.  He  had  held  many  academic  posi- 
tions and  had  published  three  textbooks, 


as  well  as  more  than  400  scientific  articles 
and  reports. 

Dr.  Herrmann  also  was  a recipient  of  the 
Civilian  Service  Medal  of  the  US  Army  Med- 
ical Corps,  the  Medal  for  Distinguished 
Achievement  of  the  American  Heart  Asso- 
ciation, and  the  first  Honorary  Jeweled  Key 
Award  of  the  American  College  of  Cardio- 
logy. Also,  he  served  as  a consultant  to  the 
Surgeon  Generals  and  the  National  Re- 
search Council. 

During  World  War  II,  Dr.  Herrmann  was  a 
member  of  the  defense  department’s  five- 
man  committee  for  the  evaluation  and 
recommendation  of  essential  drugs  for  the 
armed  forces. 

The  doctor  was  a native  of  Fort  Wayne,  Ind, 
and  a graduate  of  the  University  of  Michi- 
gan (1916)  and  the  University  of  Michigan 
Medical  School  (1918).  He  also  attended 
the  University  of  Michigan  graduate  school, 
earningthe  MS  and  PhD  degrees. 

He  served  his  internship  at  Peter  Bent  Brig- 
ham Hospital,  Boston  (1918-19),  and  his 
residency  at  Robert  Abbott  Barnes  Hos- 
pital, St.  Louis  (1919-21).  He  was  a mem- 
ber of  the  faculty  of  Tulane  University 
School  of  Medicine,  New  Orleans,  before 
moving  to  Galveston  in  1931. 

Surviving  Dr.  Herrmann  are  his  wife,  Anna 
Williams  Herrmann,  Del  Rio;  a son.  Dr. 
George  H.  C.  Herrmann,  Del  Rio;  two 
daughters.  Dr.  Georgeanna  Herrmann 
Greer,  San  Antonio,  and  Dr.  Gretchen  S. 
Herrmann  Runge,  Austin;  eight  grandchil- 
dren and  one  great-grandchild. 


Dr.  E.  A.  Johnson 

Waco  physician.  Dr.  Ernest  Anderson  John- 
son, died  Oct  18, 1975.  He  was  76  years 
of  age. 

He  was  on  the  staffs  of  Providence  and 
Hillcrest  Baptist  hospitals,  Waco;  Whitney 
Hospital,  Whitney;  Grant-Buie  Hospital, 
Hillsboro;  Mexia  Memorial  and  Mexia  State 
School  hospitals,  Mexia;  and  Teague  Gen- 
eral Hospital,  Teague.  He  also  was  consul- 
tant for  the  Veterans  Administration  out- 
patient clinic,  Waco. 

Dr.  Johnson  was  a native  of  Timpson,  Tex. 
He  was  graduated  from  The  University  of 
Texas  Medical  Branch,  Galveston,  in  1924. 
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His  internship  was  in  Oakland,  Calif.  He 
also  studied  at  the  Manhattan  Eye,  Ear,  and 
Throat  Hospital,  New  York.  In  1927,  Dr. 
Johnson  became  a general  practitioner  in 
Jasper,  Tex. 

In  1929,  following  postgraduate  work  in 
EENT  at  Charity  Hospital,  New  Orleans,  he 
opened  his  practice  in  Waco. 

Dr.  Johnson’s  professional  memberships 
included  the  McLennan  County  Medical  So- 
ciety, American  Association  of  Ophthal- 
mology, Southern  Medical  Association, 

: American  Medical  Association,  and  Ameri- 
can Medical  Association  of  Vienna.  He  was 
i an  honorary  member  of  Texas  Medical 
Association. 

He  also  was  a member  of  the  Young  Men’s 
Christian  Association  (YMCA),  the  Ridge- 
wood Country  Club,  the  Baylor-Waco  Foun- 
: dation,  Baylor  Bear  Club,  Texas  Longhorn 
Club  and  the  Waco  Gun  Club.  He  was  ac- 
tive in  the  Waco  Symphony  and  the  Waco 
Civic  Theatre. 

Surviving  are  his  wife,  Del  Gaeke  Johnson, 
Waco;  two  sons,  Jan  Johnson,  Dallas,  and 
Larry  Johnson,  China  Lake,  Calif;  brother, 
F.O.B.  Johnson,  Arlington;  and  one 
granddaughter. 

Dr.  P.  M.  Kassner 

Dr.  Phillip  Maurice  Kassner,  Corpus  Christi 
internist,  died  Oct  16, 1975,  attheageof 
35. 

Cause  of  death  was  an  airplane  accident, 
in  which  Dr.  Kassner’s  wife,  Carol  Louise 
Deffenbaugh  Kassner,  also  died. 

Dr.  Kassner  was  a native  of  Corpus  Christi. 
He  graduated  from  Sam  Houston  State 
University  (1964)  and  The  University  of 
Texas  Medical  Branch,  Galveston  (1968). 
His  internship  was  at  Brackenridge  Hos- 
pital, Austin.  He  served  residencies  at  The 
University  of  Texas  Medical  Branch  and  at 
Baylor  College  of  Medicine. 

A former  member  of  the  US  Army,  Dr. 
Kassner  served  in  France  two  years. 

His  professional  memberships  included 
the  Nueces  County  Medical  Society  and 
American  Medical  Association. 

Dr.  Kassner  is  survived  by  his  parents,  Mr. 
and  Mrs.  Frank  Kassner;  brothers,  Mervin 
Kassner,  Rockville,  Md;  Milton  Kassner, 


Fort  Riley,  Kan;  and  Gilbert  Kassner,  Cor- 
pus Christi;  and  sisters,  Mrs.  Virgil  Mai- 
koetter,  Taft,  Tex;  Mrs.  Illene  Richter, 
Livermore,  Calif;  and  Mrs.  Linda  Taylor, 
Vivian,  La. 

Dr.  H.  K.  Kibbie 

Dr.  Horace  Kent  Kibbie,  72,  Fort  Worth 
physician,  died  Oct  19,  1975. 

Dr.  Kibbie,  an  internist,  formerly  was  physi- 
cian for  employees  of  the  city  of  Fort  Worth, 
and  for  employees  of  the  Santa  Fe  Railroad. 
He  retired  from  his  medical  practice  in 
August. 

He  was  a graduate  of  The  University  of 
Texas  (1925)  and  the  University  of  Louis- 
ville School  of  Medicine  in  Louisville,  Ky 
(1932).  His  internship  was  at  Scott  and 
White  Memorial  Hospital,  Temple 
(1932-33). 

Priorto  entering  medical  practice.  Dr.  Kib- 
bie was  a professional  baseball  player.  He 
played  for  the  Boston  Braves  in  1926,  and 
forthe  Fort  Worth  Cats  in  1927  and 
1928. 

Dr.  Kibbie’s  professional  memberships  in- 
cluded the  Tarrant  County  Medical  Society, 
the  American  Medical  Association,  and  the 
American  Academy  of  Family  Physicians. 

He  was  a veteran  of  World  War  II. 
Survivingare  his  wife,  Mildred  Daufarth 
Kibbie;  a son,  Kent  D.  Kibbie,  and  two 
grandchildren,  all  of  Fort  Worth. 

Dr.  C.  E.  Payne,  Sr. 

Dr.  Clifford  Earl  Payne,  Sr.,  70,  died  of  a 
heart  attack  Oct  22,  1975.  He  was  a resi- 
dent of  Lubbock. 

At  the  time  of  his  death.  Dr.  Payne  was  on 
the  staffs  of  St.  Mary  of  the  Plains  and 
Methodist  hospitals,  Lubbock.  He  also  had 
a private  practice. 

Dr.  Payne,  a native  of  Arlington,  Tex,  was  a 
graduate  of  Baylor  College  of  Medicine 
(1933).  His  internshipand  residency  were 
at  Parkland  Memorial  Hospital,  Dallas.  He 
also  did  postgraduate  work  at  Lahey  Clinic, 
Boston,  and  at  the  Mayo  Graduate  School 
of  Medicine,  Rochester,  Minn. 

He  practiced  in  Littlefield  (1934-51)  before 
moving  to  Lubbock,  where  he  was  associat- 
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ed  with  Medical  Arts  Clinic  and  Taylor 
Hospital,  and  was  one  of  the  founders  of 
University  Hospital. 

He  was  a diplomate  of  the  American  Board 
of  Abdominal  Surgery,  a fellow  of  the  In- 
ternational College  of  Surgeons,  a charter 
fellow  of  the  American  Academy  of  Family 
Physicians  and  a fellow  of  the  American 
Geriatric  Society. 

He  was  a member  of  the  Lubbock-Crosby- 
Garza  County  Medical  Society  and  the 
American  Medical  Association,  and  a past 
secretary  and  president  of  the  Lamb-Bailey- 
Hockley-Cochran  County  Medical  Society. 
Dr.  Payne  also  was  a former  president  of 
both  the  YMCA  board  and  the  Lubbock 
Council  on  Alcoholism. 

He  is  survived  by  his  wife,  Ernestine 
Shotwell  Payne;  and  one  son,  Clifford  Earl 
Payne,  Jr.,  both  of  Lubbock. 


Dr,  C.  S.  E.  Touzel 

Dr.  Cecil  Stuart  Eugene  Touzel,  a past 
president  of  the  Tarrant  County  Medical 
Society,  died  Nov  24, 1975.  He  was  72 
years  of  age. 

Dr.  Touzel  retired  from  practice  in  May, 
1975.  He  had  been  chief  of  staff  of  Harris, 
All  Saints  Episcopal,  St.  Joseph  and  John 
Peter  Smith  hospitals.  Fort  Worth. 

A native  of  Ontario,  Canada,  Dr.  Touzel  was 
graduated  from  medical  school  in  Montreal 
in  1928.  He  did  graduate  work  in  Montreal 
and  at  Vanderbilt  University  Hospital, 
Nashville,  Tenn. 

Dr.  Touzel  was  a past  president  of  the  Tar- 
rant County  Pediatrics  Society,  the  Texas 
Pediatric  Society,  and  the  Fort  Worth  Aca- 
demy of  Medicine.  He  also  was  a member 
of  the  American  Medical  Association. 

In  1966,  he  was  the  recipient  of  the  Gold- 
Headed  Cane  Award,  the  Tarrant  County 
Medical  Society’s  accolade  for  outstanding 
physicians. 

Surviving  are  a son,  Thomas  John  Touzel, 
Fort  Worth;  four  daughters,  Mrs.  Gwen 
Hamilton,  Manhasset,  NY;  Matilda  Touzel 
and  Jane  Touzel,  both  of  Montreal;  and 
Cathy  Touzel  of  Bedford,  Tex;  two  brothers, 
three  sisters,  and  six  grandchildren. 


Dr.  S.H.  Wills 

Dr.  Seward  Haff  Wills,  76,  died  Nov  27, 
1975,  at  Waller,  Tex.  He  had  been  a Hous- 
ton resident  since  1934. 

A native  of  New  Jersey,  Dr.  Wills  attended 
Morris  Academy,  Morristown,  NJ,  and 
Rutgers  College,  New  Brunswick,  NJ.  He 
graduated  from  Tulane  University  School 
of  Medicine,  New  Orleans,  in  1925. 

The  obstetrician-gynecologist  was  an  hon- 
orary member  of  Texas  Medical  Associa- 
tion. Healsowasa  member ofthe Harris 
County  Medical  Society  and  the  American 
Medical  Association.  Other  professional 
memberships  included  the  American  Col- 
lege of  Obstetricians  and  Gynecologists, 
American  College  of  Surgeons,  and  the 
Central  Association  of  Obstetricians  and 
Gynecologists.  He  was  a veteran  of  World 
Wars  I and  II. 

Survivors  include  his  daughter,  Mrs.  Flo- 
rence Wills  Ellis,  of  Houston;  brothers. 
Turner  Wills,  of  Stanhope,  NJ,  and  John 
Wills,  of  Florida;  and  two  granddaughters, 
both  of  Houston. 


Dr.  J.  R.  Wise,  Sr. 

Dr.  Joe  Robert  Wise,  Sr.,  66,  a Fort  Worth 
physician  and  surgeon,  died  Oct  25, 

1975. 

Dr.  Wise  had  practiced  in  Fort  Worth  since 
1935.  He  was  a native  of  Daingerf  ield, 

Tex. 

He  was  a graduate  of  The  University  of 
Texas  (1931)  and  The  University  of  Texas 
Medical  Branch,  Galveston  (1933).  His 
internship  was  at  John  Sealy  Hospital, 
Galveston,  and  his  residency  was  at  W.  I. 
Cook  Children’s  Hospital,  Fort  Worth. 

The  doctor  was  a fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Medical  Association  and  the 
Tarrant  County  Medical  Society. 

Survivors  include  his  wife,  Madge  Breisford 
Wise  of  Fort  Worth;  two  sons,  Joe  R.  Wise, 
Jr.,  of  Bangor,  Me,  and  Harold  B.  Wise  of 
Austin;  a sister,  Mrs.  Mary  Elizabeth  Hamp- 
ton of  Fort  Worth,  and  five  grandchildren. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freq 
and/or  severity  of  grand  mal  seizure 
require  increased  dosage  of  standard 
convulsant  medication;  abrupt  withcj 
may  be  associated  with  temporary  ir* 
crease  in  frequency  and/or  severity  ! 
seizures.  Advise  against  simultaneoi 
gestion  of  alcohol  and  other  CNS  def 
sants.  Withdrawal  symptoms  (simila 
those  with  barbiturates  and  alcohol) 
occurred  following  abrupt  discontini 
(convulsions,  tremor,  abdominal  anr 
cle  cramps,  vomiting  and  sweating), 
addiction-prone  individuals  under  ci 


! 

i 


[According  to  her  major 
nptonis,  she  is  a psychoneu- 
ic  patient  with  severe 
Kiety.  But  according  to  the 
icription  she  gives  of  her 
lings,  part  of  the  problem 
iiy  sound  like  depression, 
is  is  because  her  problem, 
hough  primarily  one  of  ex- 
sive  anxiety,  is  often  accom- 
nied  by  depressive  symptom- 
)logy.  Valium  (diazepam) 
i provide  relief  for  both— as 
: excessive  anxiety  is  re- 
i/ed,  the  depressive  symp- 
ns  associated  with  it  are  also 
len  relieved. 

I There  are  other  advan- 
ces in  using  Valium  for  the 
iinagement  of  psychoneu- 
ic  anxiety  with  secondary 
bressive symptoms:  the 
l/chotherapeutic  effect  of 
lium  is  pronounced  and 
bid.  This  means  that  im- 
bvement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


Wium 


2-mg,  5-mg,  lO-nig  scored  tablets 


1 veillance  because  of  their  predisposi- 
h to  habituation  and  dependence.  In 
ignancy,  lactation  or  women  ofchild- 
,'iringage,  weigh  potential  benefit 
|iinst  possible  hazard. 

Axautions:  If  combined  with  other  psy- 
fctropics  or  anticonvulsants,  consider 
lefully  pharmacology  of  agents  em- 
iVed;  drugs  such  as  phenothiazines, 
■cotics,  barbiturates,  MAO  inhibitors 
|J  other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
i-  ients  severely  depressed,  or  with  latent 
i|)ression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

N Utley,  New  Jersey  07110 


On  any  new  car 
or  truck  you  lease 
through  the 
Texas  Medical 
Association, 
you’ll  save  time 
and  taxes. 


Texas  Medical  Association  Automobile  Lease  Program  features: 

• Custom-tailored  lease  to  your 
requirements. 

• Total  maintenance  on  all 
Lincoln-Mercury  products. 


• Low  lease  cost. 

• Tax  savings. 

• Positive  cash  flow. 

• No  required  record  keeping. 


Choice  of  vehicle  and  equipment. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234*  214/233-1441 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77036*713/777-3816 
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The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 


• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Eamily,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 

• Member  American  Hospital  Association  & Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 


Volume  72,  March,  1976 


129 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

— A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED. 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  B.  Crump,  M.D„  F.A.C.S. 

James  T.  Lee,  M.r). 

Clark  W.  Brazil,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 
Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D.,  F.A.C.P. 

I,  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  li.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D, 

UROLOGY 

Farid  G,  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


TEXAS  MEDICAL  ASSOCIATION 

Dallas,  May  6-9, 1976 
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DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON.  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 

ALLEN  M.  JONES.  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR..  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.0.0,* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


FAMILY  PRACTICE  DEPARTMENT  EXECUTIVE  DIRECTOR 

ENNIS,  TEXAS  DON  L.  BOWEN,  M.G.M.A. 

W.  B.  KINZIE,  M.D.* 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Wlllms,  M.D. 

R.  W.  Baggett,  M.D. 

OrthopeHle  Surgery: 

E.  L.  Mahon.  Jr.,  M.D. 


Urology: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 


STAFF 
Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone.  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

G.  T.  Kinunel,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatries: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston.  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


Wc  have  your  best  interest  at  heairt . 


Give  Heart  Fund 

American  Heart  Association 
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Allergy 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 


PETER  B.  KAMIN,  M.D.,  P.A. 

Cartifled  American  Boards  of  Pediatrics  and  Allergy 
Diplomats  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D., 

F.A.CJV.,  F.A.A.A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  FJt.C.A.  Allergy  and  Immunology) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  O.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D. 

Obstetrics  and  Gynecology 

Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III.  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  In  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS.  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE.  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH.  M.D. 

JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU.  M.D. 
ALBERT  LEHMANN.  M.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 
JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE,  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 
Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 


JOHN  A.  THOMAS,  Ph.D. 

Research  Associates  Clinical  Pharmacology 

MICHAEL  H.  SMOLENSKY,  Ph.D. 

ALAIN  REINBERG.  M.D.,  Ph.D.  THOMAS  D.  DOWNS,  Ph.D. 

CALVIN  J.  McLERRAN,  Ph.D.  Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  U Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  StouL  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 


Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer  ^4-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  FJtJLF.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  FJLC.S. 
J.  W.  Tipton,  M.O. 

W.  B.  ATlensworth,  M.O. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.O. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  FJLC.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.O. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.O. 

D.  M.  Logan,  M.O. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY  ^ ^ ^ ^ 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medldne 
C.  M.  Marurt,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  FJLC.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  FJV.A.F.P. 
J.  W.  O'Bryant  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  O.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.O. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.O. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.O. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.O. 

OTOLARYNGOLOGY 
J.  U Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.O. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.O. 

RADIOLOGY — CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Teiephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.O. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland.  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.O. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca.  M.O. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Oolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.O. 

Belton  G.  Griffin,  M.O. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.  D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.O. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  BIngman,  M.D. 

R.  Robert  Durrett,  M.O. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglln,  Jr,,  M.O. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.O. 
Martin  J.  Hrgovic,  M.O. 

PATHOLOGY 

Paul  B.  Radelat  M.D. 

Ashok  M.  Balsaver,  M.O. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.O. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.O. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  O.  Lawrence,  M.D. 
Charles  A.  Spain,  M.O. 

Joe  B.  Wilson.  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Ooneson,  M.O. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.O. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


2715  Fannin  Street.  Houston,  Texas 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 
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C.D.L  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C.  FAUSTINO  GOMEZ,  M.D. 

Surgery  of  the  Rectum  and  Colon  Dermatology  and  Dermatologic  Surgery 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504  M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


SOMMAI  SEHAPAYAK  M.D. 

DIplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-3384501  (24  hours) 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatolo^  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  8214300 


Dermatology 


Endocrinology 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ROGER  W.  MANAR.  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  ArU  Bldg.,  San  Antonio,  Texas  78205 

J GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser.  M D..  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdiabadI,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic.  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas,  817  923-7374 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D.,  P.A. 

Treatment  of  Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peel 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


TMA  Members’  Retirement  Trust 

. . . Another  service  of  your  association 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  (713)  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

■Diplomate  American  Board  of  Family  Practice 


Gastroenterology 


CECIL  0.  PATTERSON.  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 
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DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD. 

F.  Clark  Douglas,  M.D. 

Qeorge  T.  DeVaney,  M.D. 


Neurological  Surgery 


JACK  STERN.  M.D. 

GARY  C.  HUTCHISON.  M.D. 
Neurological  Surgery 


General  Surgery 


8210  Walnut  Hill  Lane.  Suite  805,  Dallas  Texas  75231,  363-8524 


BURT  B.  SMITH  M.D. 

Surgery 

Emphasizing  Breast.  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


Casey  E.  Patterson,  M.D.  Morris  Sanders,  M.D. 

Tom  M.  Nash,  M.D.,  Deceased  Ira  C.  Denton,  M.D. 

Charles  W.  Simpson,  M.D.  Jack  Woolf,  M.D.,  Consultant 

Phillip  WitliaiM»,  Ji.,  M.O. 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Suite  620,  St.  Paul  Professional  Building, 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 


RONALD  SMITH.  M.D. 
Neurological  Surgery 

901  South  Lake.  Fort  Worth,  Texas,  336-0551 


1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomat  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth  Texas  76104,  335-8311 


ROBERT  M.  STECKLER,  M.D. 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas.  Texas  75246,  214  823-5351 

SEAT  BELTS  DO  SAVE  LIVES— 

USE  THEM! 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 


William  J.  Nelson.  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.O. 

Martin  L.  Lazar,  M.O. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden.  M.O. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.O. 

7777  Forest  Lane.  Suite  347,  Dallas.  Texas  75230;  214  661-7676 
8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


TMA  Physicians  Placement  Service 

. . . Another  service  of  your  association 
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Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroldology,  Endocrinology, 
Qastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  80(L  Houston,  Texas  77025 
(713)  529-7321,  529-5828 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christ!,  Texas  78404,  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 


Edward  J.  Petrus,  M.D. 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS  ° 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


Nuclear  Medicine 
G.  L.  Black,  M.D. 

J.  E.  White,  M.D. 

F.  M.  Behike,  M.D. 

DIplomates,  American  Board  of  Nuclear  Medicine 


J.  L.  Reed,  M.D. 

W.  R.  Berry,  M.D. 

E.  D.  Seaman,  M.D. 


Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


Administration:  Jack  W.  Falrall,  B.B.A.,  C.PJL 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Orthopedic  Surgery 


H.  H.  Beckering.  M D. 

L.  Ray  Lawson,  M.D. 

Geuigc  liuell  Jdiiies,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.O.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  FJV.C.S. 


DRS.  ALPAR,  TAYLOR,  HOWELL.  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor.  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

DIplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Awe.  E.,  Dallas.  Texas  75204 
(214)  521-1153 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J,  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery-Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


136 


TEXAS  MEDICINE 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Chartas  E.  Graham,  M.D. 

M.  Gayle  Glldewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Frank  R.  Vincent!,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


Otology 


JAMES  R.  FANCHER,  JR.,  M.D. 

Diplomate  of  The  American  Board  of  Otolaryngology 

Otology 

Neuro-Otology 

St.  Paul  Professional  Bldg.,  Suite  920,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235 
Telephone;  (214)  630-4871 


Pathology 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  (817)  336-7137 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 

Fort  Worth,  Texas  76104 

Telephone  817  336-4019 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Proton 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D 
E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


THURSTON  DEAN,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Rfth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  WiHstruck,  M.O.,  F.C.A.P. 

Walter  Krohn,  M.O.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

(817)  645-9181,  Ext  360 

MAILING  CONTAINERS  ON  REQUEST 


“Every  man  o\A/es  some  of  his  time 
to  the  upbuilding  of  his  profession" 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Ors.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

Pathology 

M.  S.  Hart,  M.O.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Olplomates,  American  Board  of  Anatomical  Pathology  and 

American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 

Clinical  and  Anatomical  Pathology 

Administration;  Jack  W.  Falratl,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  Z-ti,  Plaza  Building — Suite  B-21 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 

606  Medical  Plaza  Bldg.,  8(X)  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 

VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

Physical  Medicine  & Rehabilitation 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY.  Administrator 

LARRY  E.  BROWNE,  M.D.,  Medical  Director 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 

PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 

ROBERTO  G.  ROLFINI,  M.D. 

Olplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 

San  Antonio,  Texas  78205,  Telephone  226-2424 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

Plastic  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas,  454-7659 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  FJLC.S. 

Olplomates  American  Board  of  Plastic  Surgery 

LAURENCE  E.  WOLF,  M.D. 

JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomats  American  Board  of  Surgery 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

JOSEPH  M.  CONNALLY,  JR.,  M.D. 

DIplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 

369-6511 

PUSTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.O.,  FJt.C.S. 

Charles  W.  Bailey,  Jr.,  M.O. 

Olplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 

D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
(713)  795-5584 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 

JACK  L CONLEE,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 
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EDWARD  P.  MELMED,  M.D.,  M.B.  CH.B., 
F.R.C.S.  (ENG.),  F.R.C.S.  (GLASG.) 

Plastic,  Reconstructive  & Cosmetic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230,  (214)  661-7755 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214-381-3849 


Psychiatry 


Psychiatry  & Neurology 


Perry  C.  Talklngton,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  KImsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 
Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas.  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Maritai,  Adoiescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser.  M.D. 

'Robert  1.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmei,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77(124 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 

Houston,  Texas  77055 

Phone:  (713)  467-7013 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


CHARLES  B.  COVERT,  M.D. 

Psychiatry 

San  Felipe  Green  Professional  Building 

1900  Yorktown.  Suite  314,  Houston,  Texas  77027,  (713)  627-9988 


1976  TMA  Annual  Session,  May  6-9,  Dallas 
. . . Another  service  of  your  association 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ava.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 
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Harvey  M.  Lowry,  M.O.,  F^C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.O.,  O^.B.R. 
James  P.  Wills,  M.D.,  DJLB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  U Black,  M.D.  J.  U Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

DIplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Falrall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  (915)  533-4477 


Rheumatology 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  FA.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  SL,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  SL  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DON  E.  CHEATUM,  M.D. 

DIplomate  American  Boards  of  Internal  Medldne  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 

4105  Live  Oak  SL 

Dallas,  Texas  75204,  823-4151 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713-521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713-332-2466 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel.  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue.  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


EUGENE  R.  TODD,  M.D.,  P.A. 

DIplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 


3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex  75204,  214-826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donaid  J.  Logan,  M.D. 

Aiien  S.  Piotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 


Medical  City  Dalias,  7777  Forest  Lane,  Suite  230,  Dailas,  Texas  75230 
Teiephone:  (214)  233-7765  Answered  24  Hours 


DiRECTOR  RATES  & DATA:  Space  is  availabie  to  TMA  members  at 
$12.50  per  coiumn  inch  per  month  and  iistings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months'  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  is  avail- 
able upon  request.  New  listings,  changes,  or  cancellations  should  be 
sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Umar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preceding 
publication  month. 
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Classified  Advertising 


Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  ciimate,  and  with  the  friendly  people  in  Wichita 
Fails,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  grroup 
located  in  a city  of  100,000  i>eople  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OR  m TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3696  for  Barnes,  Colwell  or  Cook, 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director.  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6236. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a grroup  practice  can  provide.  J.  E.  Hogan,  M.D..  Medical  Director. 
Malone  and  Hogan  Clinic,  1601  West  llth  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
In  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
llth  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-5236. 

WANTED:  TWO  PHYSICIANS.  One  internal  medicine  and  one  family 
practice  in  well  equipped  and  established  North  Dallas  Clinic,  prime  loca- 
tion. Clinic  has  both  heavy  private  practice  and  moderate  industrial  medi- 
cine practice.  All  ancillary  services  provided.  Guaranteed  take  home  in- 
come at  least  $40,006  per  year.  Please  reply  to  Ad-669,  Texas  Medicine, 
1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 

WANTED:  ANESTHESIOLOGIST  to  join  grrowlng  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  J,  E,  Hogan,  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1601  West  llth  Place,  Big  Spring,  Texas  79720;  telephone 
915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterologry,  pulms,nary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  1601  West  llth  Place,  Big  Spring,  Texas 
79720:  telephone  91.5-267-6361. 

ED— TEXAS  GULF  COAST— ESTABLISHED  GROUP  EXPANDING— 
Immediate  openings;  guarantee  $66,000;  fringes  (maipractice,  major 
medical,  life,  disability  income) ; Houston  metropolitan  facilities  (Texas 
Medical  Center,  Astrodome,  cultural  and  educational  opportunities) ; 
sports  (major  leagues,  fresh  and  salt  water).  Call  or  write  G.C.E.P.. 
713-944-6300;  3326  Plainview,  Suite  7,  Pasadena,  Texas  77604. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas: 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  tn 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 


PHYSICIANS  WANTED — Progressive  East  Texas  community  of  16,000 
with  100  bed  accredited  hospital.  Located  in  lake  resort  area.  Varied 
recreational  opportunities.  Group  or  solo  opportunities  available.  Medical 
community  will  assist  in  establishing  practice.  Please  contact  Joe  Ed 
Smith,  M.D.,  603  Bryson,  Athens,  Texas  7B761;  214-676-2216. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000 -|-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  75785;  214-683-5481. 


GENERAL  PRACTITIONERS  NEEDED  immediately  in  small  South 
Cientral  Texas  county.  New  42-bed  county  hospital  available.  Contact 
Ad-601,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED;  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan. 
M.D..  Medical  Director.  Malone  and  Hogan  Clinic,  1601  West  llth  Place, 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  PEDIATRICIAN  to  join  growing  multi8i)ecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  llth  Place. 
Big  Spring.  Texas  79720:  telephone  915-267-6361. 


PHYSICIANS  WANTED:  One  or  two  family  physicians  or  surgeons. 
Three  physicians  in  area.  Centrai  West  Texas  town  of  6,000  population; 
trade  area  of  10,000  population.  Office  space  available;  30-bed  hospital 
in  town.  Pleasant  climate,  good  schools.  38  miles  east  of  San  Angelo. 
For  more  information  call:  Norvell  Meredith.  915-365-3506  or  Mrs.  Gwen 
McLarty,  916-366-2631;  or  write  Ballinger  Memorial  Hospital.  Inc., 
Bronte  Highway  and  Avenue  B,  Ballinger,  Texas  76821. 

EMERGENCY  ROOM-DALLAS-IMMEDIATE  OPPORTUNITY  FOR 
EMERGENCY  PHYSICIANS.  Paid  vacation  and  scientific  conference 
meetings  plus  usual  corporate  benefits.  Choice  of  large  or  small  hospital. 
Income  negotiable  depending  on  experience.  Must  be  Texas  licensed  and 
eligible  for  malpractice  insurance.  Contact  Director  of  Emergency 
Room,  Methodist  Hospitals  of  Dallas,  (214)  946-1818  or  write:  P.O.  Box 
5999,  Dallas.  Texas  75222. 

OPHTHALMOLOGIST  WANTED  in  South  Central  Texas  to  take 
over  equipped  office  of  retiring  ophthalmologist:  buy  only  the  sharp 
instruments,  pay  reasonable  rent  on  building  and  other  equipment. 
Practice  grosses  $62,000  without  surgery.  Nice  semi-retirement  op- 
portunity. Available  March  first.  Please  reply  to  Ad-608,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  WITH  INTEREST  in  cardiology  for  solo  practice.  New 
modern  hospital  under  construction.  Write  to  Chief  of  Staff,  Memorial 
Hospital.  P.O.  Box  2068,  Pecos.  Texas  79772.  

WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Mal^one  and  Ho^n 
Clinic,  1601  West  llth  Place,  Big  Spring,  Texas  79720;  telephone  916- 
267-6361. 


WANTED-  GP  OR  PEDI.  Potentially,  lucrative  practice,  suburban 
area  of  about  20,000.  No  Pedi  in  area.  Willing  negotiate  Paul  A. 
Grandy,  M.D.,  10805  N.  Lamar  Blvd.,  Austin,  Texas  78753,  512-837-2640. 

PHYSICIANS  WANTED — Progressive  ^If  coast  community  of  over 
12  000  with  new  56  bed  accredited  hospital,  an  hours  drive  south  of 
Houston  metropolitan  facilities.  Good  schools,  excellent  beach  and  other 
varied  recreational  opiiortunities  close  by.  Contact;  James  Perry,  Ad- 
ministrator, Angleton-Danbury  General  Hospital,  132  Hospital  Drive, 
Angleton,  Texas  77515:  713-849-7721. 


GENERAL  PRACTITIONER  NEEDED  FOR  SOLO  PRACTICE— 30 
bed  general  hospital.  Medicare  approved.  Quiet,  rural  town.  I- ree  otfice 
space  provided.  One  other  physician  on  active  staff.  Excellent  public 
school  system.  Good  hunting  and  fishing.  Contact  Administrator, 
Throckmorton  County  Memorial  Hospital,  P.O.  Box  487,  Throckmorton, 
Texas  76083.  817-849-2151  or  817-34.5-3206. 


WANTED;  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
Sast  Central  Texas.  New  joint  commission  approvi^  30  bed  hospita  . 
Virport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
ndustry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
love  hunting.  Country  cluh.  No  initial  investment  necessary.  Contact 
5rs.  Gage.  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  75860, 
117-739-2661. 


FULL  TIME  EMERGENCY  PHYSICIANS  NEEDED  by  progressive 
lew  ER  group.  Several  Texas  locations.  50K.  Malpractice  paid.  Contact 
Dr.  S.  Powers,  2410  S.  Voss,  Suite  G116,  Houston,  Texas  77027. 
113-790-1420. 


PRIMARY  CARE  PHYSICIAN  WANTED  in  Edcouch  Clinic,  Texas. 
Compensation  of  $32,000  annually,  plus  fringe  benefits.  Contact:  Ad-615, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
“xpanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
■nvirons.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
.501  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
or. 


IMMEDIATE  NEED  OF  GP.  FP  OR  INTERNIST  for  4 member  clinic, 
part  time  surgeon  group.  Major  hospitals.  $2,500  monthly/vs  percentage. 
Association  possible.  6th  member  residency  bound.  Two  months  vacation/ 
study.  Call  one  weekend  monthly,  one  night  weekly.  Limit  your  practice. 
Fort  Worth.  1-817-534-6616. 


PATHOLOGIST — part  time — excellent  opportunity  for  semi-retired, 
female,  sports  person.  Current  assistant  of  two  years  going  into  full 
time  practice.  190  bed  general  hospital.  Very  congenial  practice  in 
suburban-rural  community.  Live  anywhere  in  Dallas-Fort  Worth  metro- 
plex.  Salary  adequate  for  good  living!  Arthur  L.  Raines,  M.D.,  P.O. 
Box  686,  Cleburne,  Texas  76031.  817-645-9181.  ext.  360. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mall.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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VA  REGIONAL  OFFICE,  HOUSTON,  TEXAS,  has  medical  officer 

vacancy  on  Rating  Board.  Starting  pay  $25,200  per  year,  40  hour  work 
week.  Fringe  benefits,  i.e.,  sick  and  vacation  leave,  periodic  pay  raises, 
retirement,  health,  and  life  insurance.  Contact  Personnel  Officer,  VA 
Regional  Office,  2616  Murworth,  Houston,  Texas  77054. 

WANTED:  GP  or  FP  for  medical  type  practice  with  no  obstetrics  or 
surgery  in  multi-specialty  group  in  beautiful  Tyler,  the  medical  center 
of  East  Texas.  Two  large  hospitals  with  600  beds  adjacent  to  clinic. 
Excellent  medical  climate  with  all  specialties  represented  in  county 
society.  Pension  plan.  Salary  one  year,  then  stockholder.  Contact  Carroll 
McCrary,  Administrator,  Medical  & Surgical  Clinic,  P.A.,  110  South 
Beckham  St.,  Tyler,  Texas  76701. 

TEXAS  PRACTICES.  Have  requests  for  associates  from  Texas  physi- 
cians and  some  solo  and  group  openings.  Small,  medium  and  large  size 
cities.  Excellent  economic  climate  produces  rapid  practice  growth.  Please 
send  C.V.  and  preferences  to  Sanford  Smith,  Professional  Practice 
Management,  Inc,,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 

WANTED,  BOARD  ELIGIBLE  OBSTETRICIAN-GYNECOLOGIST  to 
join  four  others  in  22-man  multispecialty  group.  OB-GYN  has  separate 
building  and  capacity  to  expand  to  seven  members.  Excellent  hospital 
services  with  fetal  monitoring  and  sonography.  Northeast  Texas.  Please 
reply  to  Ad-617,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

WANTED:  TWO  PHYSICIANS  TO  START  a department  of  emer- 
gency medicine  or  family  care  unit.  Most  of  work  in  department  of 
internal  medicine.  Twenty-two  man  multispecialty  group.  Clinic  work 
only  contemplated,  8:00-5:00,  five  days  a week.  Northeast  Texas.  Please 
reply  to  Ad-618,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Situations  Wanted 


ANESTHESIOLOGIST  49,  board  certified  with  Texas  license.  Desiring 
Gulf  location.  Will  be  available  in  the  summer  of  1976.  Please  reply  to 
Ad-606,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  GENERAL  SURGEON  SEEKS  permanent  posi- 
tion in  medium  size  or  large  city  in  Texas.  Willing  to  do  minimal 
general  practice.  Please  reply  to  Ad  610,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

_OB-GYN,  33,  married,  board  certified.  University  trained,  FLEX. 
Bilin^al  English-Spanish.  Wish  to  relocate;  seeks  association  or  solo 
practice.  Prefers  south  Texas,  other  areas  considered.  Will  do  FP  to 
build  up  practice  if  needed.  Available  as  soon  as  reciprocity  licensing 
completed.  Please  reply  to  Ad-612,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

SPECIAL  INTEREST  IN  GERIATRICS.  Energetic  60  year  old  AAFP 
with  wide  clinical  experiences.  Desires  association  with  progressive 
group  in  southwest.  Please  reply  to  Ad-613,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST  46,  university  trained,  certified.  Two  years  NIH 
fellowships  in  cardiovascular  radiology  and  one  year  fellowship  in 
neuroradiology.  Publications.  Presently  head  of  cardiovascular  radiology 
section  with  an  active  echocardiographic  section  in  a major  north 
central  teaching  center.  Seek  challenging  position  in  private  practice, 
or  teaching  position.  Ad-614,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

MARRIED,  AGE  37  YEARS.  Immigrant  visa.  Finished  three  years 
of  residency  and  one  year  clinical  fellowship  in  anesthesiology.  Have 
Texas  and  Georgia  medical  licenses.  Would  like  to  settle  in  Texas.  Board 
eligible.  Available  immediately.  Call  216-229-2200  ext.  2650  or  write 
Avutu  R.  Reddy,  M.D.,  Cleveland  Clinic,  Cleveland.  Ohio  44106. 

BOARD  CERTIFIED,  DYNAMIC.  ECLECTIC,  bi-lingual,  35  year  old 
psychiatrist  with  ample  experience  in  individual  psychotherapy  and 
institutional  psychiatry  and  with  excellent  recommendations  wishes  to 
join  partnership  in  the  area  of  San  Antonio,  Texas.  Please  reply  to 
Ad-616,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18287, 
Dallas,  Texas  76218. 

MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  offices,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

CLINIC  BUILDING  FOR  SALE  IN  CLEBURNE,  TEXAS.  Offices  and 
examining  rooms  for  three  physicians.  Room  for  clinical  laboratory, 
x-ray  room,  dark  room.  Very  large  reception  room,  three  business 
offices,  mailing  room,  and  large  staff  room.  Large  parking  lot  adjacent 
to  building  is  part  of  property.  City  and  county  acutely  short  of  physi- 
cians. Large  general  hospital  in  city  with  open  staff.  Contact  E.  L. 
Clark,  M.D.,  Santa  Fe  Hospital.  Temple,  Texas  76501. 

FAMILY  PRACTITIONERS,  PEDIATRICIANS,  OB-GYN,  INTERN- 
ISTS ...  If  you  are  seeking  your  first  location  or  thinking  of  relocat- 
ing from  your  present  area,  we  invite  your  inquiries  about  Grand 
Prmrie.  For  information  about  office  and  hospital  facilities,  call  or 
write  Drs.  LeBlanc  & Sternberg,  2126  Virginia  Drive,  Grand  Prairie, 
Texas  76050.  (214)  264-2466. 

DOCTORS  SUITES,  approximately  1,000  square  feet  at  46c  square  foot 
including  all  bills  and  janitor.  One  block  to  hospital.  Heights  Med  Arts 
Center,  411  West  21st  Street,  Houston,  Texas.  Call  Irving  Richie,  781- 
8188  or  862-2662.  Write  to  2100  Fountain  View  #29,  Houston,  Texas 
77027. 


LUBBOCK.  TEXAS:  FOR  LEASE,  professional  office  space  for  in- 
ternists, adjacent  to  600  bed  general  hospital  in  established  medical 
community,  within  one  mile  of  new  medical  school.  6,000  square  feet 
available.  Suites  tailored  for  tenants.  Phone  Richard  S.  Duncan,  806- 
796-7003. 

CLINIC  FOR  SALE:  3 man  modem  clinic  with  active  general  prac- 
tice for  sale.  Building  has  x-ray  and  lab  facilities  and  is  adjacent  to 
36  bed  recently  remodeled  hospital.  Located  86  miles  from  Austin  and 
Houston  and  110  miles  from  San  Antonio.  Owners  retiring.  Please  reply 
to  Ad-607,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 

78701. 

FOE  SALE:  Beta  Therapy  Source.  62.2  m.c.’s,  sealed  Strontium  90 
source.  Dose  42  Rads  per  second.  Dated  6-19-69.  Price  $600.  Call  C. 

Westphal,  M.D.,  at  612-276-2132,  after  9 p.m.  612-664-2560. 

GULF  BEACHFRONT  LUXURY  CONDOMINIUM  on  Padre  Island, 
20  minutes  from  Corpus  Christi — short  or  long  term  rental.  2-2  com- 
pletely furnished,  heated  pool,  golf,  tennis,  fishing,  reasonable.  By 
owner.  W.  N.  Taylor,  3776  Walnut  Hill  Lane,  Dallas,  Texas  76229. 

214-357-2502  or  214-368-1877. 

NEW  OFFICE  SPACE  for  lease  in  northwest  San  Antonio.  One  block 
from  Loop  410  and  Interstate  10.  Will  finish  out  to  suit  tenant.  Contact 
Mossrock  Professional  Building,  2803  Mossrock,  Suite  201,  San  Antonio, 
Texas  78230.  

Miscellaneous  

ABORTION  ALTERNATIVES!  Licensed  maternity  service  offera  resi- 
dential and  non-resideniial  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin.  Texas  78706.  Phone  612-472-9261. 


FBIfTIIG 

CUKERWIIH 

nMS.. 

...is  not  news.  What’s  news 
is  that  our  film  program  for 
professional  medical  audi- 
ences is  the  most  ambitious 
ever  launched  against  a sin- 
gle disease. 

Approximately  30  films 
are  now  available  (free  on 
loan).  The  subjects  include: 
chemotherapy,  radiation 
therapy,  cancer  in  children, 
nursing  care  of  the  cancer 
patient,  rehabilitation,  can- 
cer sites  — skin,  stomach, 
mouth,  colon  and  rectum, 
prostate,  thyroid,  breast, 
lung,  uterus. 

As  pioneers  in  the  usage 
of  medical  films,  we  know 
their  value  as  teaching  tools. 
They  are  a vital  part  of  our 
professional  educational  pro- 
grams. We  hope  you  will 
contact  your  local  ACS  Unit 
about  them. 

American  Cancer  Society  \ | 
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OPPORTUNITIES 
FOR  PSYCHIATRISTS 

The  Community  Mental  Health-Mental  Retardation 
Centers  of  Texas  have  immediate  and  projected  open- 
ings at  several  locations  for  psychiatrists  at  all  ex- 
perience levels.  Applicants  must  be  licensable  in 
Texas. 

Salaries  are  negotiable,  depending  upon  training, 
experience  and  qualifications,  to  $42,000  per  annum. 
An  excellent  package  of  fringe  benefits  supplements 
the  basic  salary.  Adjunct  practice  is  possible  in  most 
locations:  and  academic  affiliation  in  some. 

Respond  with  curriculum  vitae  to  Farabee  and  As- 
sociates, 2665  Villa  Creek  Drive,  Suite  148,  Dallas, 
Texas  75234  or  call  collect  (214)  243-6252.  The  Tex- 
as Community  MH-MR  Centers  retain  Farabee  and 
Associates  in  their  support. 


THIS  SPACE  PROVIOCO  BYThCPUBLISHCRASA  PUBLIC  SERVICE 


Millions  of  dollars  go  into 
valuable  cancer  research  and 
education. . .but  very  often, 
what  gets  action  is 
a few  words  from  you. 


If  you  are  one  of  the  3 of  4 physicians  who 
do  not  teach  your  patients  how  to  do  breast 
self-examination* ...  do  you  know  that  92% 
of  women  who  receive  personal  instruction 
from  their  doctors,  regularly  practice  breast 
self-examination?  * 

It's  your  move. 


american 
^ cancer 
T society 


’Statistics  are  from  a Gallup  Study  conducted  for  the  American  Cancer  Society. 


Advertising  Directory 


American  Physicians  Insurance  Exchange  30 

Beverly  Hills  Hospital  and  Clinic  125 

The  Borden  Company  97 

Burroughs  Wellcome  Co.  92 

Comatic  Laboratories,  Inc.  3rd  Cover 

Dallas  Medical  & Surgical  Clinic 

and  Hospital  2nd  Cover 

Dow  Pharmaceuticals  61-64 

Russell  Grace  Insurance  65 

Ives  Laboratories  5 

Mead  Johnson  Laboratories  43,  91 

Kelsey-Seybold  Clinic  117 

Lederle  Laboratories  35 

Eli  Lilly  and  Company  44 

Mallinckrodt,  Inc.  4 

Medical  Arts  Clinic  of  Corsicana  131 

The  Medical  Protective  Company  117 

The  Pharmaceutical  Manufacturers  Association  146-147 

The  Prudential  Insurance  Company  of  America  9 

Psychiatric  Institute  of  Fort  Worth  65 

Reed  & Carnrick  85 

A.  Webb  Roberts  Center  for  Continuing  Education,  Dallas  22 

Roche  Laboratories  1-2,  126-127 

Roerig,  A Division  of  Pfizer  Pharmaceuticals  17,  22-23 

Schick  Hospital  129 

Scott  and  White  Clinic  Back  Cover 

Smith  Kline  & French  18 

Starlite  Village  Hospital  130 

Texas  Community  MH-MR  Centers  143 

Texas  Medical  Association 

Annual  Session  81-84,  130 

Automobile  Leasing  Program  128 

Viking  Adventure  80 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett,  Hutchings,  Smith  Memorial  Hospital  2nd  Cover 

Travis  Clinic  Foundation  and 

Travis  Clinic  Association  131 

Wichita  Falls  Clinic  130 

World  of  Resorts  Inn  41 


Physicians'  Directory 
Classified  Advertisements 


132-140 

141-142 


Volume  72,  March,  1976 


143 


Editorials 


INTERNATIONAL  MEDICAL  CARE 
DELIVERY  SYSTEMS 

Many  physicians  believe  that  the  government 
will  soon  impose  a new  system  of  medical  prac- 
tice on  America.  The  general  population  will  be 
largely  ignorant  of  this  occurrence  until  it 
takes  place;  therefore,  it  is  imperative  that  the 
medical  community  take  note  and  try  to  help 
mold  a system  that  will  result  in  medical  prog- 
ress rather  than  regression. 

A knowledge  of  the  problems  and  pitfalls  of 
other  medical  care  delivery  systems  might  aid 
us  in  counseling  our  legislators  and  the  voting 
public  in  solving  some  of  our  own  health  care 
delivery  problems. 

The  world’s  health  care  problems  fall  into 
two  broad  categories:  those  of  the  developed  or 
industrialized  nations,  and  those  of  the  so- 
called  developing  nations. 

Problems  of  the  developed  nations  are  exem- 
plified by  several  European  countries  that  have 
accepted  the  efforts  of  governmental  planning 
agencies  and  subsidization  of  care. 

In  the  United  Kingdom  for  example,  the  Na- 
tional Health  Service  (NHS)  is  charged  with 
providing  comprehensive  health  care  and  im- 
proving the  physical  and  mental  health  of  the 
people. 

The  NHS  became  operational  in  1948;  its  26 
years  of  operation  have  been  fraught  with 
problems.  Many  adjustments  were  required, 
and  in  April  1974  a massive  restructuring  was 
carried  out  to  obtain  greater  managerial  effici- 
ency and  a better  balance  between  the  hospital- 
based  specialists  and  community  family  practi- 
tioners.^ Restructuring  has  not  been  entirely 
successful.  For  example,  consultants  were  re- 
fused a pay  raise  and  were  offered  contracts 
stipulating  some  loss  of  state  salary  if  they 
spent  any  time  in  private  practice.  The  consul- 
tants retaliated  by  limitingtheirwork  to 38 
hours  per  week,  which  was  their  contractual 


requirement.  Previously,  they  had  worked 
about  20  additional  hours  per  week  without 
pay. 

The  NHS  founders  believed  that  universal 
care  would  reduce  illness  and  the  demand  for 
treatment.  In  fact,  the  demand  for  state-pro- 
vided benefits  has  proved  limitless.  The  found- 
ers of  the  NHS  estimated  its  1974  cost  at  $400 
million;  in  fact  it  is  nearly  20  times  that  amount.® 

A practicing  British  consultant  stated  that 
the  NHS  is  in  trouble  because  it  has  fallen  into 
the  hands  of  the  politicians.  Further,  he  says 
that  the  NHS  structure  is  inflexible  and  that  its 
chain  of  command  is  more  rigid  than  that  of  the 
army.  He  emphasizes,  however,  that  urgent 
cases  are  handled  immediately  and  handled 
quite  well,  but  that  the  waiting  list  for  non-ur- 
gent cases  lengthens  each  day. 

Many  of  Great  Britain’s  2,300  hospitals  are 
more  than  100  years  old  and  unsuitable  for  pa- 
tient care  (one  five-floor  hospital  has  no  eleva- 
tor). In  1970,  27  % of  all  known  food  poisoning 
took  place  in  hospitals.  Only  40  new  hospitals 
have  been  built  since  World  War  II. 

The  NHS  has  falsely  economized  by  keeping 
its  physicians,  nurses,  and  others  chronically 
underpaid.  Until  now,  this  was  possible  because 
the  hallmark  of  these  professionals  always  has 
been  dedication  totheirwork  ratherthan  to  the 
cash  it  put  in  their  pockets.® 

Efforts  to  equalize  income  in  the  medical 
profession  mean  that  now  the  general  practi- 
tioner may  earn  as  much  as  the  hospital  consul- 
tant. The  long- term  effect  on  training  of  special- 
ists is  easy  to  see.  In  spite  of  this,  in  1974  no 
new  British-trained  doctors  entered  general 
practice.®  An  average  of  300  British-trained 
doctors  leave  the  country  each  year. 

In  the  past  15  years  the  NHS  has  deteriorat- 
ed, the  morale  has  deteriorated,  politicians 
have  had  more  and  more  influence,  and  the 
funds  have  been  progressively  cut  back.  Many 
British  physicians  feel  that  after  a quarter  cen- 
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tury  of  experimentation,  it  is  imperative  that 
the  medical  profession  regain  control  of  the 
country’s  health  service. 

The  problems  of  medical  care  in  the  under- 
developed nations  are  staggering  and  perhaps 
have  little  application  in  our  highly  developed 
society.  However,  we  should  have  some  concept 
of  these  problems. 

An  underdeveloped  nation  is  one  defined  as 
having  limited  economic  resources,  paucity  of 
educational  services  and  trained  manpower,  ex- 
cessive fertility  levels,  malnutrition,  a common 
disease  pattern,  and  an  entrenched  conserva- 
tive peasant  agricultural  society.^  Seventy  per- 
cent of  the  world’s  population  lives  in  this  type 
society.  Half  the  world’s  population  may  not  see 
a doctor  from  the  time  they  are  born  until  they 
die.^  Although  the  underdeveloped  countries 
have  only  12.5%  of  the  world’s  money,  they 
have  86%  of  its  births.  This  tremendous  popu- 
lation growth  causes  the  gap  between  the  de- 
veloped and  underdeveloped  nations  to  widen 
continually.  In  a health  center  in  India,  one 
doctor  was  seeing  700  patients  in  a morning.'^ 
Obviously,  the  only  long-term  solution  to  the 
vast  problems  in  these  areas  is  effective  popula- 
tion control.  Malnutrition  is  a basic  medical 
problem  and  gets  worse  instead  of  better.  Com- 
municable and  vector-borne  diseases  are  major 
problems.  Many  of  the  diseases  that  occur  in 
these  regions  could  be  eliminated  by  immuniza- 
tion programs  and  prophylactic  drug  regimens. 
Others  would  succumb  to  simple  improvements 
in  environmental  sanitation  and  water  supply. 
Yet,  under  government  controlled  medicine  and 
public  health,  these  basic  problems  are  not 
corrected. 

From  studying  these  two  types  of  internation- 
al medical  systems,  we  can  draw  some  conclu- 
sions applicable  to  our  own  society: 

1.  Ambitious  medical  care  systems  are  es- 
tablished by  politicians,  but  subsequent  legisla- 
tion to  fund  the  system  adequately  is  not  forth- 
coming. In  Great  Britain,  for  example,  funds 
have  been  progressively  cut. 

2.  The  medical  system  is  overutilized  in  ev- 
ery socialized  system,  and  overuse  is  difficult  to 
control.  It  is  not  politically  expedient  for  the 
legislator  to  limit  his  constituent’s  access  to  the 
medical  system.  Long  waiting  periods,  escalat- 


ing costs,  and  eventually  near  bankruptcy 
result. 

3.  When  the  state  employs  physicians,  it  tries 
to  make  their  compensation  equal  to  that  of 
other  workers.  Government  salaries  do  not 
even  keep  pace  with  inflation;  also,  compensa- 
tion for  additional  training,  added  skills,  and 
difficulty  of  task  performed  is  neglected. 

4.  Government  control  siphons  medical  care 
dollars  into  the  bureaucracy,  reducing  the 
amount  available  for  direct  care. 

5.  Free  medical  care  is  never  available.  If  the 
individual  does  not  have  to  pay  for  his  medical 
care  directly,  he  pays  through  higher  taxes  and 
bureaucratic  expenses. 

6.  The  amount  of  uncompensated  work  done 
by  the  average  physician  is  seldom  considered 
by  politicians  or  by  the  press  when  planning 
new  medical  systems.  The  politician  never  ac- 
cepts the  responsibility  when  costs  far  exceed 
his  conservative  estimates;  the  medical  profes- 
sion becomes  the  scapegoat. 

Every  physician  has  a responsibility  to  learn 
all  he  can  about  the  problems  facing  American 
medicine,  and  to  tell  his  legislators  what  he 
thinks.  Eventually,  we  may  evolve  a system  that 
provides  excellent  care  for  every  patient  with- 
out bankrupting  our  nation,  causing  rampant 
inflation,  or  destroying  our  medical  system. 

W.  J.  Nelson,  MD,  El  Paso;  W.  H.  Mosberg,  Jr.,  MD, 
Baltimore. 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it.^  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area, 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

i.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3. When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6. In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9* Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11  • PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufiicturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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Medicaid  will  continue,  with  our  help 


The  Texas  State  Board  of  Public 
Welfare  has  appropriated  funds  from 
the  department’s  “earned  federal 
funds”  account  to  settle  the  Medicaid 
premium  deficit  this  year.  An  even 
bigger  deficit  may  develop  the  next 
fiscal  year  (beginning  September  1), 
and  physicians  are  asked  to  help 
keep  the  Medicaid  program  both 
serviceable  and  solvent. 

What  happened  this  year  ? The 
general  public  wants  to  limit  welfare 
appropriations,  and  the  legislature 
listens.  As  a result  of  public  attitudes 
combined  with  inflation,  appropria- 
tions will  not  support  continuation 
of  the  Medicaid  program  at  1974 
and  1975  levels. 

Neither  physicians  nor  hospitals 
are  paid  what  they  deserve  if  they 
participate  in  the  Medicaid  program, 
and  some  physicians  no  longer  accept 
Medicaid  patients.  In  the  natural 
course  of  events,  patients  who  can’t 
obtain  treatment  in  doctors’  offices 
and  clinics  seek  treatment  in  hospital 
emergency  rooms  or  even  as  hospital 
inpatients.  Either  way,  costs  are 
higher. 

The  TMA  Executive  Board  agreed 
that  the  transfer  of  funds  was  neces- 
sary; Medicaid  basically  is  a good 
program  that  is  administered  within 
our  state  to  help  provide  medical 
care  for  people  who  are  medically 
indigent. 

Physicians  alone  cannot  solve  the 
whole  problem,  but  we  can  help.  The 
Executive  Board  specifically  re- 
quested that  physicians  who  have 
curtailed  or  discontinued  service  to 
Medicaid  patients  try  again;  it  is  im- 
portant that  care  be  available  in 
offices  and  clinics.  Physicians  and 
other  providers  also  are  asked  to 
voluntarily  shave  all  services  to  those 
essential  for  patient  safety  in  this 
time  of  financial  crunch.  When  it 
comes  to  deciding  which  services  are 
necessary  for  the  patient’s  safety,  no 
group  can  do  this  quite  as  well  as  the 
physicians;  certainly  such  decisions 
should  not  be  based  on  administra- 
tive restrictions. 

F or  its  part,  the  Department  of 
Public  Welfare  has  pledged  to  ferret 


out  the  relatively  few  recipients  who 
might  abuse  the  program  and  be 
guilty  of  recipient  overutilization, 
and  to  strengthen  utilization  review 
mechanisms  in  order  to  fulfill  their 
firm  statutory  mandate  to  determine 
that  medical  services  are  necessary 
before  allowing  reimbursement. 

Physician  representatives  on  the 
Medical  Care  Advisory  Committee  of 
the  Department  of  Public  Welfare, 
chaired  by  Dr.  Milton  V.  Davis, 

Dallas ; the  Association’s  Council  on 
Tax-Financed  Health  Care  Programs, 
headed  by  Dr.  A.  Rex  Kirkley,  Bel- 
ton ; and  the  Executive  Board  join  in 
urging  every  physician  to  do  his  part 
to  maintain  the  effectiveness  of  the 
Medicaid  program  while  solutions  to 
its  problems  are  being  worked  out. 

We  urge  that  physicians  continue 
serving  Medicaid  patients,  and  co- 
operate at  the  local  level  to  improve 
and  strengthen  the  utilization  review 
mechanism.  The  real  goal,  as  always, 
is  to  see  that  all  the  people  of  Texas 
have  the  finest  medical  care  possible. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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10-day  Bactrim  therapy 
outperforms  10-day  ampicillin  therapy 


In  a multicenter,  double- 
blind  study  of  patients  with 
chronic  or  frequently  recurrent 
urinary  tract  infection,  Bactrim  10- 
day  therapy  outperformed  ampi- 
cillin 10-day  therapy  by  27.2%, 
when  comparing  patients 
who  maintained  clear  cultures 
for  eight  weeks.  Criterion  for  “clear  culture"  was 
1000  orfewer  organisms/ml  of  urine. 
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Strength  tablets 

Just  1 tablet  B.LD. 


While  adverse  reactions  were  mild  (e.g,,  nausea, 
rash),  more  serious  reactions  can  occur  with  these 
drugs.  See  manufacturers’  product  information 
for  complete  listing. 

Note:  Bactrim  single  strength  tablets  were  used  in  these  clinical 
trials.  However,  studies  have  established  the  bioequivalency  of 
Bactrim  DS  with  the  single  strength  tablets. 
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and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 
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bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
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Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
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methoprim-sulfamethoxazole” indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
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creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
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packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
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In  a multicenter  study  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Bactrim  was  272%  more 
effective  than  ampieillin  in 

keeping  patients 

infection-free  for  8 weeks: 


% of  patients  infection-free  at  8 weeks 


Bactrim 
7a5%of 
78  patients 


ampiciiim 
55.4%  of 
74  patients 
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*This  percentage  is  arrived  at  by  the  statistical  method  of 
dividing  the  difference  between  Bactrim  and  ampieillin  results 
(15.1  %)  by  the  percent  of  ampieillin  results  (55.4%). 
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(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

double  strength  tablets 
Just  1 tablet  B.I.D. 


Please  see  summary  of  product  information 
on  preceding  page. 


Bactrirn 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  B.I.D. 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

1. PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3. When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  tacts  about  the  investigational 
item  to  be  studied,  in  comprehensible 

lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  .Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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TMA  professional  liability  survey  results  released 

The  premise  that  the  professional  liability  insurance  crisis  in  Texas  is 
adversely  affecting  the  availability  and  the  cost  of  health  care  services 
for  patients  has  been  documented  by  the  Texas  Medical  Association. 
NEWS  Survey  results  released  in  mid-March  indicate  that  one  of  every  two 

Texas  private  physicians  responding  to  the  questionnaire  will  limit 
services  as  a result  of  the  malpractice  situation. 

Also  outstanding  among  the  findings  of  the  1975  TMA  Professional 
Liability  Insurance  Survey  are  (1)  that  malpractice  suits  in  the  state 
have  quadrupled  since  1971 , and  (2)  the  amounts  awarded  by  juries 
have  risen  500%  in  the  same  period. 

In  addition  to  the  public  dissemination  of  the  report,  TMA  has  pre- 
sented the  survey  results  and  analysis  to  the  Texas  Medical  Liability 
Study  Commission  for  its  use  in  the  formulation  of  proposed  legisla- 
tive remedies  to  the  crisis.  The  commission  had  cited  the  lack  of 
documentation  as  a major  stumbling  block  to  resolving  the  profes- 
sional liability  insurance  problem. 

Increase  of  suits 

Nationwide,  one  of  the  basic  characteristics  of  the  malpractice  crisis 
is  the  rapidly  increasing  number  of  claims  or  suits  in  the  field.  The 
TMA  survey  shows  that  Texas  has  not  escaped  the  alarming  increase 
in  frequency  of  professional  liability  insurance  claims  and 
suits. 

Of  all  the  respondents  to  the  survey,  one  out  of  every  3.5  physicians 
(28%)  have  had  a claim  or  suit  filed  against  them  at  some  time  in  their 
professional  career.  For  the  larger  specialties,  this  percentage  varied 
widely;  for  example,  15%  for  pediatricians;  49%  for  orthopedic  sur- 
geons; 54%  for  neurosurgeons.  It  is  significant  that  one-third  of  the 
physicians  engaged  in  family  practice  have  had  a claim  or  suit  filed 
against  them.  Of  all  the  claims  or  suits  filed  against  the  respondent 
physicians,  60%  have  been  filed  since  1972;  35%  in  1973  and  1974 
alone;and  16%  in  the  first  eight  months  of  1975. 

The  survey  information  further  indicates  that  such  items  as  medical 
school,  years  in  practice,  or  specialty  board  certification  have  little 
6 affect  on  whether  a physician  has  had  a suit  or  claim. 
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Increased  severity 


The  malpractice  crisis  has  also  been  marked  by  the  steep  escalation 
in  the  severity  of  claims  or  suits.  The  TMA  survey  shows  a definite 
upward  trend  in  the  dollar  amounts  being  sought  in  Texas  since  1965. 
The  percentage  of  all  claims  or  suits  seeking  $100,000  to  $500,000 
has  jumped  from  38%  in  1965to43%  in  1975.  In  1965,  only  2%  of 
all  claims  or  suits  were  seeking  over  $1  million;  however,  by  1975  the 
percentage  had  increased  to  13.1%.  Logically,  there  has  been  a de- 
crease in  the  percentage  of  suits  or  claims  asking  for  less  than 
$100,000. 

Disposition  of  claims  or  suits  have  a bearing  on  the  total  crisis  picture 
in  view  of  the  increased  amounts  of  awards  being  sought.  Fortheyear 
1965  in  Texas,  48%  of  all  claims  reported  were  settled  out  of  court; 
26%  were  dropped  or  dismissed  by  the  claimant;  17%  were  tried  with 
the  physician  found  to  have  rendered  standard  care;  2%  were  tried 
with  the  physician  found  negligent;  2%  are  still  pending,  and  2%  have 
yet  to  be  disposed  of. 

Of  the  claims  or  suits  reported  in  1974, 19%  have  been  settled;  14% 
have  been  dropped  or  dismissed,  3%  were  tried  with  2%  of  these  won 
by  the  physician  and  1%  by  claimant.  Still  pendingare61%of  the 
1974  claims  or  suits.  During  the  first  six  months  of  1975, 6%  of  the 
reported  claims  or  suits  were  settled;  7%  were  dropped  or  dismissed; 
1%  weretried  and  won  by  the  physician;  81%  are  still 
pending. 

Damages  awarded  have  also  been  going  up  in  the  last  few  years.  Prior 
to  1965  only  8.8%  of  the  awards  in  Texas  were  over  $20,000.  By 
1973,  a year  when  disposition  of  many  cases  reported  in  the  survey 
were  concluded,  the  figure  had  risen  to  20. 1 %.  In  that  same  year, 
85.5%  of  all  claims  or  suits  had  asked  for  more  than  $20,000. 

Claims  or  suits  still  pending  on  prior  years  could  account  for  yet  addi- 
tional dollars  required  to  be  paid  out  on  Texas  experience.  Of  those 
claims  reported  by  survey  respondents  for  the  year  1973,  more  than 
$2.7  million  had  been  paid  in  awards.  Still  pending  from  that  year  are 
36%of  the  claims  or  suits.  More  than  $2.3  million  has  been  paid  on 
claims  reported  in  1974with  61%  still  pending. 
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Increased  premiums 

The  increased  frequency  and  severity 
of  claims  or  suits  have  been  reflected 
in  increased  premiums  for  Texas  doc- 
tors. The  TMA  survey  covered  only  the 
first  eight  months  of  1975  and  did  not 
reflect  increases  occurring  in  the  lat- 
ter part  of  the  year.  For  example,  from 
1970  to  1975,  there  was  a 571%  in- 
crease in  rates  for  basic  coverage 
($100,000/300,000)  for  anesthesiol- 
ogists; a 313%  increase  for  family 
physicians. 

For  higher  basic  coverage  ($200,- 
000/600,000)  during  the  same  pe- 
riod, there  was  a 631  % increase  in 
rates  for  orthopedic  surgeons;  621  % 
for  anesthesiologists;  394%  for  ob- 
stetricians; and  290%  for  family 
physicians. 


Survey  Definitions 


Suit:  A petition  filed  in  court  and  a citation 
actually  served  charging  the  physician 
with  negligence. 

Claim:  No  suit  filed  in  court  but  a request  for 
money  damages  against  a physician  was 
investigated  and  negotiated  by  attorneys 
or  the  insurance  carrier. 


Umbrella  coverage 

The  TMA  survey  indicates  a trend  in 
relation  to  umbrella  coverage  carried 
by  Texas  physicians.  An  increasing 
number  of  physicians  carried  this  type 
of  coverage  up  into  1973  when  there 
began  a marked  reduction  in  the  per- 
centage of  doctors  carrying  umbrella 
coverage.  Although  no  concrete  rea- 
son for  this  trend  was  manifested  in 
the  survey  results,  it  could  be  attribut- 
ed to  the  increasing  unavailability  and 
the  prohibitive  premium  rates  forthis 
type  of  coverage. 


As  for  the  cost  of  umbrella  coverage, 
the  same  upward  trend  indicated  for 
basic  coverage  was  apparent. 

Impact  of  crisis 

The  TMA  survey  documents  that  the 
impact  of  the  malpractice  crisis  on  the 
medical  and  health  care  system  goes 
beyond  the  problem  of  increased 
costs.  One  of  the  compounding  prob- 
lems of  the  medical  malpractice  crisis 
is  the  dictation  of  clinical  decisions 
and  medical  practice  in  order  to  ob- 
tain insurance  or  the  forced  reduction 
in  the  total  range  of  medical  care  by  a 
single  physician  private  practitioner 
in  order  to  keep  or  obtain  insurance 
coverage. 

The  problem  of  keeping  or  obtaining 
malpractice  insurance  coverage  in  the 
state  is  worsening.  Fourteen  percent 
of  the  survey  respondents  said  that  a 
carrier  had  refused  to  renew  their 
policy  at  one  time  or  another.  In 
particular,  this  answer  included  17% 
of  the  family  physicians;  28%  of 
anesthesiologists;  and  30%  of  all 
neurosurgeons. 

In  orderto  obtain  insurance,  physi- 
cians are  limiting  their  scope  of  serv- 
ices. The  survey  indicated  that  8% 
have  already  been  forced  to  cut  back 
services.  The  percentage  varies  from 
specialty  to  specialty,  but  20%  of  the 
family  physicians  indicated  that  the 
impact  service  reduction  had  been 
forced  upon  them  in  order  to  obtain 
insurance. 

The  further  apparent  impact  is  that, 
because  of  the  threat  of  a lawsuit, 

51  % of  all  respondents  indicated  that 
they  feel  they  must  limit  procedures 
performed.  This  figure  included  73% 
of  family  practitioners  and  47  % of 
general  surgeons. 

Because  of  the  high  numbers  of  family 
practitioners  who  are  limiting  their 
services,  this  impact  on  availability 
can  be  expected  to  be  felt  more  acute- 
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True  today. 


The  Texas  Medical  Association  has  sponsored  a Group  Insurance 
Program  as  a service  to  its  members  for  over  20  years.  The  success 
of  the  Program  is  substantiated  by  the  fact  that  9,258  individuals 
were  insured  on  November  1,  1975  and  the  number  increases  daily. 

The  purchase  of  insurance  is  an  individual  choice.  There  is  no  con- 
cern in  this  regard.  However,  there  is  concern  when  the  effective- 
ness of  the  TMA  group  coverage  is  questioned  without  a complete 
comparison  being  made. 

If  attempts  are  made  to  persuade  you  to  give  up  any  coverage  you 
have  in  force,  demand  a complete  comparison  of  both  policies  in 
volved.  Make  sure  that  the  comparison  includes  such  things  as  how 
long  benefits  will  be  paid  and  the  qualifying  circumstances,  applica- 
tion of  deductibles,  coordination  clauses,  partial  payments,  amounts 
paid  for  specific  losses,  cost  projections,  and  the  date  on  which  cov- 
erage reduces  or  terminates  due  to  age. 

Current  insurance  advertising  codes  and  state  insurance  laws 
prohibit  the  use  of  misleading  statements,  examples  of  high  dollar 
amounts  which  are  in  fact  projections  of  benefits  under  specific  cir- 
cumstances, or  any  type  of  presentation  which  involves  maximums 
without  due  regard  to  minimums  and  restrictions. 

The  ultimate  choice  is  yours,  but  do  not  make  your  choice  on  any- 
thing less  than  factual  information. 

We  urge  you  to  discuss  this  message  with  your  personal  insurance 
counselor  or  agent.  We  are  confident  that  he  will  agree  with  the 
contents. 

Committee  on  Association  Insurance  Programs 
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ly  in  the  rural  and  underserved  areas 
of  the  state. 

Impact  on  Medicare/Medicaid 
patients 

A critical  impact  of  the  malpractice 
crisis  in  Texas  appears  to  be  affecting 
the  availability  of  medical  care  for 
Medicare  and  Medicaid  recipients. 
Survey  results  show  that  22%  of  the 
physicians’  patients  are  on  Medicare 
and  10%  are  on  Medicaid.  There  is  a 
higher  percentage  in  such  specialties 
as  urology,  radiology,  ophthalmology, 
internal  medicine,  and  family 
practice. 

Because  the  reimbursement  of  physi- 
cians treating  these  patients  fails  to 
allowforthe  dramatic  increase  in  mal- 


Survey  Highlights 


• Malpractice  suits  in  Texas  have  quadrupled  since 
1971 

• Awards  have  increased  500%  since  1971 

• Half  of  Texas  physicians  will  limit  services  be- 
cause of  the  maipractice  insurance  crisis 


practice  premiums,  many  physicians 
are  making  a determination  to  reduce 
the  number  of  Medicare  and  Medicaid 
patients.  Six  percent  of  the  survey 
respondents  expect  the  number  of 
Medicare  patients  to  be  reduced; 

10%  feel  they  will  decrease  the  per- 
centage of  Medicaid  patients.  In  par- 
ticular, these  figures  include  orthope- 
dic surgeons,  neurosurgeons,  intern- 
ists, and  family  physicians. 

On  the  other  hand,  many  specialties 
feel  their  percentage  will  increase  or 
remain  the  same.  However,  if  the  rate 
of  reimbursement  does  not  change, 
it  appears  likely  that  higher  increases 
in  malpractice  fees  will  be  passed  on 
to  the  private  patients. 

Survey  comprehensive  in  scope 

In  addition  to  documentingthe  major 


factors  constituting  the  professional 
liability  crisis  in  Texas,  the  TMA  sur- 
vey developed  an  overall  picture  of  in- 
surance experience  and  practice  pat- 
terns of  Texas  physicians. 

The  survey  report  tabulates  such 
items  as  the  types  of  practice,  special- 
ty distribution,  medical  school  attend- 
ance, age  and  average  years  in  prac- 
tice, hours  per  week  in  practice,  total 
years  of  practice,  medical  practice 
expenses  and  the  relative  increase  in 
such  expenses  as  they  relate  to  mal- 
practice insurance  premiums. 

For  the  first  time,  the  survey  findings 
provide  definitive  answers  regarding 
malpractice  issues  in  the  state. 

Other  findings 

At  the  time  of  the  survey,  95%  of  all 
respondents  had  insurance  coverage. 
For  the  larger  specialties  these  per- 
centages ranged  from  89%  of  the 
neurosurgeons  to  99%  of  the 
internists. 

At  that  time,  2.5%  of  the  physicians 
d id  not  have  coverage  because  the 
premium  was  too  high;  1.2%  chose 
not  to  maintain  coverage,  1.1%  did 
not  have  coverage  for  other  reasons; 
and  .5%  were  unable  to  obtain  cover- 
age at  any  price. 


Malpractice  Insurance  Profile  Highlights 


Physicians  (%)  Coverage 
5%  less  than  $100,000/300,000 

39%  $100,000/300,000 

44%  $200,000/600,000 

12%  greater  than  $200,000/600,000 


The  data  regarding  malpractice  insur- 
ance coverage  are  changing  daily. 
Based  upon  survey  information  and 
recent  developments  in  the  insurance 
field,  it  appears  that  26%  to  28%  of 


TEXAS  MEDICINE 


the  physicians  in  private  practice  in 
Texas  who  had  insurance  at  the  time 
of  the  survey  will  be  required  to  find  a 
new  source  of  basic  coverage  within 
the  next  four  to  six  months.  This  oc- 
currence is  projected  on  the  knowl- 
edge of  those  carriers  who  plan  to 
withdraw  from  certain  market  areas 
or  to  refuse  renewal  of  policies.  At  the 
present  time,  with  the  exception  of 
the  Joint  Underwriting  Association, 
which  is  limited  to  $300,000  basic 
coverage,  there  does  not  appear  to  be 
a viable  market  for  malpractice  insur- 
ance for  this  26%  to  28%. 

Physician  profile 

From  the  survey  profile  of  Texas  phy- 
sicians and  their  medical  practices, 
the  following  conclusions  are 
evident: 


Physician  Profile  Highlights 


75.5%  in  specialties  of  pediatrics,  ophthalmology, 
internal  medicine,  radiology,  urology,  family 
practice,  anesthesiology,  general  surgery,  ob- 
stetrics-gynecology, othopedic  surgery,  neu- 
rosurgery 

93.9%  in  private  practice  (solo,  partnership,  group) 
51%  graduates  of  Texas  medical  schools 


(1)  Physicians  cannot  significantly 
increase  practice  revenue  to  pay  high- 
er malpractice  insurance  premiums 
by  working  more  hours  per  week  or 
weeks  per  year. 

(2)  Medical  practice  expenses  have 
increased  substantially  during  the 
1970-1975  period  and  the  sizeable 
increases  in  malpractice  insurance 
rates  have  contributed  significantly 
to  these  increased  practice 
expenses. 

Because  the  survey  results  became 
available  only  at  press  time,  a further 
detailed  report  on  the  survey  will  be 
forthcoming. 


Texans  assist 
earthquake  victims 

Citizens  from  across  the  state  re- 
sponded to  the  needs  of  the  earth- 
quake survivors  in  Guatemala  in  early 
February.  In  the  Houston  area,  the 
Harris  County  Medical  Society  coordi- 
nated efforts  to  send  desperately 
needed  medical  supplies  to  the  major 
hospital  in  Guatemala  City. 

A load  of  500  units  of  fresh  frozen 
plasma  from  the  Gulf  Coast  Regional 
Blood  Center  in  Houston  was  the  first 
American  shipment  to  reach  the  Cen- 
tral American  Republic.  It  was  follow- 
ed by  ten  additional  flights  with  some 
40,000  pounds  of  specific  medical 
needs  requested  by  the  physicians  at 
the  Roosevelt  Hospital  in  the  nation’s 
capital  by  short  wave  radio. 

At  the  request  of  the  physicians  in 
Guatemala,  a Harris  County  Medical 
Society  team  of  orthopedic  surgeons 
and  anesthesiologists  flew  to  the 
country  and  assisted  in  clearingthe 
backlog  of  400  fracture  cases  which 
were  slowing  down  other  emergency 
care  at  the  hospital. 

Dr.  C.  C.  Shullenberger,  president  of 
the  medical  society,  moved  within 
hours  of  the  first  news  reports  of  the 
earthquake  to  authorize  the  effort. 
"Our  experience  in  the  Nicaragua  and 
Honduras  disasters  provided  an  ideal 
background  to  respond  quickly  and 
effectively,"  he  said. 

California  firm 
takes  CHAMPUS  contract 

The  Defense  Department  civilian 
health  program  (CHAMPUS)  has  se- 
lected Health  Applications  Systems 
(HAS),  Inc,  of  Burlingame,  Calif,  to 
administer  the  CHAMPUS  program  in 
a five-state  Southwestern  US  area  in- 
cludingTexas. 

HAS  won  the  CHAMPUS  contract  in  a 
heated  competition,  beating  out  bids 
by  Blue  Cross-Blue  Shield,  Mutual  of 
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Omaha,  the  American  Association  of 
Foundations  for  Medical  Care,  and  the 
New  Mexico-based  Dykewood  Corp, 
among  others.  The  contract  gives  HAS 
responsibility  for  administering 
CHAMPUS  in  California,  Nevada,  Ari- 
zona, New  Mexico,  and  Texas,  an  area 
currently  being  administered  by  eight 
intermediaries. 

Defense  Department  officials  figure 
that  were  HAS  handling  CHAMPUS 
claims  in  that  area  during  this  fiscal 
yearundertermsofthe  newfiscal 
1977  contract,  the  taxpayers  would 
save  about  $3  million.  HAS  bid  on  a 
pre-claim  charge  of  $3.26,  substan- 
tially lower  than  most  intermediaries 
now  are  charging  to  handle  Medicare 
claims. 

Defense  Department  health  officials 
decided  to  consolidate  the  CHAMPUS 
contract  for  the  Southwest  area  after 
notingthatthe  individual  intermedi- 
aries had  been  varyingwidely  in  claim 
costs.  The  area  involves  nearly  one- 
third  of  the  total  CHAMPUS  system. 


Average  student  debt 
reaches  $9,000 

According  to  the  Association  of  Amer- 
ican Medical  Colleges,  $9,000  is  the 
average  debt  of  seven  out  of  ten 
medical  students  when  they  reach  the 
final  year  of  school. 

The  AAMC  “Survey  of  How  Medical 
Students  Finance  Their  Education 
1974-1975”  also  shows  that  one-third 
of  the  students  come  from  families 
with  incomes  below  $15,000.  Slightly 
morethan  one-third  (37%)  come 
from  families  with  incomes  of  more 
than  $25,000.  Copies  of  the  study 
may  be  obtained  for  $5  each  from 
AAMC,  1 Dupont  Circle,  NW,  Washing- 
ton, DC  20036. 


Nurses  hope  to  revise 
licensing  act  in  1977 

The  Texas  Nurses  Association’s  Board 
of  Directors  has  voted  to  support  a 


revised  Professional  Nursing  Practice 
Act  in  the  1977  Texas  Legislature. 
Their  action  stated  that  “if  certain  fac- 
tors are  present,”  like  a quality  docu- 
ment, favorable  legislative  climate, 
adequate  support  within  and  without 
the  profession,  then  legislative  action 
will  be  urged.  The  TNA  legal  counsel 
and  a special  task  force  have  been  in- 
volved in  the  writing  of  a draft  docu- 
ment to  strengthen  the  licensing  act. 
Copies  have  been  shared  with  TNA 
districts  and  various  government, 
nursing  and  professional  liaison 
groups,  organizations,  or  agencies. 
Copies  of  the  draft  are  available  from 
TNA.  Minimum  contributions  of  $1 
per  copy  are  requested.  Contributions 
will  be  used  in  a special  Nurse  Prac- 
tice Act  fund. 


Medical  schools  urged 
to  recruit  from  rural  areas 

Medical  schools  are  urged  to  enroll 
more  students  from  small  towns  and 
rural  areas  and  to  step  up  training 
programs  for  family  medicine  to  pro- 
duce more  doctors  that  are  likely  to 
practice  in  rural  areas,  in  a report  in 
the  Feb  2 issue  of  the  Journal  of  the 
American  Medical  Association. 
Physicians  with  nonmetropolitan 
backgrounds  are  two  to  three  times 
as  likely  to  select  nonmetropolitan 
practice  as  physicians  with  urban 
backgrounds,  a study  conducted  by 
the  University  of  Missouri  School  of 
Medicine  at  Columbia  indicates. 

In  addition,  physicians  whoenterfam- 
ily  medicine  are  almost  three  times  as 
likely  to  select  nonmetropolitan  prac- 
tice as  physicians  in  other  primary- 
care  specialties. 

A combination  of  these  two  factors 
results  in  two-thirds  selecting  rural  or 
smalltown  practice  according  to  the 
study. 

While  26%  of  the  nation’s  population 
lives  in  nonmetropolitan  counties 
(those  with  no  city  having  greater  than 
50,000  population),  only  13%  of  the 
nation’s  physicians  reside  in  these 
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counties.  The  study  further  reports 
that  students  with  rural  backgrounds 
are  substantially  underrepresented  in 
the  nation's  medical  schools.  Only 
17%  of  entering  medical  students 
are  from  these  counties.  However, 
studies  show  that  the  small-town  stu- 
dent who  specializes  is  much  less  like- 
ly to  return  to  rural  practice.  Thus, 
there  is  a need  for  more  medical 
school  programs  that  stress  prepara- 
tion forfamily  medicine. 


Research  center  established 

A major  research  center  to  mount  a 
sustained  scientific  attack  on  heart 
disease  was  established  at  South- 
western Medical  School,  Dallas,  in  ac- 
tion taken  recently  by  The  University 
of  Texas  System  Board  of  Regents. 
Approved  by  the  regents  was  an  agree- 
ment creating  the  Harry  S.  Moss  Heart 
Center,  a facility  “to  be  operated  ex- 
clusively for  the  development  of  an 
innovative,  interdisciplinary  cardio- 
vascular program  relative  to  the 
cause,  prevention,  and  treatment  of 
heart  disease.’’ 

Under  terms  of  the  agreement  with 
trustees  of  the  Harry  S.  Moss  T rust  for 
the  Prevention  and  Cure  of  Heart 
Disease,  the  center  will  receive  $250,- 
000  annually  for  a ten  year  period  to 
support  a wide  spectrum  of  long-term 
cardiovascular  studies. 

Director  of  the  new  center  will  be  Dr. 
Jere  H.  Mitchell,  professor  of  internal 
medicine  and  director  of  Southwest- 
ern’s cardiopulmonary  laboratory. 


"Are  you  willing  to  submit  our  differences  in 
diagnosis  to  arbitration?” 


Fee  increase  attributed 
to  professional  liability 

Physicians'  fees  rose  11.8%  in  1975, 
accordingtothe  Consumer  Price 
Index  published  by  the  Bureau  of 
Labor  Statistics. 

The  increase  in  December  was  1.2%. 
Bureau  of  Labor  Statistics  officials  at- 
tributed the  increases  to  the  rising 
cost  of  professional  liability  insurance 
premiums.  Hospital  service  charges 
rose  13%  during  1975,  accordingto 
the  Consumer  Price  Index. 


Humanities  seminars 
scheduled  for  1976 

The  National  Endowment  for  the  Hu- 
manities will  again  support  a program 
of  humanities  seminars  for  physicians 
and  other  members  of  the  health  pro- 
fessions in  1976  includinga  seminar 
in  Galveston  Sept  13-Oct  8. 

The  seminars  are  designed  to  bring 
medical  practitioners  together  with 
distinguished  humanists  from  the 
fields  of  history,  religion,  sociology, 
and  philosophy  for  a month  of  full- 
time study  devoted  to  such  issues  as 
ethical  conflicts,  the  rights  of  patients 
and  practitioners,  the  purpose  and 
limits  of  the  medical  professions,  and 
their  relations  to  the  community. 

Upto  15  participants  will  attend  each 
seminartuition  freeand  will  receive  a 
$1,200  stipend  to  cover  expenses, 
plus  reimbursement  for  travel  up  to  a 
$300  maximum. 

Seminars  are  also  scheduled  at  Ohio 
State  University  in  Columbus,  the 
University  of  Pennsylvania  in  Phila- 
delphia, and  Stanford  University  in 
Stanford,  Calif. 

Dr.  H.  Tristram  Engelhardt,  Jr.,  asso- 
ciate professor  of  the  philosophy  of 
medicine  in  the  Institute  for  the  Medi- 
cal Humanities  of  The  University  of 
Texas  Medical  Branch,  will  direct  the 
Galveston  seminar.  This  seminarwill 
examinethe  general  issue  of  patients’ 
rights  and  the  particular  issue  of  the 
rightto  health  care  through  a consid- 
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angina  pectoris.  Because  of 
their  sustained  action  they 
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eration  of  the  basic  philosophical  and 
ethical  issues  that  bear  on  the  status 
of  the  individual,  the  nature  of  justice, 
and  the  relationship  between  the  in- 
dividual and  society.  Further  informa- 
tion on  the  seminar  may  be  obtained 
from  Dr.  Engelhardt. 


TMA  committee  studies 
insurance  comparisons 

According  to  Dr.  Richard  L.  Vardy, 
chairman  of  the  Texas  Medical  Asso- 
ciation's Committee  on  Association 
Insurance  Programs,  there  have  been 
occasional  instances  of  competing 
agents’  using  unfair  and  incomplete 
comparisons  in  an  effort  to  persuade 
participants  of  the  TMA  program  to 
switch  their  coverage. 

“The  committee  recently  examined  a 
comparison  an  agent  was  using  for 
disability  insurance,”  Dr.  Vardy  said. 
“Amongother  unfairexamples,  the 
minimums  of  the  TMA  plan  were  com- 
pared with  the  maximums  of  his  policy 
to  the  extent  that  it  appeared  that 
TMA  had  little  to  offer.” 

Dr.  Vardy  added  that  all  policies  have 
maximums,  minimums,  and  restric- 
tions. He  said  the  application  of  the 
three  in  relation  to  benefit  provisions 
should  be  paramount  considerations 
before  purchase. 

“The  manner  in  which  a company 
chooses  to  apply  the  premium  dollar 
to  benefits  is  a choice.  TMA  has  pro- 
ceeded on  the  basis  that  emphasis 
should  be  placed  on  long  term  dis- 
ability benefits  for  those  who  may  be- 
come totally  disabled  priorto  age  60. 
At  the  same  time,  consideration  was 
given  to  the  fact  that  adequate  bene- 
fits are  essential  for  disabilities  which 
occur  between  age  60  and  70.  Physi- 
cians who  choose  to  practice  between 
age  70  and  75  are  also  entitled  to  pro- 
tection,” the  committee  chairman 
explained. 

Dr.  Vardy  said  the  insurance  commit- 
tee would  welcome  suggestions  from 
members  on  the  types  of  benefits  they 


desire  in  the  various  plans.  He  em- 
phasized the  committee  would  pursue 
any  benefit  provision  that  can  be  in- 
cluded at  a reasonable  cost  and  ap- 
plied on  an  equitable  basis. 

All  activities  of  theTMA  insurance 
program  are  under  the  jurisdiction  of 
the  Committee  on  Association  Insur- 
ance Programs,  the  Council  on  Medi- 
cal Service  and  Insurance  and  subject 
to  approval  of  the  governing  bodies  of 
the  association.  Rates,  benefits,  and 
restrictions  are  carefully  evaluated  in 
cooperation  with  the  Prudential  Insur- 
ance Company  before  they  are  ac- 
cepted. Dr.  Vardy  said  this  type  of 
administration  has  proven  to  be  most 
effective. 

Pathologist  says 
laboratory  frauds 
preventable 

The  recent  Medicare,  Medicaid  frauds 
involving  laboratories  easily  could 
have  been  prevented,  according  to  Dr. 
James  Stinson,  president  of  the  Texas 
Society  of  Pathologists,  Inc. 

“The  tragedy  of  the  whole  situation  is 
that  the  problem  never  should  have 
occurred,”  Dr.  Stinson  said.  “Until 
1969  all  medical  laboratories  were 
under  the  direction  of  a physician, 
usually  a qualified  clinical  patholo- 
gist. Then  a lawsuit  by  the  federal  gov- 
ernment forced  the  College  of  Ameri- 
can Pathologists  to  sign  a consent 
decree  that  made  it  possible  for  per- 
sons nottrained  in  medicine,  and 
even  lay-controlled  corporations,  to 
practice  medicine  in  the  area  of  medi- 
cal laboratory  diagnosis,”  the  physi- 
cian continued.  “Nowwith  one  hand 
the  federal  government  is  uncovering 
abuses  while  the  other  hand  has  tied 
the  most  effective  means  of  control- 
lingthese  abuses.” 

Before  the  lawsuit,  “the  voluntary 
requirements  for  operating  such  a 
laboratory  were  stringent.  All  doctor- 
controlled  laboratories  were  inspected 
at  intervals  by  local,  state,  and  nation- 
al medical  organizations  to  be  sure 
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they  met  standards  for  accuracy  and 
ethical  operation,”  Dr.  Stinson 
said. 

The  pathologist  said  the  scandal  may 
be  a blessing  in  that  it  has  alerted 
physicians  to  the  dangers  to  their  pa- 
tients of  sending  specimens  to  “cut- 
rate,”  “discount,”  “bargain  base- 
ment” laboratories. 

Jerry  Chapman,  a Texas  welfare  offi- 
cial, said  if  Texas  medical  laboratories 
are  engaging  in  fraudulent  billing,  the 
amount  of  money  involved  would  be 
very  small  since  the  department  al- 
ready monitors  these  labs.  U S Sen 
Frank  Church’s  (D-ld)  Committee 
on  Aging  also  has  received  data  on  the 
Texas  situation  and  apparently  the 
state  still  has  a clean  bill  of 
health. 

Dr.  Stinson  stated,  “Senator  Church 
and  his  committee  deserve  much 
thanks  for  uncovering  this  situation  in 
which  there  is  an  unethical  practice  of 
medicine,  possibly  both  by  physicians 
and  non-physicians.  Hopefully  the 
Church  committee  will  press  this  in- 
vestigation with  the  result  that  any  un- 
ethical physician  involved  may  have  to 
forfeit  his  license  and  any  non-physi- 
cian will  receive  appropriate  similar 
punishment.  Perhaps  the  committee 
might  go  even  further,  consideringthe 
unfortunate  results  of  the  ‘consent  de- 
cree,’ and  recommend  returning  the 
practice  of  medicine  to  the 
physician.” 


Coastal  state  regions 
in  receptive  condition 
for  dengue  disease 

Yellow  fever  has  been  effectively 
wiped  out  in  this  country,  but  the 
coastal  regions  of  Texas  and  adjacent 
states  are  now  in  a highly  receptive 
condition  for  dengue,  another  disease 
transmitted  by  the  same  mosquito, 
according  to  an  entomologist  at  The 
University  of  Texas  School  of  Public 
Health. 

Dr.  John  E.  Scanlon,  associate  dean 


for  research  at  the  school,  has  done 
extensive  research  on  VneAedes 
aegypti  mosquito  in  several  parts  of 
the  world.  He  said  he  has  become  con- 
cerned recently  over  the  status  of  the 
species  in  the  Americas. 

At  present,  there  are  no  known  cases 
of  dengue  in  the  continental  United 
States,  but  the  possibilities  are  in- 
creased as  more  and  more  people  can 
afford  to  travel  to  other  parts  of  the 
world  which  do  have  the  disease. 
There  is  no  known  vaccine  for  the  dis- 
ease, and  the  only  solution  to  the 
worldwide  problem  is  complete  eradi- 
cation oiVr\e  Aedes aegypti  mosquito. 


TARP  implemented 
in  Texas  hospitals 

The  Texas  Admissions  and  Review 
Program  (TARP)  as  conducted  by  the 
Texas  Medical  Foundation  currently  is 
being  implemented  in  hospitals  which 
have  an  appreciable  number  of  Medi- 
caid admissions. 

Initial  contacts  have  been  made  in  all 
San  Antonio  and  Corpus  Christi  hos- 
pitals with  at  least  five  Medicaid  ad- 
missions a month,  and  contacts  have 
begun  in  hospitals  in  Dallas  and 
Houston. 

The  Texas  Department  of  Public  Wel- 
fare is  requiring  every  hospital  ad- 
mitting Medicaid  patients  to  use 
TARP.  Each  hospital  may  elect  to  have 
its  TARP  administered  byTMForto 
administerTARPfor  itself  under  the 
surveillance  of  Blue  Cross-Blue 
Shield.  The  only  alternative  to  the  use 
of  TARP  is  for  a hospital  to  submit  its 
proposed  alternate  plan  for  approval 
by  the  Department  of  Public  Welfare 
in  order  to  continue  to  be  reimbursed 
for  services  provided  Medicaid  pa- 
tients. The  review  of  care  provided 
Medicaid  patients  while  they  are  in 
the  hospital  will  replace  the  present 
claim-by-claim  analysis  with  its  at- 
tendant problems  of  frequent  re- 
quests for  records  and  resulting  retro- 
spective denial  of  claims. 
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Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 
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Before  prescribing,  see  complete  prescribing  in- 
brmation  in  SK&F  literature  or  PDR.  The  fol- 
owing  is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  n/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


ndications:  Edema:  That  associated  with  con- 
'estive  heart  failure,  cirrhosis  of  the  liver,  the 
lephrotic  syndrome;  steroid-induced  and  idio- 
)athic  edema;  edema  resistant  to  other  diuretic 
herapy.  Mild  to  moderate  hypertension:  Useful- 
less  of  the  triamterene  component  is  limited  to 
ts  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
iysfunction  or  developing  hyperkalemia. 

A/arnings:  Do  not  use  dietary  potassium  supple- 
nents  or  potassium  salts  unless  hypokalemia 
levelops  or  dietary  potassium  intake  is  markedly 
mpaired.  Enteric-coated  potassium  salts  may 
:ause  small  bowel  stenosis  with  or  without 
ilceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKhne  Corporation 


STOP  TH 
TEARS 

of  colic,  diarrhea 
or  similar  malad 


USE  LOMA  LINDA 


i-Soyalac  and  regular  Soyalac  are 
palatable,  readily  digestible  and 
assimilated.  It  simulates  human  milk 
appearance,  taste  and  texture.  It  is 
complete  with  vitamins  and  minerals 
It  is  suitable  for  all  infants  and  childn 
Soyalac  is  especiaily  recommendeci 
physicians  for  children  who  are  sens 
five  to  or  cannot  tolerate  cow’s  milk. 


For  nearly  a quarter  of  a century, 
Soyalac  has  proven  its  value  in  pro- 
moting growth  and  development -as 
shown  by  extensive  clinical  data. 


Available  without  carrageenan  in: 
SOYALAC  Liquid  Concentrate, 
SOYALAC  Powder  and  i-SOYALAC 
Liquid  Concentrate. 


Now  In  32  oz.  size.  Ready-to-Serve 


i-SOYALAC  contains  no  corn  products. 


Reference  series 
to  be  published 

The  Commission  on  Professional  and 
Hospital  Activities  (CPHA)  has  an- 
nounced the  publication  of  Hospital 
Mortality,  PAS  Hospitals,  United  States, 
1972-73,  the  first  book  in  a new  refer- 
ence series. 

The  book  makes  available  in-hospital 
fatality  rates  and  length-of-stay  infor- 
mation for  all  patients  discharged 
from  short-term  nonfederal  U S hos- 
pitals participating  in  the  Professional 
Activity  Study  (PAS). 

Data  displayed  in  Hospital  Mortality 
have  been  compiled  from  over 
24,000,000  individual  patient  dis- 
charge abstracts  from  1,592  hospitals 
in  the  United  States  participating  in 
PAS  during  1972  and  1973.  Patients 
are  grouped  into  349  diagnosis 
groups  and  228  operation 
groups. 

The  commission  is  a nonprofit,  non- 
governmental research  and  education 
center  in  Ann  Arbor,  Mich. 


Measles  booster 
guidelines  issued 

A revised  immunization  schedule  has 
been  issued  by  the  Bureau  of  Com- 
municable Disease  Services  of  the 
Texas  Department  of  Health 
Resources. 

One  of  the  recommendations  is  that 
measles  boosters  should  be  routinely 
given  to  children  who  were  previously 


immunized  with  measles  vaccine  prior 
to  age  12  months,  provided  history  of 
measles  illness  remains  negative.  The 
booster  is  to  be  given  at  age  12-16 
months,  or  later  (up  to  the  12th 
birthday). 

Live  measles  vaccine  was  licensed  in 
March,  1963.  Therefore,  it  is  now  pos- 
sible that  some  12-year-old  children 
were  immunized  with  measles  vaccine 
prior  to  their  first  birthday.  Boosters 
for  children  12  years  and  older  are 
recommended  on  an  individualized 
basis.  History  of  measles  illness 
amongthese  children  would  negate 
the  need  for  a booster. 


TMF  offers  to  request 
customary  profiles 

The  Texas  Medical  Foundation  is  of- 
fering to  request  customary  and  pre- 
vailing profiles  from  Blue  Cross-Blue 
Shield  for  all  TMF  physician  members 
and  to  follow-up  with  Blue  Cross  if 
they  are  not  received.  This  service  is 
being  offered  because  many  physi- 
cians have  felt  they  have  waited  un- 
necessary lengths  of  time  to  receive 
their  profiles. 

The  length  of  time  to  receive  the  in- 
formation will  be  recorded  by  TMF  to 
document  the  degree  of  the  problem. 
The  customary  profile  will  be  sent  to 
each  requesting  physician  with  the 
prevailing  profileforthe  physician’s 
specialty  in  the  appropriate  geograph- 
ical area.  Current  profiles  are  for  cal- 
endaryear 1974. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 

(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 

in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 


at  press  deadline  and  are  for  comparison 

purposes  only. 

Most  daily  newspapers  list  up-to-the 

minute  values 

on  mutual  funds.) 

1976 

3 Years 

5 Years 

Current 

Through 

Ended 

Ended 

Dividend 

Investment  Media* 

2/29/76 

12/31/75 

12/31/75 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-f  9.6% 

-33.0% 

- 6.2% 

1.5% 

Loomis-Sayles  Mutual  Fund 

+ 6.8% 

-21.0% 

- 3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

1-12.8% 

-35.8% 

-16.5% 

3.5% 

Mercantile  Bank  Fixed  Income  Fund 

+ 3.1% 

-13.5% 

- 8.6% 

7.8% 

T Rowe  Price  Growth  Stock  Fund 

4-  7.0% 

-34.1% 

- 1.9% 

2.1% 

T Rowe  Price  New  Income  Fund 

-f  0.9% 

N/A 

N/A 

8.0% 

Stein  Roe  & Farnham  Balanced  Fund 

-f  9.0% 

-24.9% 

+ 4.1% 

3.1% 

Standard  & Poor  500  Stock  Average 

-flO.6% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

+ 14.1% 

-16.4% 

+ 1.6% 

'Includes  reinvested  capital  gains  distributions. 
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join  the 
Texas  Medical 
Association 
Alaskan 
Adventure 
Air-Sea  Cruise 


Departing  Houston  & Dallas-Ft.  Worth 
on  August  4 and  Returning  August  12 
from  $1198 

Fly  by  private  chartered  jet  direct  to 
Vancouver,  British  Columbia,  to  board 
your  floating  resort  hotel.  Princess 
Cruise  Line's  Island  Princess.  Then  glide 
through  the  Inside  Passage  up  the 
coast  of  Canada  and  the  Alaska 
Panhandle 

Carved  thousands  of  years  ago  by 
ice  age  glaciers,  the  Inside  Passage 
offers  a spell-binding  panorama. 
Cascading  waterfalls.  Beautiful  fjords. 
Snow-dusted  mountains  rising  from  the 
water's  edge.  Mile-wide  glaciers.  Blue 
crystal  ice  floating  in  the  sea.  Fasci- 
nating fishing  villages  and  gold  rush 
towns. 

At  sea  or  ashore,  everything  has  been 
arranged  for  your  pleasure.  Participate 
in  optional  shore  excursions.  Shop  for 
soap  stone  carvings,  gold  jewelry  or 
furs.  Aboard  ship,  enjoy  superb  service, 
memorable  cuisine,  and  nightly 
entertainment. 

The  low  cost  includes  round-trip  air- 
fair  and  the  cruise,  plus  transfers  and 
baggage  handling. 

The  good  life.  We'll  show  you  what  it 
means  as  you  behold  America's  last 
frontier.  Join  us  aboard  the  Island 
Princess  and  leave  the  world  in  your 
wake. 


Send  to:  Texas  Medical  Assoc  lation 
Alaskan  Adventure 
1801  N(;rth  Lamar  Blvd. 
Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 

($100  per  person]  as  deposit. 

Names 

Address 

City 

State Zip 

Home  Phone Bus,  Phone 


CAPITAL  COMMENTS 


AUSTIN:  MALPRACTICE  STUDY  COMMISSION.  The  Texas  Medical  Professional 
Liability  Study  Commission  held  its  eighth  official  meeting  in  Austin  Feb  26.  The 
commission  heard  a report  from  the  joint  underwriting  association  which  indi- 
cated that  the  JUA  had  entered  into  servicing  contracts  with  the  Medical  Protec- 
tive Company,  St.  Paul  Fire  and  Marine  Insurance,  and  United  States  Fire  In- 
surance. The  JUA  has  now  begun  taking  applications  for  excess  coverage.  As  of 
January,  the  JUA  has  bound  or  written  a policy  on  87  doctors,  one  certified  nurse 
anesthetist,  ten  professional  associations,  and  one  hospital,  with  excess  cover- 
age on  37  physicians  and  ten  hospitals.  The  commission  heard  a presentation  by 
Thomas  L.  Uhlin  of  St.  Paul  Fire  and  Marine  Insurance  Company  regarding  sug- 
gested changes  on  such  subjects  as  the  burden  of  proof,  prior  notice  in  relation- 
ship to  the  statute  of  limitations,  elimination  of  the  dollar  demand,  informed 
consent,  collateral  source  rule,  contingent  fees,  peer  review  immunity,  punitive 
damages,  specification  of  elements  of  damages  and  periodic  payments.  The 
commission  also  heard  a report  by  Robert  Bailey,  actuary  for  the  central  office  of 
the  National  Association  of  Insurance  Commissioners,  who  discussed  the  NAIC 
1975  closed  claims  study  and  the  implications  for  Texas.  He  indicated  that  the 
figures  for  Texas  were  in  line  with  the  national  averages.  The  commission  was 
scheduled  to  meet  again  on  March  19  at  which  time  TMA  was  to  present  a report 
on  its  1975  Medical  Professional  Liability  Insurance  Survey. 

AUSTIN:  HSA  ACTIVITY.  Gov  Dolph  Briscoe  has  informed  the  Secretary  of  the 
Department  of  Health,  Education,  and  Welfare  that  in  his  opinion  the  best  in- 
terest of  the  citizens  of  Texas  would  be  served  by  not  designating  any  health 
system  agency  duringthe  first  review  cycle.  The  governor  stated,  “Much  neces- 
sary public  awareness  has  been  generated  sincethe  original  deadline  for  letters 
of  intent  on  Dec  1,  1975.  Much  more  public  awareness  and  participation  in  this 
process  is  needed  if  the  program  is  ever  to  have  the  requisite  public  support.  A 
continuance  for  several  months  will  help  to  resolve  many  of  the  deficiencies  that 
now  exist.  Hopefully,  during  this  period  final  rules  regarding  health  system 
agency  designations  will  be  developed  and  published  by  your  department.” 

AUSTIN:  TMA  POSITION  NOTED.  In  letters  to  Sens  Lloyd  Bentsen  and  John 
Tower,  TMA  officials  have  pointed  out  particularly  objectionable  features  of 
health  manpower  legislation  now  pending  before  Congress.  The  communication, 
signed  by  Dr.  Nym  L.  Barker,  TMA  president;  Dr.  Joseph  T.  Ainsworth,  chairman. 
Council  on  Medical  Legislation;  and  Dr.  William  F.  Ross,  chairman,  Council  on 
Medical  Education  and  Hospitals,  cited  opposition  to  (1)  unnecessary  provisions 
to  control  residency  training  programs;  (2)  mandatory  service  of  students;  (3) 
punitive  payback  provisions  imposed  on  students;  and  (4)  federal  licensure.  The 
House  has  passed  HR  5546  and  this  bill,  along  with  S 989,  S 991,  and  S 1357, 
is  pending  before  the  Senate  Subcommittee  on  Health.  Hearings  have  essentially 
been  completed  and  mark-up  sessions  are  expected  shortly.  In  addition  to  the 
above  bills,  the  Administration  introduced  its  proposal  after  the  Senate  hearings 
were  completed. 


Editor’s  note: 
"Capital  Com- 
ments" is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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WASHINGTON:  MEDICARE.  Dr.  Raymond  Holden,  chairman  of  the  Board  of  Trus- 
tees of  the  American  Medical  Association,  recently  testified  before  the  House 
Ways  and  Means  Subcommittee  on  Health  during  its  hearings  on  the  Ford  Ad- 
ministration proposal  to  alter  the  present  Medicare  program.  Dr.  Holden,  speak- 
ing of  the  proposed  4%  limitation  on  increases  in  physicians’  fees  under  Medi- 
care, stated,  “We  must  point  out  unequivocally  that  the  percentages  proposed 
are  wholly  unrealistic.  The  proposal  ignores  the  realities  occurring  in  our  eco- 
nomy throughout  the  country.  Moreover,  inflationary  conditions  existing  general- 
ly in  our  economy  cannot  justifiably  be  the  basis  for  a position  of  arbitrary  and 
discriminatory  ceilings  on  a single  segment  of  the  economy.’’ 

WASHINGTON:  ATTACK  ON  AMPAC  UNFOUNDED.  The  AMA  and  AMPAC  were 
never  investigated  by  the  Federal  Election  Commission  despite  headlines  to  the 
contrary  last  summer  during  the  “Sore  Throat’’  allegations.  That  is  because 
there  was  nothing  illegal  involved  in  the  charges  that  AMA  officers  were  directing 
campaign  aid  funds  from  the  American  Medical  Political  Action  Committee. 

EEC’s  assistant  general  counsel  has  informed  the  AMA  that  the  commission 
“never  conducted  an  investigation.  If  the  facts  as  alleged  were  true,  there  would 
not  be  a violation  of  the  Federal  Election  Campaign  Act,’’  he  said.  The  Washing- 
ton Post  and  Associated  Press  had  reported  that  the  FEC  was  investigating  the 
AMA  and  AMPAC  for  election  law  violation. 

WASHINGTON:  FEDERAL  BUDGET  1977.  In  the  President’s  proposed  1977 
budget,  the  Administration  included  $20  million  for  the  five-year  demonstration 
project  designed  to  test  health  maintenance  organizations  (HMDs),  the  prepaid 
health  care  delivery  system,  as  an  alternative  to  the  traditional  indemnity  plan. 
The  Administration  also  proposes  to  spend  $62  million  for  the  continued  devel- 
opment of  professional  standards  review  organizations  (PRSOs).  The  review  sys- 
tem is  supposed  to  reduce  the  amount  of  unnecessary  hospitalization.  HEW 
Secretary  David  Mathews  said  an  additional  $27  million  would  be  obligated  from 
Medicare  and  Medicaid  funds  to  pay  for  the  actual  cost  of  review.  By  1977,  he 
said,  “Twenty-seven  percent  of  all  hospital  admissions  can  be  reviewed  and  may 
save  the  government  as  much  as  $150  million.’’ 

WASHINGTON:  MD  CONGRESSMEN.  One  of  three  physicians  in  Congress,  Rep 
Thomas  Morgan  (D-Pa),  announced  that  he  will  retire  at  the  end  of  this  session. 
Dr.  Morgan,  69,  has  served  in  Congress  for  32  years  and  has  chaired  the  House 
Foreign  Affairs  Committee  for  18  years.  Other  physician  congressmen  are  Dr. 
Tim  Lee  Carter  (R-Ky)  and  Dr.  Larry  McDonald  (D-Ga). 

WASHINGTON:  NEW  LIABILITY  REGULATIONS.  Final  regulations  governing  lia- 
bility of  Medicare  beneficiaries,  physicians,  and  other  providers  for  incorrect 
payments  under  the  program  have  been  published  by  HEW.  The  regulations  pro- 
vide that  a Medicare  supplier,  provider  or  physician  who  was  incorrectly  paid 
through  no  fault  of  his  own,  does  not  have  to  refund  incorrect  payment.  The  reg- 
ulations also  state  that  an  incorrectly  paid  provider  is  deemed  to  have  been  with- 
out fault,  in  the  absence  of  contrary  evidence,  if  the  payment  was  found  to  be 
incorrect  later  than  three  years  after  it  was  made.  Responsibility  for  the  incorrect 
payment  will  shift  to  the  beneficiary  in  these  situations,  but  recovery  will  be 
waived  where  the  beneficiary  is  found  to  be  without  fault  or  if  the  recovery  would 
cause  economic  hardship  or  deprive  the  beneficiary  of  medical  service. 


TEXAS  MEDICINE 


Enjoy  an  UNLIMITED  GOLF  holiday  at  the  magnificent  Lake  Travis  World  of  Resorts  . . . and  tee  off 
on  your  choice  of  three  beautiful  courses:  The  Lago  Vista  Country  Club  18  hole  championship 
course,  the  9 hole  par  3 Bar  K course,  or  the  new  18  hole  World  of  Resorts  Country  Club  course  (to 
be  completed  soon)  ...  a total  of  45  challenging  holes  of  golf. 

If  your  schedule  calls  for  some  practice  shots  or  brush-up  lessons,  we  also  have  a driving  range,  a 
putting  green,  a beautiful  pro  shop  and  two  of  the  finest  pros  in  the  entire  southwest. 

Our  Golfer's  Holiday  rates  include  all  green  fees  and  cart  rental  during  your  stay  in  luxury  accom- 
modations at  the  World  of  Resorts  Inn  overlooking  Lake  Travis.  Rates  are  $19  per  person  f)er  night, 
double  occupancy  and  $24  from  May  15  through  September  15.  To  obtain  tbe  special  golfer's  holi- 
day rates,  we  simply  require  a minimum  reservation  of  2 nights. 

Perhaps  golf  from  dawn  to  dusk  is  all  it  takes  to  make  you  happy,  but  we  are  prepared  for  the 
whole  family.  We  have  5 swimming  pools,  a marina  with  snack  bar  and  2 enclosed  fishing  wells,  2 
beautiful  Country  Clubs,  superb  food,  tree-shaded  parks  and  picnic  area,  lighted  tennis  courts  and 
the  spectacular  beauty  which  is  the  entire  World  of  Resorts. 

To  make  reservations  or  receive  our  full  color,  descriptive  brochure,  fill  out  the  coupon  below  and 
mail  it  today.  To  reach  us,  simply  drive  north  on  U.S.  Highway  183  from  Austin  to  Ranch  Road  143  I 
. . . . turn  left  and  follow  the  signs  to  the  Lake  Travis  World  of  Resorts  . . . the  golfers  paradise. 

NOTE:  We're  37  miles  from  the  Austin  airport  and  transportation  is  available  to  meet  you. 


World  of  Resorts  Inn 


BOX  826,  LAGO  VISTA,  TEXAS  78641  512/267-1102 

□ Yes!  Confirm  my  reservations  as  indicated  below  for  the  Golfer's  Holiday.  □ Please  send  me  your  brochure  and  rates. 


Name Address i 

City State Zip Telephone ■ 

No.  in  Party Adults Children Date  or  arrival;  (Check-in  1 :00  PM)  j 

Length  of  Stay: Nights  (2  Nights  Minimum  Under  This  Plan)  ,„l , i 
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ART 

EXHIBIT 


TEXAS  MEDICAL  ASSOCIATION 
109th  ANNUAL  SESSION 

9th  ANNUAL 
PHYSICIANS' 
AND  SPOUSES' 
ART  EXHIBIT 

MAY  6-7-8.  1976 
FAIRMONT  HOTEL 

For  information  and  applications 
write:  Exhibits  Manager 

Texas  Medical  Association 
1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 


Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicuIoTis  (pinworm)  and  As- 
coris  lumbricoidGs  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  ol  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13Mg/ml)  are  reached 
m 1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 


Warnings.  Usage  in  Pregnancy.- Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions;  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  11  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 
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eliminates  Pinworms  and  Roundworms  with  a single  dose 


■ Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■ Nonstaining  - to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  — pleasant  tasting 
caramel  flavor. 

■ Convenient  — just  1 tsp.  for  every 

50  lbs.  of  body  weight.  May  be  taken  with- 

out  regard  to  meals  poeRIG 
or  time  of  day. 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Please  see  prescribing  information  on  lacing  page.  NSN  6505-00- 148-6967 


Antimiikth 

(pyrantel  pamoate)  equivalent  toSOing  pyrantel/ml 


ORAL 

.SUSPENSION 


information  for  authors 

Texas  Medicine  is  a scientific,  clinical  journal 
published  primarily  for  members  of  the  Texas 
Medical  Association.  In  addition,  it  informs  mem- 
bers— through  editorials,  news  pages,  and  regu- 
lar departments — about  medical  events,  legisla- 
tive and  governmental  news,  coming  meetings, 
continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  article  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  reject- 
ed on  the  basis  of  its  individual  merit  and  the 
availability  of  other  material.  Reviews  usually  take 
six  to  eight  weeks. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with 
ample  margins  on  firm  paper.  Two  copies  should 
be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable 
for  indexing  the  article  in  “Index  Medicus,” 
should  stress  the  main  point,  and  should  be  brief. 
Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the 
title,  and  their  mailing  addresses  should  be  listed 
at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  re- 
quired. 

Text  should  be  narrative  with  complete  senten- 
ces, few  abbreviations,  and  logical  subheadings. 
For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,’’  25th  edi- 
tion, and  Webster's  Third  New  International  Die- 
tionary.  Unabridged.’’ 

References 

Reference  lists  should  contain  in  this  order  (1) 
author’s  last  name,  initials,  (2)  title  of  article  or 
book,  (3)  name  of  journal,  (4)  volume  and  inclu- 
sive page  numbers,  written  33:156-160,  (5)  year. 
For  books,  the  title  should  be  followed  by  place  of 
publication,  name  of  publisher,  and  year. 
Illustrative  Material 

Illustrations  should  be  black  and  white  drawings 
or  positive  photographs,  with  neat,  uniform,  fairly 
large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  au- 
thor’s name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences, 
numbered,  and  typed  on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  similar- 
ity; side  headings,  points  of  difference. 

Previously  Published  Material 
Written  permission  should  be  obtained  from  the 
publishers  and  the  authors  for  use  of  any  pre- 
viously published  material  (extensive  textual  mat- 
ter. illustrations,  tables)  used.  Short  verbatim 
quotations  in  the  text  may  be  used  without  per- 
mission, but  should  be  quoted  exactly  with  the 
source  credited.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  prepared  in  the  same  general 


manner,  and  should  be  written  in  clear,  concise 
language.  Length  should  be  about  two  or  three 
pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the 
Managing  Editor  and  consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Of- 
fices, 1801  North  Lamar  Blvd.,  Austin  78701. 
Continuing  Education,  Meetings 
Continuing  education  courses  and  medical  meet- 
ings are  listed  in  each  issue.  Information  about 
courses  should  include  title,  sponsor,  location, 
dates,  duration,  fee,  how  many  may  enroll,  for' 
whom  the  course  is  designed,  teaching  methods, 
type  and  number  of  hours  credit,  and  name  and 
mailing  address  of  a person  to  contact. 

Information  about  meetings  should  include  the 
name  of  the  organization,  place  and  inclusive 
dates,  and  name  and  mailing  address  of  a person 
to  contact.  Program  topics  and  names  of  speak- 
ers may  be  included  as  space  permits. 

Material  should  be  submitted  in  writing  six 
weeks  before  publication;  for  example,  informa- 
tion for  the  June  issue  (published  June  1)  is  need- 
ed by  April  15. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  pub- 
lished if  adequate  information  is  received  within 
four  months  of  date  of  death.  When  notifying  the 
editors  of  a member’s  death,  please  give  the 
name  and  address  of  next  of  kin. 

Policy  on  Columns 

Few  contributors  recognize  beforehand  the 
demands  of  producing  a monthly  column  that  will 
consistently  be  of  interest  and  value  to  the  reader. 
Although  a few  regular  columns  appear,  it  has  not 
been  the  policy  to  grant  monthly  pages  to  spe- 
cific committees,  councils,  or  groups. 

The  Scientific  Publication  Committee  and  the 
editors  do,  however,  encourage  committees, 
councils,  and  individuals  to  submit  original  mate- 
rial which  they  consider  valuable  to  readers. 

Should  regular  publication  in  column  form  be 
deemed  appropriate,  the  Committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  re- 
ceive typescripts  to  check  before  publication.  Af- 
ter the  article  is  sent  to  the  printer,  only  minimal 
revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at 
an  established  schedule  of  costs.  Authors  auto- 
matically receive  order  blanks  when  their  articles 
are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medi- 
cal Association.  Written  permission  from  the  Man- 
aging Editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in 
Texas  Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to 
be  deemed  an  endorsement  of  the  views  express- 
ed therein,  nor  shall  publication  of  any  advertise- 
ment be  considered  an  endorsement  of  or  ap- 
proval of  the  product  or  service  involved. 
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More  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
interest  of  better  patient  care.  And,  an  ever-in- 
creasing number  of  state  medical  associations, 
specialty  societies,  and  other  medical  groups 
are  stipulating  continuing  medical  education  as  a 
membership  requirement. 

In  response  to  these  developments,  the  AMA 
has  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
in  approach,  are  of  interest  to  a variety  of  med- 
ical specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 
tion. Then  there  are  the  two  AMA  conventions. 
The  Annual  alone  features  53  postgraduate 
courses,  41  3-hour  symposia,  the  new  tele- 
courses and  many,  many  other  features  in  con- 
tinuing education. 


The  AMA’s  Physician’s  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N.H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 


All  courses  at  regionals  and  conventions  are  ac-  30th  CLINICAL  CONVENTION 

credited  on  a hour-for-hour  basis  in  Category  I.  Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 

Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


WHEN  DIET 
ALCNE  FAILS  TO 
LOWER 
CHOLESTEPCL 


CNSIDER 

holoxin 

Sodiom  Dextrolhyroxine) 


Proven  Cholesterol-Lowering  Adjunct  to  Diet. 

n effective  agent  for  low  density  lipoproteins  in 
uthyroid,  Non-Cardiac  Patients. 

HOLOXIN*  (Sodium  Dextrothyroxine)  is  the  con- 
inient  and  practical  way  to  manage  the  hard-to- 
anage  patient  who  doesn't  always  follow  the  diet 
gimen  that  you've  outlined. 

onvenient  once-a-day  dosage  encourages  patient 
loperation,  and  it's  economical  for  long-term 
erapy. 


Cholesterol 
levels  at 
start  of  therapy 


under  3CX)  mg  % 
mean  = 262  mg  % 
( 180  patients) 


300-400  mg  % 
mean  = 335  mg  % 
(203  patients) 


INTERVAL 


information. 


Duration  of  Therapy  (months) 

NOT  ALL  PATIENTS  ARE  REPRESENTED  AT  EACH  TIMI 


LINT  LABORATORIES 

I'ISION  OF  TRAVENOL  LABORATORIES.  INC. 

feerfield,  Illinois  600i5 


NOTE: 

See  following  page  for  full  prescribing 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease.  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question 


CHOLOXIN  (Sodum  Dextrothyroxine)  is  a thyroid 
analogue  which  effectively  lowers  elevated  serum 
cholesterol  15  to  35%  (see  chart  below)  in  low 
density  lipoproteins. 

CHOLOXIN  (Sodium  Dextrothyroxine)  has  under- 
gone ten  years  of  clinical  trials  and  seven  years  of 
practice.  The  clinical  trials  consisted  of  337  clinical 
studies  involving  over  3,000  hypercholesterolemic 
non-cardiac  patients.  It  is  among  the  most  thoroughly 
evaluated  drugs  ever  presented  to  physicians 


Choloxin 

(Sodium  Dextrathyraxine) 

Effectively  Lowers  Elevated  Cholesterol  With 
Convenient  Once-A-Day  Dosage 

Four  strengths. . . 1, 2, 4,  and  6 mg,  .are  available  making  the  scored  tablet  regimen  a flexible  dosage  system.  And,  for  most  patients, 
CHOLOXIN  tablets  offer  once-a-day  dosage. 

CHOLOXIN"  (scxJium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 


See  prescribing  information  in  package  insert  reproduced  below 


Starting 

Increased 

Usual 

Maximal 

Dosage 

Monthly  by 

Maintenance 

Recommendc 

Adult  Hypercholesterolemic 

1 0-2  0 mg 

1 0-2  0 mg 

4 0-8  0 mg 

4 0-8  0 mg 

Pediatric  Hypercholesterolemic 

0 05  mg  /kg  body  weight 

0 05  mg  /kg 

0 1 mg  /kg  body  weight 

4 0 mg 

Hypothyroid  Cardiac 

0 5-1  0 mg 

1 0 mg 

4 0 mg 

4 0 mg 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is  the  sodium  salt 
of  the  dextrorotatory  isomer  of  thyroxine  It  is  chemically 
described  .as  D-3.5.3'.5-letraiodoihyronine  sodium  salt 

Actions 

The  predominant  effect  of  CHOLOXIN  (sodium  dextro- 
thyroxine)  is  the  reduction  of  serum  cholesterol  levels  in 
hyperlipidemic  patients  Beta  lipoprotein  and  triglyceride 
fractions  may  also  be  reduced  from  previously  elevated 
levels 

Most  of  the  available  evidence  indicates  that  CHOLOXIN 
stimulates  the  liver  to  increase  catabolism  and  excretion 
of  cholesterol  and  its  degradation  products  via  the  biliary 
route  into  the  feces  Cholesterol  synthesis  is  not  inhibited 
and  abnormal  metabolic  end  products  do  not  accumulate 
in  the  blood 

Indications 

This  is  not  an  innocuous  drug  Strict  attention  should 
be  paid  to  the  indications  and  contraindications. 

CHOLOXIN  (sodium  dextrothyroxine)  is  an  antilipidemic 
agent  used  as  an  adjunct  to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cholesterol  (low  density 
lipoproteins)  m euthyroid  patients  with  no  known  evidence 
of  organic  heart  disease 

The  drug  is  also  indicated  m the  treatment  of  hypothy- 
roidism m patients  with  cardiac  disease  who  cannot 
tolerate  other  types  of  thyroid  medication  Before 
prescribing,  note  the  following:  Results  from  a random- 
ized clinical  study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  (sodium  dextrothyroxine)  is 
administered  to  a patient  receiving  a digitalis  prepara- 
tion There  may  be  an  additive  effect.  This  additive 
effect  may  possibly  stimulate  the  myocardium  exces- 
sively in  patients  with  significant  myocardial  impair- 
ment CHOLOXIN  (sodium  dextrothyroxine)  dosage 
should  not  exceed  4 mg  per  day  when  the  patient  is 
receiving  a digitalis  preparation  concomitantly  Careful 
monitoring  of  the  total  effect  of  both  drugs  is  important 
It  has  not  been  established  whether  the  drug-induced 
lowering  of  serum  cholesterol  or  lipid  levels  has  a 
detrimental,  beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart 
disease  Several  years  will  be  required  before  current 
investigations  will  yield  an  answer  to  this  question 

Contraindications 

The  administration  of  CHOLOXIN  (sodium  dextrothy- 
roxine) to  euthyroid  patients  with  one  or  more  of  the 
following  conditions  is  contraindicated 

1 Known  organic  heart  disease  including  angina 
pectoris,  history  of  myocardial  infarction,  cardiac 
arrhythmia  or  tachycardia,  either  active  or  in  patients 
with  demonstrated  propensity  tor  arrhythmias, 
rheumatic  heart  disease,  history  of  congestive  heart 
failure,  and  decompensated  or  borderline  compen 
sated  cardiac  status 

2 Hypertensive  states  (other  than  mild  labile  systolic 
hypertension) 

3 Advanced  liver  or  kidney  disease 

4 Pregnancy 

5 Nursing  mothers 

6 History  of  lodism 

Warnings 

CHOLOXIN  (sodium  dextrothyroxine)  may  potentiate 
the  effects  of  anticoagulants  on  prothrombin  time 
Reductions  of  anticoagulant  dosage  by  as  much  as  30% 
have  been  required  in  some  patients  Consequently, 
the  dosage  of  anticoagulants  should  be  reduced  by 
one-third  upon  initiation  of  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  and  the  dosage  subsequently 
readjusted  on  the  basis  of  prothrombin  time  The 
prothrombin  time  of  patients  receiving  anticoagulant 
therapy  concomitantly  with  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  should  be  observed  as  frequently 
as  necessary,  but  at  least  weekly,  during  the  first  few 
weeks  of  treatment 

In  ihe  surgical  patient,  it  is  wise  to  consider  withdrawal  of 
the  drug  two  weeks  prior  to  surgery  if  the  use  of  anti- 
coagulants during  surgery  is  contemplated 
When  CHOLOXIN  (sodium  dextrpthyroxine)  is  used  as 
thyroid  replacement  therapy  m hypothyroid  patients  with 
concomitant  coronary  artery  disease  (especially  those 
with  a history  of  angina  pectoris  or  myocardial  infarction) 
or  other  cardiac  disease  treatment  should  be  initiated 
with  care  Special  consideration  of  the  dosage  schedule 
of  CHOLOXIN  (sodium  dextrothyroxine)  is  required  This 
drug  may  increase  the  oxygen  requirements,  of  the 
myocardium,  especially  at  high  dosage  levels  Treated 
subjects  with  coronary  artery  disease  must  be  seen  at 


frequent  intervals  It  aggravation  of  angina  or  increased 
myocardial  ischemia  cardiac  failure,  or  clinically  signifi- 
cant arrhythmia  develops  during  the  treatment  of  hypo- 
thyroid patients  the  dosage  should  be  reduced  or  the 
drug  discontinued 

Special  consideration  must  be  given  to  the  dosage  ot 
other  thyroid  medications  used  concomitantly  with 
CHOLOXIN  (sodium  dextrothyroxine)  As  with  all  thyro- 
active  drugs  hypothyroid  patients  are  more  sensitive  to  a 
given  dose  of  CHOLOXIN  (sodium  dextrothyroxine)  than 
euthyroid  patients 

Epinephrine  injection  m patients  with  coronary  artery 
disease  may  precipitate  an  episode  of  coronary  msufti 
ciency  This  condition  may  be  enhanced  m patients 
receiving  thyroid  analogues  These  phenomena  should 
be  kept  m mmd  when  catecholamine  injections  are 
required  in  sodium  dextrothyroxine-treated  patients  with 
coronary  ariery  disease 

Since  the  possibility  of  precipitating  cardiac  arrhythmias 
during  surgery  may  be  greater  m patients  treated  with 
thyroid  hormones,  it  may  be  wise  to  discontinue 
CHOLOXIN  (sodium  dextrothyroxine)  in  euthyroid 
patients  at  least  two  weeks  prior  to  an  elective  operation 
During  emergency  surgery  m euthyroid  patients  and  m 
surgery  in  hypothyroid  patients  m whom  it  may  not  be 
advisable  or  possible  to  withdraw  therapy,  the  patients 
should  be  carefully  observed 

There  are  reports  that  sodium  dextrothyroxine  m diabetic 
patients  is  capable  of  increasing  blood  sugar  levels  with  a 
resultant  increase  m requirements  of  insulin  or  oral 
hypoglycemic  agents  Special  attention  should  be  paid  to 
parameters  necessary  for  good  control  ot  the  diabetic 
state  in  dextrothyroxine-treated  subjects  and  to  dosage 
requirements  of  insulin  or  other  antidiabetic  drugs  It 
sodium  dextrothyroxine  is  later  withdrawn  from  patients 
who  required  an  increase  of  insulin  (or  oral  hypoglycemic 
agents)  dosage  during  its  administration  the  dosage  of 
antidiabetic  drugs  should  be  reduced  and  adjusted  to 
maintain  good  control  of  the  diabetic  state 
When  either  or  both  impaired  liver  or  kidney  function  are 
present  the  advantages  of  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  must  be  weighed  against  the  possibility 
of  deleterious  results 

Usage  in  Women  of  Childbearing  Age 

Women  of  childbearing  age  with  familial  hypercholeste 
rolemia  or  hyperlipemia  should  not  be  deprived  of  the 
use  of  this  drug,  it  can  be  given  to  those  patients  exercis 
mg  strict  birth  control  procedures  Since  pregnancy  may 
occur  despite  the  use  of  birth  control  procedures  admm 
istration  of  CHOLOXIN  (sodium  dextrothyroxine)  to 
women  of  this  age  group  should  be  undertaken  only 
after  weighing  the  possible  risk  to  the  fetus  against  the 
possible  benefits  to  the  mother  Teratogenic  studies  m 
two  animal  species  have  resulted  m no  abnormalities  in 
the  offspring 

Precautions 

It  IS  expected  that  patients  on  dextrothyroxine  therapy  will 
show  greatly  increased  serum  protem-bound-iodme 
levels  These  increased  serum  PBI  values  are  evidence  of 
absorption  and  transport  of  fhe  drug  and  should  NOT  be 
interpreted  as  evidence  of  hypermetabolism,  similarly 
they  may  not  be  used  for  titrating  the  effective  dose  of 
CHOLOaIN  (sodium  dextrothyroxine)  PBI  values  in  the 
range  of  10  to  25  mcg%  m treated  patients  are  common 
It  signs  or  symptoms  ot  lodism  develop  during 
CHOLOXIN  (sodium  dextrothyroxine)  therapy,  the  drug 
should  be  discontinued 

A tew  children  with  familial  hypercholesterolemia  have 
been  treated  with  CHOLOXIN  (sodium  dextrothyroxine) 
for  periods  of  one  year  or  longer  with  no  adverse  effects 
on  growth  However  it  is  recommended  that  the  drug  be 
continued  m patients  m this  age  group  only  it  a significant 
serum  cholesterol-lowering  effect  is  observed 

Adverse  Reactions 

The  side  effects  atinbuted  to  dextrothyroxine  therapy  are 
for  the  most  part  due  to  increased  metabolism,  and  may 
be  minimized  by  following  the  recommended  dosage 
schedule  Adverse  effects  are  least  commonly  seen  m 
euthyroid  patients  with  no  signs  or  symptoms  of  organic 
heart  disease  the  incidence  of  adverse  effects  is  increased 
in  hypothyroid  patients  and  is  highest  m those  patients 
with  organic  heart  disease  superimposed  on  the  hypo 
thyroid  state 

In  the  absence  ot  known  organic  heart  disease  some 
cardiac  changes  may  be  precipitated  during  sodium 
dextrothyroxine  therapy  In  addition  to  angina  pectoris 
arrhythmia  consisting  of  extrasystoles  ectopic  beats  or 
supraventricular  tachycardia  ECG  evidence  of  ischemic 


myocardial  changes  and  increase  m heart  size  have  been 
observed  Myocardial  infarctions  both  fatal  and  non-fatal 
have  occurred  but  these  are  not  unexpected  m untreated 
patients  m the  age  groups  studied  It  is  not  known 
whether  any  of  these  infarcts  were  drug  related 
Changes  m clinical  status  that  may  be  related  to  the 
metabolic  action  of  the  drug  include  the  development  of 
insomnia  nervousness  palpitations,  tremors  loss  of 
weight  lid  lag,  sweating  flushing  hyperthermia  hair  loss 
diuresis  and  menstrual  irregularities  Gastrointestinal 
complaints  during  therapy  have  included  dyspepsia 
nausea  and  vomiting  constipation  diarrhea  and 
decrease  m appetite 

Other  side  effects  reported  to  be  associated  with 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  include 
the  development  of  headache,  changes  m libido  (increase 
or  decrease),  hoarseness  tinnitus,  dizziness,  peripheral 
edema,  malaise  tiredness,  visual  disturbances,  psychic 
changes  paresthesia  muscle  pam  and  various  bizarre 
subjective  complaints  Skm  rashes,  including  a few  which 
appeared  to  be  due  to  lodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some  investigators 
Gallstones  have  been  discovered  in  occasional 
dextrothyroxine-treated  patients  and  cholestatic  jaundice 
has  occurred  m one  patient  although  its  relationship  to 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  was  not 
established 

In  several  instances  the  previously  existing  conditions  of 
the  patient  appeared  to  continue  or  progress  during 
the  administration  of  CHOLOXIN  (sodium  dextro- 
thyroxine): a worsening  of  peripKeral  vascular  disease 
sensorium.  exophthalmos,  and  retinopathy  have  been 
reporfed 

CHOLOXIN  (sodium  dextrothyroxine)  potentiates  the 
effects  of  anticoagulants,  such  as  warfarin  or  Dicumarol, 
on  prothrombin  time  thus  indicating  a decrease  m the 
dosage  requirements  of  the  anticoagulants  On  the  other 
hand  dosage  requirements  of  antidiabetic  drugs  have 
been  reported  to  be  increased  during  dextrothyroxine 
therapy  (see  WARNINGS  section) 

Dosage  and  Administration 

For  adult  euthyroid  hypercholesterolemic  patients,  the 
recommended  maintenance  dose  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  4 to  8 mg  per  day  The  initial 
daily  dose  should  be  1 to  2 mg  to  be  increased  m 1 to 
2 mg  increments  at  intervals  of  not  less  than  one  month 
to  a maximum  level  of  4 to  8 mg  daily,  if  that  dosage 
level  IS  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol 

When  used  as  partial  or  complete  substitution  therapy  for 
levothyroxine  m hypothyroid  patients  with  cardiac 
disease  who  cannot  tolerate  other  types  of  thyroid 
medication,  the  initial  daily  dose  should  be  1 mg  to  be 
increased  m 1 mg  increments  at  intervals  of  not  less  than 
one  month  to  a maximum  level  of  4 to  8 mg  daily, 
preferably  the  lower  dosage  The  maximum  in  patients 
receiving  digitalis  therapy  is  4 mg 
For  pediatric  hypercholesterolemic  patients,  the 
recommended  maintenance  dose  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  approximately  0 1 mg  ( 1 00 
meg)  per  kilogram  The  initial  daily  dosage  should  be 
approximately  0 05  mg  (50  meg)  per  kilogram  to  be 
increased  in  up  to  0 05  mg  (50  meg)  per  kilogram 
increments  at  monthly  intervals  The  recommended 
maximal  dose  is  4 mg  daily  if  that  dosage  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol 
If  new  signs  or  symptoms  of  cardiac  disease  develop 
during  the  freatment  period,  the  drug  should  be 
withdrawn 

How  Supplied 

CHOLOXIN  (sodium  dextrothyroxine)  is  supplied  in 
prescription  packages  of  scored  1,2  4 and  6 mg  tablets 
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FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Deerfield,  Illinois  60015 


:onsider  the  effect  on 
coexisting  glaucoma  when 
/ou  prescribe  a vasodilator 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

( ISCKSUFRINE  HCI ) 

TABLETS,  20  mg. 

the  compatible  vasodilator 
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‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 

Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  \A/hen  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION 

The  1976  Texas  Medical  Association  Annual  Session  will  take 
place  in  Dallas,  May  6-9,  1976.  The  pro^am  features  52  guest 
speakers,  20  section  programs,  22  curbstone  consultations,  13 
continental  breakfast  presentations,  and  live  teaching  demon- 
strations. Also  on  the  program  are  golf,  tennis,  fraternity  and 
alumni  parties,  class  reunions  and  TMA’s  Saturday  Night  Party. 
There  is  no  registration  fee  for  TMA  members.  (For  further 
details  regarding  Annual  Session,  see  story  on  p 99-104  and  in- 
formation in  this  section  regarding  meetings  of  related  societies.) 

Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd, 
Austin  78701. 


AMERICAN  MEDICAL  ASSOCIATION 

The  American  Medical  Association,  along  with  20  other  organ- 
izations, will  sponsor  the  29th  National  Conference  on  Rural 
Health  Apr  8-9,  1976,  at  the  Hyatt  Regency  Phoenix,  in  Phoe- 
nix, Ariz.  The  theme  of  the  conference  is  Horizons  for  Health 
in  Century  8,  Improving  Distribution  of  Health  Services.  The 
meetings  will  convene  at  9 am,  Thurs,  Apr  8,  and  conclude  at 
3 pm,  Fri,  Apr  9.  The  registration  fee,  which  includes  coffee 
breaks,  two  luncheons,  and  a cassette  of  the  conference  high- 
lights, is  $40.  Registration  fee  for  students  is  $10. 

Contact:  Dept  of  Rural  and  Community  Health,  AM  A,  Division 
of  Medical  Practice,  535  N Dearborn  St,  Chicago  60610. 


HOUSTON  SOCIETY  OF  CLINICAL  PATHOLOGISTS 

The  annual  spring  seminar  of  the  Houston  Society  of  Clinical 
Pathologists  is  entitled  Diagnostic  Cytopathology — New  and 
Practical  Applications.  The  meeting  is  scheduled  for  Apr  10, 
1976,  in  the  auditorium  of  St.  Luke’s  Episcopal  Hospital,  Texas 
Medical  Center,  Houston.  Invited  speakers  and  their  topics  are 
Dr.  John  K Frost,  Cervix  and  Endometrium;  Dr.  Nelson  D 
Holmquist,  Urinary  Tract;  Dr.  Eileen  King,  Body  Fluids;  Dr. 
Herman  Medak,  MD,  DDS,  Oral  Cavity;  and  Dr.  Lewis  B Wool- 
ner.  Lungs. 

Contact:  Dr.  S Donald  Greenberg,  Seminar  Chmn,  c/o  Dept  of 
Pathology,  Baylor  College  of  Medicine,  Houston  77025. 


CURRENT  MEETINGS  IN  TEXAS 


CONFERENCE  OF  CITY  AND  COUNTY 
HEALTH  OFFICERS,  Fairmont  Hotel, 
Dallas,  2:30-5  pm.  May  7,  1976.  Meeting 
with  TMA  Section  on  Public  Health. 
Guest  speaker  is  Dr.  John  F Flnklea, 
Dir,  Natl  Institute  for  Occupational  Safety 
and  Health,  Dept  of  Health,  Education 
and  Welfare,  Rockville,  Md.  Topic  will 
be  Medical  Surveillance  Requirements  in 
OSH  A Standards.  Contact:  Dr.  Fratis  L 
Duff,  Dir,  Tex  Dept  of  Health  Resources, 
1100  W 49th,  Austin  78766. 

FLYING  PHYSICIANS  ASSOCIATION, 
TEXAS  CHAPTER,  Fairmont  Hotel,  Dal- 
las, 9 am-5  pm.  May  6,  1976.  Joint  ses- 
sion with  Texas  Air-Medics  Association. 
Dr.  Robert  L Wick,  Jr,  Assoc  Prof  of 
Preventive  Medicine,  Dept  of  Preventive 
Medicine,  Ohio  State  University  College 
of  Medicine,  Columbus,  to  speak.  Topics: 
Passenger  Response  to  Airline  Cabin  De- 
pressurization and  In  Flight  Drug  In- 
vestigations. Contact:  Dr.  Lawrence  H 
Wilk,  Pres,  1001  Louisiana  203,  Corpus 
Christi  78404. 

INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS, TEXAS  STATE  SURGICAL  DI- 
VISION, Sheraton-Dallas  Hotel,  Dallas,  2- 
4:10  pro.  May  6,  1976.  Contact:  Dr.  Casey  E 
Patterson,  Pres,  6011  Harry  Hines  Blvd, 
Dallas  75236. 

TEXAS  ACADEMY  OF  FAMILY  PHYSI- 
CIANS, Parisian  Room,  Fairmont  Hotel, 
Dallas,  8:16  am-6  pm.  May  6,  1976.  Sem- 
inar on  Renal  Diseases.  Topics  include 
Proteinuria  and  Hematuria — Patient  Eval- 
uation; Glomerulonephritis;  Management 
of  Chronic  Renal  Failure;  others.  All 
guest  speakers  are  members  of  The  Uni- 
versity of  Texas  Medical  Branch  faculty. 
Program  acceptable  for  six  hours  pre- 
scribed credit,  AAFP.  Registration  fee, 
$20.  No  advance  registration.  Contact: 
Donald  C Jackson,  Exec  Dir,  1906  N 
Lamar  Blvd,  Austin  78706. 

TEXAS  AIR-MEDICS  ASSOCIATION, 
Fairmont  Hotel.  Dallas.  9 am-6  pm.  May 
6,  1976.  See  details.  Flying  Physicians 

Association. 

TEXAS  ASSOCIATION  OF  NEUROLOGI- 
CAL SURGEONS,  Fairmont  Hotel,  Dallas, 

8 am-4  pm.  May  7,  1976;  and  2-6  pm. 
May  8,  1976  (in  conjunction  with  TMA 
Section  on  Neurological  Surgery,  Texas 
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TEXAS  MEDICINE 


Society  of  Anesthesiologists).  May  8 meet- 
ing features  Dr.  John  M Tew,  Clinician 
in  Neurosurgery.  Mayfield  Neurological 
Institute  of  Cincinnati,  Inc,  Cincinnati. 
Contact:  Dr.  Earl  H Rafes,  Pres,  3260 
Fannin  St,  Beaumont  77701. 

TEXAS  ASSOCIATION  OF  PUBLIC 
HEALTH  PHYSICIANS,  Fairmont  Hotel, 
Dallas,  6:30  pm.  May  6,  1976.  Contact: 
Dr.  Marthalyn  J Green,  Pres,  1936  Amelia 
Ct,  Dallas  76235. 

TEXAS  DERMATOLOGICAL  SOCIETY, 
Fairmont  Hotel.  Dallas,  9 am-noon.  May  8. 
1976.  Guest  speaker.  Dr.  Walter  R Nickel, 
Clinical  Prof  of  Medicine  and  Pathology; 
Acting  Chmn.  Division  of  Dermatology, 
University  of  Calif  at  San  Diego.  Three 
topics  to  be  announced.  Contact:  Dr.  HF 
Johnson,  Pres,  6 Medical  Dr,  Amarillo 
79106. 

TEXAS  DIABETES  ASSOCIATION,  Fair- 
mont Hotel,  Dallas,  2-4:30  pm.  May  6. 
1976:  and  8:15  am-12:30  pm.  May  7,  1976. 
Dr.  Peter  H Forsham,  Prof  of  Medicine 
and  Pediatrics.  Chief  of  Endocrinology, 
Dept  of  Medicine:  Dir,  Metabolic  Research 
Unit.  University  of  Calif  Hospital,  San 
Francisco,  is  guest  speaker.  Contact:  Dr. 
Sherman  B Lindsey,  Pres,  Scott  and  White 
Clinic,  Temple  76501. 

TEXAS  OCCUPATIONAL  MEDICAL  AS- 
SOCIATION, Sheraton-Dallas  Hotel,  Dal- 
las, 2-5  pm.  May  7,  1976.  Speakers  in- 
clude Drs.  Charles  Ryan,  Corporate  Med- 
ical Dir,  Sun  Oil  Co,  Philadelphia,  speak- 
ing on  Interrelationship  of  HMO  Practice 
and  Occupational  Medicine  (2:30-3  pm); 
and  Carl  Zenz,  Medical  Dir,  Allis-Chal- 
mers  Corporation,  Milwaukee,  speaking  on 
Physiological  Response  to  Occupational 
Heat  Stress  (3:16-3:35  pm).  Contact:  Dr. 
Frank  J Kelly,  Sec-Treas,  Box  647,  Am- 
arillo 79177. 

TEXAS  OPHTHALMOLOGICAL  ASSOCI- 
ATION, Fairmont  Hotel,  Dallas.  8:30  am. 
May  7,  1976;  and  10  am-noon.  May  8, 
1976.  Meeting  jointly  with  TMA  Section 
on  Ophthalmology.  Dr.  William  G Everett, 
Clinical  Assoc  Prof  of  Ophthalmology, 
University  of  Pittsburgh  School  of  Medi- 
cine, Pittsburgh,  will  present  four  30-40 
minute  papers,  topic  selections  pending. 
Contact:  Dr.  Whitney  G Sampson,  Pres, 
537  W 20th  St,  Houston  77008. 

TEXAS  ORTHOPAEDIC  ASSOCIATION, 
Sheraton-Dallas  Hotel,  Dallas,  8 am-4:30 
pm.  May  8,  1976.  Featured  speakers:  Drs. 
Lanny  L Johnson,  Orthopaedic  Surgery, 
East  Lansing,  Mich;  Robert  L Larson,  Dir 
of  Athletic  Medicine  and  Orthopedic  Con- 
sultant, Athletic  Dept,  University  of  Ore- 
gon, Eugene;  G Dean  MacEwen,  Medical 
Dir  and  Surgeon-in-Chief,  Alfred  I duPont 
Institute,  Wilmington,  Del.  Topics  to  be 
discussed  include  Reconstruction  of  the 
Acetabulum  for  CDH:  The  Turco  Pro- 
cedure— A Review  of  Cases  and  End  Re- 
sults: Scottish  Rite  Hospital — Experience 


with  CDH;  Patellar  Compression  Subluxa- 
tion and  Chondromalacia  of  Patella:  Ar- 
thography;  Arthroscopy — Its  Use,  Tech- 
nique and  Interpretation.  Contact:  Dr.  E 
Burke  Evans,  Pres,  UT  Medical  Branch, 
Galveston  77560. 

TEXAS  OTOLARYNGOLOGICAL  ASSO- 
CIATION, Fairmont  Hotel,  Dallas,  9 am. 
May  7,  1976;  and  9 am,  May  8,  1976.  Joint 
meeting  with  TMA  Section  on  Otolaryngol- 
ogy. Dr.  Karl  M Morgenstein,  Clinical 
Assoc  Prof  of  Otolaryngology,  University 
of  Miami  School  of  Medicine,  Miami,  Fla. 
featured  speaker.  Contact:  Dr.  James  L 
Baldwin,  Pres,  712  N Washington,  Dallas 
75246. 

TEXAS  RHEUMATISM  ASSOCIATION, 
Sheraton-Dallas  Hotel,  Dallas.  9 am-5  pm. 
May  8,  1976.  Dr.  Gerald  P Rodnan,  Prof 
of  Medicine  and  Chief,  Division  of  Rheu- 
matology and  Clinical  Immunology,  Dept 
of  Medicine.  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh,  to  speak 
on  Progressive  Systemic  Sclerosis — Vari- 
ants and  Pretenders;  Dr.  Daniel  J Mc- 
Carty, Jr,  Prof  and  Chairman,  Dept  of 
Medicine,  The  Medical  College  of  Wise, 
Milw’aukee,  to  discuss  Clinical  Variances 
of  Arthritis  Associated  with  Calcium 
Pyrosphosphate  Crystal  Deposition.  Con- 
tact: Dr.  J Donald  Smiley.  Pres,  5323 
Harry  Hines,  Dallas  75235. 

TEXAS  SOCIETY  OF  ANESTHESIOLO- 
GISTS, Fairmont  Hotel,  Dallas,  2-5  pm. 
May  8,  1976  (Joint  session  with  TMA  Sec- 
tion on  Neurological  Surgery) ; and  9 am- 
noon,  May  9,  1976.  May  8 session  features 
Dr.  Richard  G Black.  Assistant  Dir,  Uni- 
versity Hospital  I’ain  Clinic,  University 
of  Washington  School  of  Medicine,  Seattle, 
speaking  on  The  Chronic  Pain  Syndrome. 
Also  on  program  for  May  8 is  Dr.  Her- 
bert A Saltzman,  Prof  of  Medicine:  Dir, 
FG  Hall  Laboratory  for  Environmental 
Research,  Duke  University  Medical  Center, 
Durham,  NC.  speaking  on  Oxygenation  of 
Body  Tissues.  May  9,  Dr.  Earl  F Rose, 
MD,  LLB,  Prof  of  Pathology,  Dept  of 
Pathology,  The  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City,  speaks  on 
Products  Liability  for  the  Anesthesiolo- 
gist. Contact:  Dr.  Cecil  R Glass,  Pres, 
Box  6587,  Beaumont  77702. 

TEXAS  SOCIETY  OF  PATHOLOGISTS, 
INC,  Fairmont  Hotel,  Dallas,  9 am-noon. 
May  9,  1976.  Contact:  Dr.  James  C Stin- 
son, Pres.  2401  S 31st,  Temple  76501. 

TEXAS  SOCIETY  OF  PLASTIC  SUR- 
GEONS, Sheraton-Dallas  Hotel,  Dallas,  10 
am-5  pm.  May  7,  1976:  and  9 am-1  pm. 
May  8,  1976.  Three  papers  to  be  presented 
by  Dr.  Ray  A Elliott,  Jr,  Albany  Plastic 
Surgeons  Associated,  PC,  Albany,  NY. 
Contact:  Dr.  Jeff  R Moore,  Pres,  Box  3756, 
Amarillo  79106. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  43-46. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  Toronto, 
Apr  26-May  1,  1976.  Stanley  A Nelson,  Ebcec  Off,  401S 
W 66th  St,  Suite  302A,  Minneapolis  55436. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Philadelphia, 
Apr  12-16,  1976.  Dr.  Robert  G Frazier,  1801  Hinman  Ave, 
Evanston,  111  60204. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Louis- 
ville, Apr  20-23,  1976.  Dr.  John  C Finerty,  Pres,  LSU 
Medical  Center,  Suite  1610,  Canal  LaSalle  Bldg,  New 
Orleans  70112. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  Apr  23-26,  1976.  William  T Mal- 
oney, Exec  Off,  6 Beacon  St,  Boston  02108. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Den- 
ver, Apr  27-30,  1976.  James  W Dilley,  Exec  Dir,  2807 
Central,  Evanston,  111  60201. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Philadelphia, 
Apr  6-8,  1976.  Dr.  Edward  C Rosenow,  Jr,  4200  Pine  St, 
Philadelphia  19104. 

AMERICAN  COLLEGE  OF  SURGEONS,  Boston,  Apr 
26-29,  1976.  Frank  Arado,  66  E Erie  St,  Chicago  60611. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  New  Mexico- 
E1  Paso  Chapter,  El  Paso,  Apr  10-11,  1976.  Dr.  Charles 
M Lyon,  1900  N Oregon,  El  Paso  79902. 

■ AMERICAN  GERIATRICS  SOCIETY,  INC,  Houston, 
Apr  21-22,  1976.  10  Columbus  Circle,  New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Miami  Beach,  Fla,  Apr 
22-27,  1976.  Fred  Kern,  Jr,  Pres,  4200  E 9th  Ave, 
Denver  80220. 

AMERICAN  BRONCHO-ESOPHAGOLOGICAL  ASSO- 
CIATION, Palm  Beach,  Fla,  Apr  27-28,  1976.  Dr.  LW 
Pratt,  Sec,  37  Lawrence  Ave,  Fairfield,  Me  04937. 

AMERICAN  FERTILITY  SOCIETY,  Las  Vegas,  Nev, 
Apr  6-8,  1976.  Dr.  JC  Weed,  Med  Dir,  1608  13th  Ave  S, 
Suita  101,  Birmingham,  Ala  36206. 

AMERICAN  MEDICAL  ELECTROENCEPHALOGRA- 
PHIC  ASSOCIATION,  Savannah,  Ga,  Apr  7-11,  1976. 
Dr.  WA  Stephenson.  Sansum  Medical  Clinic,  Inc,  PO 
Drawer  LL,  Santa  Barbara,  Calif  93102. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Cincinnati,  Apr  24-29,  1976.  HN  Schulz,  Exec 
Dir,  160  N Wacker  Dr,  Chicago  60606. 

AMERICAN  OTOLOGICAL  SOCIETY.  Palm  Beach,  Fla, 
Apr  25-26,  1976.  Dr.  GD  Taylor,  Sec-Treas,  221  Marshall 
Taylor  Dr  Bldg,  Jacksonville,  Fla  32207. 

AMERICAN  SOCIETY  FOR  EXPERIMENTAL  PATH- 
OLOGY. Anaheim.  Calif,  Apr  11-16,  1976.  Dr.  GB  Mider, 
Exec  Off,  9660  Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  At- 
lanta, Apr  29-May  2,  1976.  636  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  PSY- 
CHOANALYSIS,  New  York.  Apr  13,  1976.  Dr.  M Ren- 
don, See,  833  E 30  St,  New  York  10016. 


■ HOUSTON  SOCIETY  OF  CLINICAL  PATHOLO- 
GISTS, Houston.  Apr  10.  1976.  103  Jesse  H Jones  Li- 
brary Bldg,  1133  MD  Anderson  Blvd,  Houston  77026. 


NATIONAL  CONFERENCE  ON  RURAL  HEALTH, 
AMERICAN  MEDICAL  ASSOCIATION.  Phoenix,  Ariz, 
Apr  8-9,  1976.  Dept  of  Rural  and  Community  Health, 
AMA,  Division  of  Medical  Practice,  636  N Dearborn  St, 
Chicago  60610. 


NATIONAL  COUNCIL  ON  ALCOHOLISM,  Washington, 
DC,  Apr  9-10,  1976.  Suite  1720,  2 Park  Ave,  New  York 
10016. 


■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Houston,  Apr  9-10,  1976.  319  Sam 
Houston  State  Office  Bldg,  Austin  78701. 


MAY 


AMERICAN  ACADEMY  OF  MEDICAL  DIRECTORS, 
San  Francisco,  May  6-7,  1976.  Box  949,  Alexandria, 
Va  22313. 


AMERICAN  CANCER  SOCIETY,  San  Francisco,  May 
27-29,  1976.  777  3rd  Ave,  New  York  10017. 


■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Dallas,  May  10-13,  1976.  Dr.  Warren 
H Pearse,  Exec  Off,  1 E Wacker  Dr,  Suite  2700,  Chicago 
60601. 


■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  16,  1976.  Dr.  RC  Jones, 
Sec,  6323  Harry  Hines,  Dallas  76236. 


■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION. 
TEXAS  CHAPTER.  McAllen,  May  20-23,  1976.  Geraldine 
Midgley,  Exec  Off,  Box  1287,  Uvalde  78801. 


AMERICAN  RED  CROSS.  Portland,  Ore,  May  9-12, 
1976.  Convention  Office,  American  Red  Cross,  431  18th 
St,  NW,  Washington,  DC  20006. 


AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  Miami  Beach,  Fla,  May  27-28,  1976. 

Charles  B Slack,  Inc,  6900  Grove  Ed,  Thorofare,  NJ 
08086. 


■ ASSOCIATION  OF  AMERICAN  PHYSICIANS.  Texas 
Chapter,  Dallas,  May  6,  1976.  Dr.  George  E Holladay, 
626  Bryan  St,  Denton  76201. 


CONFERENCE  ON  AMBULATORY  MONITORING,  At^ 
lanta.  May  20-21,  1976.  Nancy  Jacobsen,  Conference 
Coordinator,  316  University  District  Bldg,  1107  NE  46th, 
Seattle,  Wash  98106. 


■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas,  May  7,  1976.  Dr.  Fratis  L Duff, 
Dir,  Tex  Dept  of  Health  Resources,  1100  W 49th, 
Austin  78766. 


CONFERENCE  ON  CUTANEOUS  TOXICITY.  AMERI- 
CAN MEDICAL  ASSOCIATION,  Washington,  DC.  May 
17-18,  1976.  Dept  of  Drugs,  AMA,  636  N Dearborn  St, 
Chicago  60610. 
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■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER.  Dallas,  May  6,  1976.  Dr.  Lawrence  H Wilk, 
Pres,  1001  Louisiana  203,  Corpus  Christi  78404. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS STATE  SURGICAL  DIVISION,  Dallas,  May  6,  1976. 
Dr.  Casey  E Patterson,  Pres,  6011  Harry  Hines 
Blvd,  Dallas  76235. 

SOUTHEAST  EMERGENCY  MEDICINE  CONGRESS, 
Atlanta,  May  3-5,  1976.  Registrar,  1919  Beachway  Rd, 
Suite  6C,  Jacksonville,  Fla  32207. 

■ SOUTHWEST  ALLERGY  FORUM.  San  Antonio,  May 
22-26,  1976.  Dr.  Peter  B Kamin,  601  Oak  Hills  Medical 
Bldg,  San  Antonio  78229. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Houston, 
May  3-6,  1976.  Dr.  Jack  A Barney,  Sec-Treas,  708  Physi- 
cians & Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Dal- 
las, May  6,  1976.  Donald  C Jackson,  Exec  Dir,  1906  N 
Lamar  Blvd,  Austin  78706. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  6, 
1976.  Dr.  Neall  O Simpson,  111  S 18th,  Waco  76701. 

■ TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SUR- 
GEONS, Dallas,  May  7-8,  1976.  Dr.  Earl  H Rafes, 
Pres,  3260  Fannin  St,  Beaumont  77701. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  May  6,  1976.  Dr.  Marthalyn  J Green, 
Pres,  1936  Amelia  Ct,  Dallas  76235. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Dallas,  May 

8,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 

78701. 

■ TEXAS  DIABETES  ASSOCIATION.  Dallas,  May  6-7, 
1976.  Dr.  Sherman  B Lindsey,  Pres,  Scott  and 
White  Clinic,  Temple  76601. 

■ TEXAS  HOSPITAL  ASSOCIATION.  Dallas,  May  16- 
20,  1976.  Box  16687,  Austin  78761. 

■ TEXAS  MEDICAL  ASSOCIATION.  Annaal  Seasioa. 
Dallas,  May  6-9,  1976.  C Lincoln  Wllliston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION, 
Dallas,  May  7,  1976.  Dr.  Frank  J Kelly,  Sec-Treas,  Box 
647,  Amarillo  79177. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  7-8,  1976.  Dr.  Whitney  G Sampson.  Pres, 
637  W 20th  St,  Houston  77008. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas,  May 
8,  1976.  Dr.  E Burke  Evans,  Pres.  UT  Medical  Branch, 
Galveston  77660. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May  7-8,  1976.  Dr.  James  L Baldwin,  Pres, 
712  N Washington,  Dallas  76246. 

■ TEXAS  RHEUMATISM  ASSOCIATION.  Dallas,  May  8, 
1976.  Dr.  J Donald  Smiley,  Pres,  6323  Harry  Hines, 
Dallas  76236. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Dal- 
las, May  8-9,  1976.  Dr.  Cecil  R Glass,  Pres,  Box  6687, 
Beaumont  77702. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.  Dallas. 
May  9,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 
78701. 


■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas, 
May  7-8,  1976.  Dr.  Jeff  R Moore,  Pres,  Box  3766, 
Amarillo  79106. 

■ UT  MEDICAL  BRANCH.  Symposium  on  Philosophy 
and  Medicine,  Galveston,  May  16-18,  1976.  Dr.  H Tris- 
tram Engelhardt,  Jr,  Institute  for  the  Medical  Humani- 
ties, UT  Medical  Branch,  Galveston  77660. 


JUNE 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  Dallas,  June,  1976.  Dr.  CB  Shuey, 
Jr,  Sec,  3600  Gaston  Ave,  Dallas  76246. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  CHAP- 
TER, Houston,  Jun  9-13,  1976.  Box  9928,  Austin  78766. 

■ AMERICAN  MEDICAL  ASSOCIATION.  Dallas.  Jun  27- 
Jul  1,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Francisco,  Jun  18-19,  1976.  636  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE.  Bos- 
ton, Jun  21-23,  1976.  Dr.  Elliot  L Sagall,  464  Brookline 
Ave,  Boston  02216. 

EYE  RESEARCH  INSTITUTE  OF  RETINA  FOUNDA- 
TION. Boston,  Jun  17-19,  1976.  Dr.  H MacKenzie 

Freeman,  20  Stanlford  St,  Boston  02114. 

INTERNATIONAL  CONGRESS  ON  GROUP  MEDICINE, 
Paris,  Jun  21-26,  1976.  Domestic  Coordinating 

Body,  American  Group  Practice  Association,  20  S 
Quaker  Lane,  Box  949,  Alexandria,  Va  22313. 

■ NUECES  COUNTY  MEDICAL  SOCIETY,  Corpus 

Christi,  Jun  10-11,  1976.  Box  6280,  Corpus  Christi 

78406. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY.  INC. 
Las  Vegas,  Nev,  Jun  13-16,  1976.  Dr.  Richard  H Moiel, 
Sec,  601  Medical  Towers,  1709  Dryden  St,  Houston  77026. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Houston,  Jun  16-17,  1976.  Dr.  A Bryan  Spires,  Southweet 
Tower  Bldg,  Suite  900,  211  E 7th  St,  Austin  78701. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER.  Mescalero,  NM,  Jul  19-22, 
1976.  Box  466,  Sunland  Park,  NM  88063. 


AMERICAN  ASSOCIATION  FOR  REHABILITATION 
THERAPY,  INC,  Cleveland,  Jul  12-16,  1976.  Box  93, 
N Little  Rock,  Ark  72116. 

AMERICAN  CANCER  SOCIETY,  COLORADO  DIVI- 
SION, Denver,  Colo,  Jul  16-17,  1976.  1809  E 18th  Ave, 
Denver,  Colo  80218. 

AMERICAN  SOCIETY  OF  ORAL  SURGEONS.  Chicago, 
Jul  17-18,  1976.  211  E Chicago  Ave,  Ste  930,  Chicago 
60611. 

INDIANA  UNIVERSITY,  Institute  for  Sex  Research, 
Inc,  Bloomington,  Ind,  Jul  21-30,  1976.  416  Morrison 
Hall,  Indiana  University,  Bloomington,  Ind  47401. 
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INSTITUTE  FOR  CONTINUING  EDUCATION.  Heidel- 
berg/Mainz/Hamburg,  W Germany,  Jul  13-24,  1976.  2405 
Westwood  Ave,  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  UROLOGY  CONGRESS,  Johannes- 
burg, South  Africa,  Jul  26-30,  1976.  c/o  Festivals  & 
Conventions  Trust  (Pty)  Ltd,  Box  61326,  Marshalltown, 
2107  Transvaal,  Rep  of  South  Africa. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE,  Philadelphia,  Jul  1-3, 
1976.  Dr.  Martin  T Ome,  The  institute  of  Pennsylvania 
Hospital,  111  N 49th  St,  Philadelphia  19139. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
Colo,  Jul  23-24,  1976.  1764  Gilpin  St,  Denver,  Colo 
80210. 

■ TEXAS  REHABILITATION  ASSOCIATION,  Dallas, 
Jul  11-14,  1976.  Box  20040,  Dallas  76220. 


AUGUST 


■ AMERICAN  ASSOCIATION  OF  CLINICAL  CHEM- 
ISTS, Houston,  Aug  1-6,  1976.  1726  K St,  NW,  Wash- 
ington, DC  20006. 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  Boston,  Aug  7-12,  1976.  Box  230, 
Stockton,  Calif  96201. 

■ AMERICAN  PODIATRY  ASSOCIATION,  Dallas,  Aug 
12-17,  1976.  20  Chevy  Chase  Circle,  NW,  Washington, 
DC  20016. 

■ AMERICAN  SOCIETY  OF  PARASITOLOGISTS,  San 
Antonio,  Aug  22-27,  1976.  UT  Health  Science  Center  at 
Dallas,  Dallas  76235. 

ASPEN  MUSHROOM  CONFERENCE.  Aspen,  Colo,  Aug 
8-13,  1976.  1818  Gaylord  St.  Denver  80206. 

MEDICAL  WOMEN’S  INTERNATIONAL  ASSOCIA- 
TION, Tolqro,  Aug  22-28,  1976.  c/o  Japan  Medical  Wom- 
en’s Association,  19  Kawadacho,  Ichigayan,  Shinjuku-ku 
Tokyo. 

TRANSPLANTATION  SOCIETY,  New  York,  Aug  22-28, 
1976.  Felix  T Rapaport,  New  York  University  Medi- 
cal Center,  660  First  Ave  (Room  H-438),  New  York 
10016. 


AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  New 
Orleans,  Sep  24,  1976.  3422  Bienville  St,  New 
Orleans  70119. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Dearborn,  Mich,  Sep  30-Oct  2,  1976.  4137  Erie 
St,  Willoughby,  Ohio  44094. 

AMERICAN  FRACTURE  ASSOCIATION,  Acapulco, 
Mexico,  Sep  6-10,  1976.  Box  10202,  Atlanta  30319. 

■ AMERICAN  HOSPITAL  ASSOCIATION,  Dallas,  Sep 
20-23,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Atlanta. 
Sep  19-23,  1976.  1700  18th  St,  NW.  Washington,  DC 
20009. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washing- 
ton, DC,  Sep  18-26,  1976.  20  N Wacker  Dr,  Chicago 
60606. 

AMERICAN  SOCIETY  OF  PLASTIC  & RECONSTRUC- 
TIVE SURGEONS,  Boston,  Sep  26-Oct  1,  1976.  29  E 
Madison  St.  Ste  807,  Chicago  60602. 

NATIONAL  ASSOCIATION  OF  NEIGHBORHOOD 
HEALTH  CENTERS,  INC.  Atlanta,  Sep  20-24,  1976. 
1626  I St,  NW,  Ste  403,  Washington,  DC  20006. 

SOCIETY  FOR  PEDIATRIC  RADIOLOGY,  Washing- 
ton, DC,  Sep  19-20,  1976.  c/o  Johns  Hopkins  Hos- 
pital, Baltimore  21206. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sep  23-26, 
1976.  Mary  E Greene,  1801  N Lamar  Blvd,  Austin 
78701. 


SEPTEMBER 


AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  Los 
Angeles,  Sep  12-16,  1976.  1256  New  Hampshire  Ave 
NW,  Room  1030,  Washington,  DC  20036. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Boston,  Sep  20-23,  1976.  1740  W 92nd  St,  Kansas 

City,  Mo  64114. 


■ AMERICAN  ACADEMY  OF  MEDICAL  ADMINIS- 
TRATORS. Dallas,  Sep  19-20,  1976.  6 Beacon  St, 

Boston  02108. 


AMERICAN  CANCER  SOCIETY-NATIONAL  CANCER 
INSTITUTE.  St.  Louis,  Sep  20-22,  1976.  Dr.  Sidney  L 
Arje,  American  Cancer  Society,  777  Third  Ave, 
New  York  10017. 
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ALCOHOUSM 
be  treated 
in  2 weeks? 


can 


The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 


SCHICK  HOSPITAL 

4101  Frawiey  Drive  Fort  Worth,  Texas  761 18 

Call  collect  (817)  284-9217  for  admission  information 


• Member  American  Hospital  Association  G Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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Specialized  Se 


meciaiizea yepvice 

^ IN 

PROFESSIONAL  LIABILITY  INSURANCE 

iS  a Li^L  mat'L  distinction 


TEXAS  REPRESENTATIVES 

Robert  F.  Reiman,  3201  Clearview,  Austin  78703 

A.  F.  Ennis,  Jr.,  B.  C.  Crim  and  G.  C.  Desorcy,  Suite  210,  712  N.  Washington,  Dallas  75246 
Richard  B.  Ross  and  Wayne  L.  Kirk,  1508  Hermann,  Prof.  Bldg.,  Houston  77025 
Michael  C.  Rollans,  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 


Telephone  (512)  472-9603 
Telephone  (214)  821-4640 
Telephone  (713)  797-9835 
Telephone  (512)  344-5901 


THE  PSYCHIATRIC  INSTITUTE 


OF  MEXICO  CITY 

In  beautiful  Lomas  de  Chapultapec 

• U.S.  trained  bilingual  medical  staff 

• High  staff-to-patient  ratio 

• Conforms  to  highest  U.S.  standards  of  mental 
health  care 

• Restful,  therapeutic  surroundings 

• Modern,  comfortable  accommodations,  including 
private  bungalows 

Treatment  programs  include: 

Individual  and  Group  Psychotherapy 
Alcohol  Detoxification  and  Rehabilitation 


Psychological  Testing 
Individual  Psychoanalysis 


For  information  contact;  Rod  O'Connor,  Administrator,  Psychiatric  Institute  of  Mexico  City,  Paseo  de  la  Reforma  2600,  Lomas  de  Chapul- 
tapec, Mexico  10,  D.F.  Affiliate  of  The  Psychiatric  Institutes  of  America. 
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12-hour  claims 
are  nothing  new. 


Each  capsule  contains  pseudo- 
ephedrine  hydrochloride  120  mg.  and 
chlorpheniramine  maleate  8 mg. 

Controlled-Release  Decongestant  Plus  Antihistamin 

It  goes  the  distance. 


Clinical  studies  confirm 
full  12-hour  effectiveness. 


For  years,  patients  have  heard  of  drugs  providing  long-lasting  relief.  But  after  six  or  eight 
hours,  they  often  run  out  of  relief.  And  it’s  too  soon  to  take  the  next  dose. 

Now,  with  Novafed  A,  Dow  introduces  a prescription  capsule  with  12-hour  effectiveness 
in  relieving  allergy  and  hay  fever  symptoms.  Placebo-controlled  clinical  studies  show 
that  the  high  level  of  decongestant  in  Novafed  A provides  relief  for  as  long  as  12  hours. 
At  the  same  time,  its  antihistamine  relieves  the  patient’s  itchy  eyes  and  runny  nose 
without  the  excessive  dryness  of  anticholinergic  agents. 


Prompt  onset  of  effect  is  followed  by  full  12-hour  relief. 

(Please  refer  to  the  following  page  for  bioavailability  studies  and  prescribing  information.) 


Patients  with  severe  pollen  allergies  were 
tested  during  hay  fever  season  in  a 
countryside  environment  and  asked  to 
rate  severity  of  five  different  symptoms 
on  a scale  of  1 to  4. 


Clinical  Study:  Degree  of  Relief  from  Itchy  Eyes  and  Nose  and 
Throat,  Watery  Eyes,  Runny  Nose* 


'Unpublished  data,  Medical  Department  Files,  Dow  Pharmaceuticals, 
The  Dow  Chemical  Company,  Indianapolis,  Indiana. 


Novated  A 


Capsules 


Each  capsule  contains  pseudoephedrine  hydrochloride  120  mg.  and  chlorpheniramine  maleate  8 

Controlled-Release  Decongestant  Plus  Antihistamine 


It  goes  the  distance. 


Prompt  onset  and  sustained  serum  levels  over  12  hours 


A bioavailability  study  confirmed  that  the  sustained 
12-hour  action  of  Novafed  A was  comparable  to  that 
of  immediate-release  medication  taken  at  6-hour 
intervals. 

The  chart  at  the  left  shows  the  serum  levels  of 
pseudoephedrine.  Initial  serum  levels  following  one 
Novafed  A Capsule  were  comparable  to  those  following 
a single  dose  of  60  mg.  pseudoephedrine  hydrochloride 
in  an  immediate-release  form.  Serum  levels  of 
pseudoephedrine  over  a 12-hour  period  following  a 
single  dose  of  Novafed  A were  also  comparable  to 


Comparison  of  Mean  Serum  Levels  of  Pseudoephedrine  Following 
Novafed  A and  an  Immediate-Release  Reference  Formulation* 


those  obtained  by  an  immediate-release  form  taken 
every  6 hours. 

The  chart  at  the  right  shows  the  serum  levels  of 
chlorpheniramine.  Initial  serum  levels  following  one  ^ 
Novafed  A Capsule  were  comparable  to  those  following 
a single  dose  of  4 mg.  chlorpheniramine  maleate  in  J 
an  immediate-release  form.  Serum  levels  of  chlor-  i 
pheniramine  over  a 12-hour  period  following  a single 
dose  of  Novafed  A were  also  comparable  to  those 
obtained  by  an  immediate-release  form  taken  every 
6 hours. 
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DESCRIPTION:  Each  NOVAFED  A capsule  contains  120 
mg.  of  pseudoephedrine  hydrochloride  and  8 mg.  of 
chlorpheniramine  maleate.  The  specially  formulated  pellets 
in  each  capsule  are  designed  to  provide  continuous  thera- 
peutic effect  for  about  12  hours.  Nearly  one-halt  of  the 
active  ingredients  is  released  soon  after  administration 
and  the  remainder  is  released  slowly  over  the  remaining 
time  period. 

ACTIONS:  NOVAFED  A combines  the  action  of  a nasal 
decongestant,  pseudoephedrine  hydrochloride,  and  an  anti- 
histamine, chlorpheniramine  maleate.  These  ingredients 
are  combined  to  provide  prompt  and  sustained  nasal  and 
upper  respiratory  decongestant  and  antihistaminic  action. 

INDICATIONS:  NOVAFED  A is  indicated  for  the  relief  of 
nasal  congestion  and  eustachian  tube  congestion  associated 
with  the  common  cold,  sinusitis  and  acute  upper  respira- 
tory infections.  It  is  also  indicated  for  perennial  and 
seasonal  allergic  rhinitis,  vasomotor  rhinitis,  allergic 
conjunctivitis  due  to  inhalant  allergens  and  foods  and  for 
mild,  uncomplicated  allergic  skin  manifestations  of 
urticaria  and  angioedema.  Decongestants  in  combination 
with  antihistamines  have  been  used  for  many  years  to 
relieve  eustachian  tube  congestion  associated  with  acute 
eustachian  salpingitis,  aerotitis  media,  acute  otitis  media 
and  serous  otitis  media.  NDVAFED  A may  be  given  con- 
currently,'when  indicated,  with  analgesics  and  antibiotics. 

CONTRAINDICATIONS:  Symphathomimetic  amines  are  con- 
traindicated in  patients  with  severe  hypertension,  severe 
coronary  artery  disease,  and  in  patients  on  MAO  inhibitor 
therapy.  Antihistamines  are  contraindicated  in  patients 
with  narrow-angle  glaucoma,  urinary  retention,  peptic 
ulcer,  during  an  asthmatic  attack,  and  in  patients  receiving 
MAO  inhibitors. 

Children  under  12:  NOVAFED  A controlled-release 
capsules  should  not  be  used  in  children  less  than 
12  years  of  age. 

Nursing  Mothers:  Pseudoephedrine  is  contraindicated 
in  nursing  mothers  because  of  the  higher  than  usual 
risk  for  infants  from  sympathomimetic  amines. 


Hypersensitivity:  This  drug  is  contraindicated  in  patients 
with  hypersensitivity  or  idiosyncrasy  to  sympathomimetic 
amines  or  antihistamines.  Patient  idiosyncrasy  to 
adrenergic  agents  may  be  manifested  by  insomnia, 
dizziness,  weakness,  tremor  or  arrhythmias. 

WARNINGS:  Sympathomimetic  amines  should  be  used 
judiciously  and  sparingly  in  patients  with  hypertension, 
diabetes  mellitus,  ischemic  heart  disease,  increased  intra- 
ocular pressure,  hyperthyroidism,  or  prostatic  hypertrophy. 
Sympathomimetics  may  produce  central  nervous  system 
stimulation  and  convulsions  or  cardiovascular  collapse 
with  accompanying  hypotension. 

Antihistamines  may  impair  mental  and  physical  abilities 
required  for  the  performance  of  potentially  hazardous 
tasks,  such  as  driving  a vehicle  or  operating  machinery, 
and  mental  alertness  in  children.  Chlorpheniramine  maleate 
has  an  atropine-like  action  and  should  be  used  with 
caution  in  patients  with  increased  intraocular  pressure, 
hyperthyroidism,  cardiovascular  disease,  hypertension  or 
in  patients  with  a history  of  bronchial  asthma. 

Do  not  exceed  recommended  dosage. 

Use  in  Pregnancy:  The  safety  of  pseudoephedrine  for 
use  during  pregnancy  has  not  been  established. 

Use  in  Elderly:  The  elderly  (60  years  and  older)  are 
more  likely  to  have  adverse  reaction  to  sympathomime- 
tics. Overdosage  of  sympathomimetics  in  this  age  group 
may  cause  hallucinations,  convulsions,  CNS  depression, 
and  death.  Therefore,  safe  use  of  a short-acting  sym- 
pathomimetic should  be  demonstrated  in  the  individual 
elderly  patient  before  considering  the  use  of  a 
sustained-action  formulation. 

PRECAUTIONS:  This  drug  should  be  used  with  caution  in 
patients  with  diabetes,  hypertension,  cardiovascular 
disease  and  hyperreactivity  to  ephedrine.  The  antihista- 
minic may  cause  drowsiness  and  ambulatory  patients  who 
operate  machinery  or  motor  vehicles  should  be  cautioned 
accordingly. 


ADVERSE  REACTIONS:  Hyperreactive  individuals  may  dis- 
play ephedrine-like  reactions  such  as  tachycardia,  palpita 
tions,  headache,  dizziness,  or  nausea.  Patients  sensitive 
to  antihistamines  may  experience  mild  sedation. 

Sympathomimetic  drugs  have  been  associated  with  certair 
untoward  reactions  including  fear,  anxiety,  tenseness, 
restlessness,  tremor,  weakness,  pallor,  respiratory  diffi- 
culty, dysuria,  insomnia,  hallucinations,  convulsions,  CN! 
depression,  arrhythmias,  and  cardiovascular  collapse  with 
hypotension. 

Possible  side  effects  of  antihistamines  are  drowsiness, 
restlessness,  dizziness,  weakness,  dry  mouth,  anorexia, 
nausea,  headache  and  nervousness,  blurring  of  vision, 
heartburn,  dysuria  and  very  rarely,  dermatitis. 

DRUG  INTERACTIONS:  MAD  inhibitors  and  beta  adrenergit 
blockers  increase  the  effect  of  sympathomimetics.  Sym- 
pathomimetics may  reduce  the  antihypertensive  effects  of 
methyidopa,  mecamylamine,  reserpine  and  veratrum 
alkaloids.  Concomitant  use  of  antihistamines  with  alcohol 
tricyclic  antidepressants,  barbiturates  and  other  central 
nervous  system  depressants  may  have  an  additive  effect. 

DOSAGE  AND  ADMINISTRATION:  One  capsule  every  12 
hours.  Do  not  give  to  children  under  12  years  of  age. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

HOW  SUPPLIED:  NOVAFED  A is  supplied  in  red  and  orani 
colored  hard  gelatin  capsules,  monogrammed  with  the 
Dow  diamond  followed  by  the  number  109,  in 
bottles  of  too. 

DOW  PHARMACEUTICAL! 

The  Dow  Chemical  Company 
Indianapolis,  IN  46268 

Specialists  in  cough  and  cold  care 


CONTINUING  EDUCATION  COURSES 


APRIL 

Arthritis  and  Rheumatism 

Title:  What’s  New  in  Arthritis  Diagnosis 
and  Treatment 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Apr  10-11,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  To  be  determined 

Designed  For:  General  practitioners; 

Specialists 

Credit:  10  hours,  AAFP  Prescribed: 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  enrollee  per- 
forms procedure,  lecture,  live  clinic, 
panel,  patient  demonstration,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Family  Medicine 

Title:  Current  Radiology  for  the  Family 
Physician 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Apr  3-4,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day 

Fee: $75 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  125 
Credit:  10  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question,  panel 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Internal  Medicine 

Title:  Medical  Surgical  Seminar 
Sponsor:  Travis  Clinic  Foundation, 
Jacksonville 

Location  of  Course:  Travis  Clinic  Foun- 
dation, Jacksonville 
Date:  April,  1976 
Duration:  1 day 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists  in  Internal  Medicine,  Surgery 
Enrollment:  Maximum,  60 
Credit:  6 hours,  AAFP  Elective 
Teaching  Methods:  Audiovisual  mate- 
rials, clinical  conference,  open  question 
Contact:  Dr.  James  H Pesnell,  Travis 
Clinic  Foundation,  Loop  456,  Jackson- 
ville 75766 


Title:  The  Dallas  Advanced  Seminars  in 
Internal  Medicine 

Sponsor:  A Webb  Roberts  Center  for 
Continuing  Education,  Dallas 
Date:  Apr  26-29,  1976 
Duration:  Continuous,  4 days,  6 hours 
instruction  per  day 
Fee:  $175 

Designed  For:  General  practitioners; 
Specialists  in  Internal  Medicine 
Credit:  24  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  George  J Race,  Assoc  Dean, 
A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston,  Dallas  75246 


Obstetrics  & Gynecology 

Title:  Gynecological  Cytopathology 
Sponsors:  Texas  Society  of  Cytology:  A 
Webb  Roberts  Center  for  Continuing 
Education 

Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center, 

Dallas 

Date:  Apr  24,  1976 
Duration:  8 hours 

Designed  For:  Specialists  in  Pathology, 


Obstetrics  & Gynecology 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  George  J Race,  Assoc  Dean, 
A Webb  Roberts  Center  for  Continuing 
Education,  3500  Gaston,  Dallas  75246 

Ophthalmology 

Title:  13th  Annual  Baylor  Ophthalmol- 
ogy Residents  Alumni  Meeting 
Sponsor:  Baylor  College  of  Medicine, 
Dept  of  Ophthalmology,  Houston 
Location  of  Course:  Baylor  College  of 
Medicine,  Houston 
Dates:  Apr  2-3,  1976 
Duration:  Continuous 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 

Orthopedic  Surgery 

Title:  12th  Annual  Orthopedic 
Symposium 

Sponsors:  Dept  of  Orthopedic  Surgery, 

St.  Luke’s  Episcopal  Hospital;  Baylor 

College  of  Medicine 

Location  of  Course:  St.  Luke’s-Texas 

Children’s  Hospital  Auditorium, 

Houston 

Dates:  Apr  22-24,  1976 
Fee:  $150 

Contact:  Dr.  Joseph  Barnhart,  Houston 
Orthopedic  Clinic,  5620  Greenbriar, 
University  Medical  Center,  Houston 
77005 

Psychiatry 

Title:  Group  Psychotherapy 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
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Date:  Apr  3-May  15,  1976 
Duration:  Intermittent,  7 Saturdays,  3 
hours  instruction  per  day,  21  total 
course  hours 
Fee:  $125 

Designed  For:  Specialists 
Enrollment:  Maximum,  12 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 

Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  patient  demonstra- 
tion, seminar 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  WISC-R  Workshop 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Apr  10,  1976;  May  1,  1976 

Duration:  Continuous,  1 day,  7 hours 

instruction 

Fee:  $35 

Designed  For:  Specialists 
Enrollment:  Minimum,  30;  Maximum,  50 
Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Urology 

Title:  Recent  Advances  in  Nephrology 
Sponsors:  American  College  of  Physi- 
cians; UT  Medical  Branch 
Location  of  Course:  UT  Medical  Branch, 
Galveston 

Dates:  Apr  12-14  ,1976 
Duration:  3 days 

Fee:  ACP  members,  FACP,  Residents 
and  Research  Fellows,  $100;  Nonmem- 
bers, $150;  ACP  Associates,  $50 
Designed  For:  Specialists  in  Internal 
Medicine,  Nephrology 
Teaching  Methods:  Lecture,  panel 


Contact:  Registrar,  Postgraduate 
Courses,  American  College  of  Physi- 
cians, 4200  Pine  St,  Philadelphia  19104 


Other:  Community  Medicine 

Title:  Medical  Ethics  Forum 

Sponsors:  Baylor  College  of  Medicine: 

Institute  of  Religion 

Location  of  Course:  Texas  Medical 

Center,  Houston 

Date:  April,  1976 

Duration:  Intermittent,  1 day  per  week, 
7 weeks 

Fee:  To  be  determined 

Designed  For:  General  practitioners; 

Specialists 

Credit:  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  mate- 
rials, lecture 

Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Other 

Title:  Biofeedback  Methods  and  Proce- 
dures in  Clinical  Practice — A Second 
Level  Course 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Apr  24,  1976 

Duration:  1 day,  7 hours  instruction 

Fee:  $90 

Designed  For:  General  practitioners 
Credit:  7 hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, patient  demonstration,  seminar 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


MAY 


Anesthesiology 

Title:  23rd  Annual  Anesthesiology  Re- 
view Course 

Sponsor:  Society  of  Air  Force  Anesthe- 
siologists, Lackland  AFB 
Location  of  Course:  Convention  Center, 
Hemisfair  Plaza;  Hilton  Hotel 
San  Antonio  (headquarters) 

Dates:  May  24-28,  1976 
Duration:  Continuous,  5 days,  30  total 
course  hours 
Fee:  $100 

Designed  For:  Specialists  in  Anesthesi- 
ology 

Credit:  30  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  Francis  J Dannemiller,  Pro- 
gram Director,  Society  of  Air  Force 
Anesthesiologists,  PSC  8,  Box  368865, 
Lackland  AFB  78236 


Chest  Disease 

Title:  Wheezing — Obstructive  Lung  Dis- 
ease in  Adults  and  Children 
Sponsors:  American  College  of  Chest 
Physicians,  Chicago;  Baylor  College  of 
Medicine 

Location  of  Course:  Texas  Children’s 
Hospital,  Texas  Medical  Center, 
Houston 

Dates:  May  13-15,  1976 
Duration:  Continuous,  3 days 
Fee:  Members,  $125;  Nonmembers, 
$125;  Residents,  $50 
Designed  For:  General  practitioners; 
Specialists  in  Internal  Medicine,  Pedi- 
atrics, Family  Medicine 
Enrollment:  To  be  determined 
Credit:  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question 
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TEXAS  MEDICINE 


Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Family  Medicine 

Cancelled:  Anesthesia  for  the  Family 
Physician,  UT  Health  Science  Center  at 
San  Antonio,  May  5-7,  1976 

Postponed:  Office  Gynecology,  UT 
Health  Science  Center  at  San  Antonio, 
May  22-23,  1976 


General  Medicine 

Title:  Course  in  Nuclear  Medicine — Its 
Use  in  Defining  Disease 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD  An- 
derson Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  Health  Science 
Center  at  Houston 
Dates:  May  6,  13,  20,  & 27,  1976 
Duration:  Intermittent,  2 hours 
Fee:  $35 

Designed  For:  Full-  or  part-time  special- 
ists in  Nuclear  Medicine;  Postgraduate 
traineeship 

Credit:  AAFP  Prescribed;  Category  I, 
AMA  Physician’s  Recognition  Award; 
Society  of  Nuclear  Medicine;  American 
College  of  Radiology;  American  Society 
of  Clinical  Pathologists 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel 
Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Occupational  Medicine 

Title:  Texas  Occupational  Medical  Asso- 
ciation Scientific  Program 
Sponsor:  Texas  Occupational  Medical 
Association 


Location  of  Course:  Fairmont  Hotel, 
Dallas 

Date:  May  7,  1976 
Duration:  1 day,  3 hours 
Fee:  None 

Designed  For:  Full-  or  part-time  special- 
ists in  Occupational  Medicine 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel 
Contact:  Dr.  Francis  J Kelly,  Secretary, 
Texas  Occupational  Medical  Associa- 
tion, Box  647,  Amarillo  79177 

Pediatrics 

Title:  Pediatrics  for  the  Practitioner 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  St.  Anthony  Hotel; 
UT  Health  Science  Center  at  San  An- 
tonio; Santa  Rosa  Children’s  Hospital 
Dates:  May  21-23,  1976 
Duration:  Continuous,  3 days 
Fee:  $125 

Designed  For:  General  practitioners. 
Specialists 

Enrollment:  Maximum,  150 
Credit:  13  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  materi- 
als, lecture,  panel 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Physical  Medicine  and  Rehabilitation 

Title:  Tenth  Comprehensive  Review 
Course  in  Physical  Medicine  and  Re- 
habilitation 

Sponsors:  Veterans  Administration  Hos- 
pital, Houston;  Baylor  College  of  Medi- 
cine, Dept  of  Physical  Medicine, 

Houston 

Location  of  Course:  Auditorium,  Texas 
Women’s  University  College  of  Nursing, 
Houston 

Dates:  May  17-27,  1976 

Duration:  Continuous,  10  days,  2 weeks, 

8 hours  instruction  per  day,  80  total 


course  hours 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  30;  Maximum, 
100 

Credit:  Category  I,  AMA  Physician’s  Rec- 
ognition Award 

Teaching  Methods:  Audiovisual  materi- 
als, lecture,  live  clinic,  seminar 
Contact:  Dr.  William  P Blocker,  Jr,  Chief, 
Rehabilitation  Medicine  Service,  Vet- 
erans Administration  Hospital,  2002 
Holcombe  Blvd,  Houston  77211 

Psychiatry 

Cancelled:  WISC-R  Workshop,  UT  Health 
Science  Center  at  San  Antonio,  May  1, 
1976 


Title:  Colloquium  in  Psychological  Di- 
agnosis 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  May  15-16,  1976 

Duration:  Continuous,  2 days,  5-6  hours 

instruction  per  day,  11  total  course 

hcurs 

Fee:  $75 

Designed  For:  Specialists 
Credit:  11  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, clinical  conference,  enrollee  ob- 
serves procedure,  open  question,  tele- 
vision 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Other:  Gero-Psychiatry 

Title:  Side  Effects  and  Implications  for 
Use  of  Neuroleptics  in  Gero-Psychiatry 
and  Community  Care  Aspects  of  Gero- 
Psychiatric  Patients 
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Sponsors:  Texas  Department  of  Mental 
Health  and  Mental  Retardation;  Baylor 
College  of  Medicine,  Houston 
Location  of  Course:  Wichita  Falls  Coun- 
try Club,  Wichita  Falls 
Date:  Apr  24,  1976 
Duration:  1 day 
Fee:  To  be  determined 
Designed  For:  General  practitioners; 
Mental  health  professionals 
Teaching  Methods:  Lecture,  discussion 
Contact:  Office  for  Medical  Services 
Continuing  Education,  Texas  Depart- 
ment of  Mental  Health  and  Mental  Re- 
tardation, Box  12668,  Capitol  Station, 
Austin  78711 


Other:  Alcoholism 

Title:  Workshop  on  Alcoholism  and  Drug 
Abuse:  D^^  — R^ 

Sponsors:  Texas  Department  of  Mental 
Health  and  Mental  Retardation;  Baylor 
College  of  Medicine,  Houston 
Location  of  Course:  Kerrville  State  Hos- 
pital, Kerrville 
Date:  May  13,  1976 
Duration:  1 day 
Fee:  To  be  determined 
Designed  For:  General  practitioners; 
Mental  health  professionals 
Teaching  Methods:  Lecture,  discussion 
Contact:  Office  for  Medical  Services 
Continuing  Education,  Texas  Depart- 
ment of  Mental  Health  and  Mental  Re- 
tardation, Box  12668,  Capitol  Station, 
Austin  78711 
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Get  Your  Brand  of  Continuing  Medical  Education  (C.M.E.) 
At  the  AMA’s  125th  Annual  Convention,  June  26-30,  1976 


Dallas  is  many  things  to  many  people — a center 
of  high  fashion,  finance,  brainpower,  big  money, 
sports  events,  conventions,  art,  theater 

But,  after  this  June’s  Annual  Meeting,  for  you 
Big  D is  going  to  stand  for  Continuing  Medical 
Education-  the  highest  quality  C.M.E.  and  the 
widest  assortment  of  C.M.E.  you’ve  ever  ex- 
perienced! 

This  meeting  features  new  and,  or  expanded 
methods  of  teaching  both  inside  and  outside  the 
classroom.  You  can  spend  every  day  participating 
in  several  types  of  learning  situations.  For  ex- 
ample, there  will  be  audio  and  tape  demonstra- 
tions; computer-assisted  instruction;  pre-  and 
post-tests  for  self-evaluation.  In  addition,  there 
will  be  “hands  on’’  manikin  practice  and  many 
opportunities  to  participate  in  small  group  dis- 
cussions or  to  consult  with  course  instructors 
and  fellow  physicians.  Naturally,  we’re  repeat- 
ing a popular  feature — medical  motion  pictures. 
This  year,  there  will  be  30  all  scheduled  for 
your  convenience. 

C.M.E.  for  Credit — and  most  of  it, 
except  for  postgraduate  courses,  free 

To  help  you  fulfill  C.M.E.  requirements  for  the 


AMA  Physician’s  Recognition  Award  and  your 
state  or  specialty  society,  this  Annual  Meeting 
offers  many  opportunities-  113  in  fact — to  earn 
Category  1 credits.  You’ll  have  your  choice  of 
57  postgraduate  courses  and  the  majority  of  47 
scientific  sessions  are  classed  for  Category  1. 
Hour-for-hour  credit  will  also  be  given  at  the 
Live  Teaching  Clinic,  Pulmonary  Function,  Dia- 
logue, and  at  the  8 telecourses  offered  in  the  Con- 
vention Center  and  the  Dallas  hotels.  (The  AMA 
will  provide  you  with  a certificate  of  attendance; 
make  sure  you  report  your  credits  to  your  state 
or  specialty  society.) 

Other  Highlights 

A majority  of  physicians  regard  the  exhibit  area 
as  one  of  the  most  important  features  of  AMA 
meetings.  If  you  happen  to  be  one  who  values 
this  one-to-one  peer  communication  with  ex- 
hibitors, Dallas  won’t  disappoint  you.  There  will 
be  300  exhibits,  evenly  divided  between  scientific 
and  industrial.  Last,  but  not  least,  is  the  18th 
National  Conference  on  the  Medical  Aspects  of 
Sports.  Every  year  it  gets  bigger  and  better 
you  won’t  want  to  miss  this  year’s  Conference. 


(I’leasc  see  page  I-  lor  the  Housing  Korm  hotel-motel  details  and  Dallas  map) 


For  Room  Reservations 

AMA  Housing  Bureau 

c/o  Dallas  Chamber  of  Commerce 

Convention  & Tourism  Division 

1507  Pacific  Avenue 

Dallas,  TX  75201 

Please  print  or  type  four  choices: 

1st 


Detach,  fill  out,  and  return  this  with  your  postage,  please. 


Please  add  6%  for  the  Municipal  Tax;  if  your  rate  requested  is  not  available,  the  next 
highest  rate  will  be  assigned  DO  NOT  send  your  request  directly  to  the  hotel,  it  will  only 
delay  your  confirmation.  Kindly  make  all  necessary  changes  and  cancellations  directly 
with  the  Housing  Bureau  in  Dallas,  and  be  sure  and  specify  your  time  of  arrival,  as  well 
as  the  date.  If  you  are  an  Industrial  Exhibitor,  please  specify  your  firm  s name  and  the 
list  of  all  the  occupants  for  all  of  the  rooms  that  you  are  reserving. 

CONFIRMATIONS  WILL  BE  MAILED  UP  TO  JUNE  11,  1976. 

Room  will  be  occupied  by. 


2nd 

3rd 


Name 
Firm  . 


(Please  print  or  type) 


4th 

Please  enter  my  reservation  at  the  above  hotel/motel  for: 
Single(s)  Double(s) 

■ at  $ at  S 

Twin(s) 

at  $ 

Suite(s) 

1 Bedroom  2 Bedroom 

— at  $ at  $ 


Address 

City/State/Zip  Code 

Office  Phone  Number  ( ) 

Additional  Occupants  (List  ages  of  children,  if  any) 

AM, 

Arrival  Dale  at  PM,  Departure  Date, 
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Get  Your  Brand  of  Continuing  Medicai  Education  (C.M.E 


At  the  AMA’s  125th  Annuai  Convention, 
June  26-30,  1976 


SCiENTIFiC  PROGRAM 


Saturday/June  26,  1976 

7:30  AM-Noon,  Category  I (5-hour, 

1-day  course:  S50) 

A-48.  Basic  Life  Support  (Cardiopul- 
monary Resuscitation  CI’R) 

8:30  AM-Noon  & 2:00-5:30  PM  • 18th  Na- 
tional Conference  on  the  Medical  Aspects 
of  Sports;  C ategory  I (S32  for  entire  pro- 
gram, including  luncheon) 

A-58.  Conlerence  only  ($25,  no  lunch- 
eon, 7 hours  credit) 

A-59.  Luncheon  only  (S7,  no  credit) 

9:00  AM-Noon,  Category  I (3-hour  courses: 
$30) 

A-16,  Basic  Electrocardiography 
A-47.  Radioimmunoassay  in  [diagnostic 
Medicine 

9:00  AM-Noon  & 2:00-5:00  PM,  C ategory  I 
(6-hour,  1-day  courses:  $60) 

A-l.  Acid-Base,  Fluid,  & llcctrolyte 
Balance 

A-2.  Bronchogenic  Carcinoma 
A-3.  Cutaneous  Surgery  lor  the  Der- 
matologist 

A^.  Fluids  & Electrolytes  in  Children 
A-5.  How  to  Sew 
A-6.  Drpgs  ol  the  Decade 
A-7.  Office  EN  I for  the  F amily  I’hy- 
sician 

A-8.  Program  in  Human  Sexuality 
Spouses  Invited 
A-9.  Hand  Injuries 

A-IO.  Office  Urology  for  Non-Urologists 
A-l  I . Ophthalmoscopy  for  Non-Ophthal- 
mologists 

A-12.  Preoperative,  Intraoperative,  & 
Postoperative  Care 

A- 1 3.  Total  Care  ol  the  Burn  F’atient 
A-14.  Musculoskeletal  Emergencies 
A-57.  Bedside  Clinics  in  Neurology 

1:00-5:30  PM,  Category  I (5-hour,  l-day 
course:  $50) 

A-49.  Basic  Life  Support  (C'ardiopulmon- 
ary  Resuscitation  CPR) 

2:00-5:00  PM,  Category  I (3-hour  courses: 
$30) 

A-17.  Cardiac  Arrhythmias 
A-18.  Head  Trauma  Management  for 
Emergency  Room  Physicians 

D 


Saturday  & Sunday,  June  26-27,  1976 
9:00  AM-5:00  PM  on  Saturday  & 9:00  AM- 
Noon  on  Sunday,  Category  1 (H-hour,  2- 
day  course:  $130) 

A-15.  Advanced  Public|SpeakingSeminar 

Sunday/June  27,  1976 

9:00  AM-Noon,  Category  I (3-hour  courses: 

$30) 

A-34.  Cardiac  Arrhythmias 
A-56.  Live  Case  I’resentations  lor  Der- 
matologists 

9:00  AM-Noon  & 2:00-4:00  PM,  Category  I 
(5-hour,  1-day  course:  $50) 

A-33.  Exercise  in  the  Diagnosis,  Pre- 
vention, and  Rehabilitation  of 
Ischemic  Heart  Disease 
9:00  AM-Noon  & 2:00-5:00  PM,  Category  I 
(6-hour,  l-day  courses:  $60) 

A- 1 9.  Acid-Base,  Fluid,  & Electrolyte 
Balance 

A-2().  Bedside  Clinics  in  Neurology 
A-2L  Clinical  Occupational  Medicine 
for  Community  Physicians 
A-22.  Dermatology  for  Non-Dermatolo- 
gists 

A-23.  Diagnosis  & Management  ol  Renal 
Diseases 

A-24.  Management  of  Acute  Respiratory 
Failure 

A-25.  Office  Orthopedics  ftir  the  Non- 
Orthopedist 
A-26.  How  to  Sew 

A-27.  Life- Threatening  Injuries;  Their 
Emergency  Management 
A-28.  Advanced  Workshop  in  Sex  Ther- 
apy Prerequisite:  Basic  Sexuality 
Workshop 

A-29.  Pediatric  Emergencies 
A-30.  Refresher  Course  for  Recovery 
Room  Nurses 

A-3L  The  Physician  in  Mid-Career 

Experiential  Learning,  including 
Sensitivity  Training 
A-32.  Writing  for  Scientific  Journals 
A-55.  Day-to-Day  Problems  with  Dia- 
betes 

2:00-5:00  PM,  Category  I (3-hour  course: 
$30) 

A-54.  Refresher  Course  in  Dermato- 
pathology 

Sunday  & Monday/June  27-28,  1976 
7:30  AM-Noon  & 1:00-5:30  PM  on  Sunday 
& 7:30  AM-Noon  on  Monday,  Category  I 


(12-hour,  2-day  course:  $120— Prerequ 
site:  Preliminary  study  required  & Basi 
Life  Support  course) 

A-52.  Advanced  Life  Support  (Cardie 
pulmonary  Resuscitation  CPR; 

Monday/June  28,  1976 

1:00-5:30,  Category  I (5-hour,  1-da 

course:  $50) 

A-50.  Basic  Life  Support  (Cardiopu 
monary  Resuscitation— CPR) 

Monday  & Tuesday/June  28-29,  197( 
7:30-9:00  AM,  Category  I (3-hour,  2-di 
course:  $30) 

A-46.  Immunotherapy  in  Allergic  Di 
ease 

Monday,  Tuesday,  & Wednesday 
June  28-30,  1976 

7:30-9:00  AM,  Category  I (5-hour,  3-di 
courses:  $50) 

A-35.  Anesthesiology  for  Non-Anesth 
siologists  j 

A-36.  Antibiotic  Therapy  in  Children  j 
A-37.  Clinical  Biofeedback  Traini, 
Course  j 

A-38.  Common  Errors  in  Emcrgen| 
Wound  Management 
A-40.  Office  & Hospital  Management 
Anorectal  Disease 
A-4L  Reproductive  Endocrinology 
A-42.  Chronic  Lung  Disease 
A-43.  Shock,  Fluids,  & Electrolytes 
A-44.  Urologic  Pathology 

Tuesday  & Wednesday 
June  29-30,  1976 

7:30  AM-Noon  & 1:00-5:30  PM  on  Tuesd 
& 7:30  AM-Noon  on  Wednesday,  Categor 
(12-hour,  2-day  course:  $120— Prereql 
site:  Preliminary  study  required  & Ba 
Life  Support  course) 

A-53.  Advanced  Life  Support  (Card 
pulmonary  Resuscitation  CPf, 

Wednesday/June  30,  1976 
1:00-5:30  PM,  Category  I (5-hour,  1-C| 
course:  $50)  j 

A-5L  Basic  Life  Support  (Cardiopuin’ 
nary  Resuscitation— CPR) 

AMA  Auxiliary  Activities 

For  complete  details  of  Auxiliary  act 
ties,  please  refer  to  the  April  19  Ci 
vention  issue  of  JAMA. 


48 


TEXAS  MEDICINIi 


American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Advance  Registration 

AMA’s  I25th  ANNI  AL  CONVKNTION  • JUNK  26-30,  1976 
DALLAS,  TKXAS,  C ONVKNUON  C KNTKK 

Please  print  and  return  to: 

AMA  Department  of  Registration  Services, 

535  N.  Dearborn  St., 

C hicago,  IL  60610 

or  direct  phone  inquiries  to: 

AMA  Department  of  Registration  Services  at  (312)  751-6187. 

Advance  Registration  • lo  receive  your  Advance  Registration  Card,  this  cou- 
pon must  arrive  at  the  AMA  by  May  21,  1976.  (After  this  date,  please  register 
at  the  Convention  Center  in  Dallas,  Tex.)  Your  Advance  Registration  Card 
will  be  sent  to  you  on  .lune  4,  1976,  unless  you  request  an  earlier  mailing  date. 

General  Registration—  AMA  members  and  their  guests,  no  fee. 

Non-member  physicians,  $35;  their  guests,  $10  per  person.  Medical  students, 
interns,  residents,  nurses,  and  foreign  physicians  no  fee. 

Does  not  include  C.M.K.  Course  Registration  Fees 

I am  a member  of  the  AMA  through  the  following  State  Medical  Association 
or  government  service . 

In  accordance  with  the  AMA  Bylaws,  I hold  active  membership  in  the  AMA, 
and  I wish  to  vote  in  the  Scientific  Section  that  I have  checked: ► 


01  □ Allergy 

02  □ Anesthesiology 

26  □ Cardiovascular  Diseases 

05  □ Clinical  Pharmacology  & I herapeutics 

20  □ Colon  & Rectal  Surgery 

03  □ Dermatology 

04  □ Diseases  of  the  Chest 

28  □ Emergency  Medicine 

07  □ Family  & Cieneral  Practice 

11  □ Federal  & Military  Medicine 

06  □ Cjastroenterology 

08  □ (ieneral  Surgery 

09  □ Internal  Medicine 

29  □ Nuclear  Medicine 

24  □ Neurological  Surgery 

25  □ Neurology 

13  □ Obstetrics  & Ciynecology 

14  □ Ophthalmology 

15  □ Orthopedic  Surgery 

10  □ Otorhinolaryngology 

16  □ Pathology 

17  □ Pediatrics 

18  □ Physical  Medicine  & Rehabilitalion 

27  □ Plastic,  Reconstructive,  & 

Maxillofacial  Surgery 

19  □ Preventive  Medicine 

12  □ Psychiatry 

21  □ Radiology 

22  □ Urology  TMA 


C.M.E.  Course  Registration 

L 

[ Please  note:  Fee  schedule  for  each  course  • Please  circle  the 
' course(s)  code(s)  of  your  choice,  making  very  sure  you  indicate 
your  choice  for  each  day  in  your  order  of  preference.  If  the 
I minimum  course  registration  is  not  attained  for  your  first 
choice,  or  if  the  course  is  full,  one  of  your  alternate  choices 
will  be  substituted.  The  course  codes  correspond  to  the  listing 
■ and  fees  shown  on  the  facing  page.  To  receive  your  Advance 

I Registration  Card  and  tickets  for  your  choice(s)  of  scientific 

\ courses,  this  coupon  must  arrive  with  your  remittance  at  the 

i AMA  by  May  21,  1976;  after  this  date  registrants  are  requested 

’ to  come  to  the  Postgraduate  Course  Registration  Desk  in  the 

Dallas  Convention  Center  to  register.  Ihe  advance  credentials, 
i'  tickets,  etc.,  will  be  sent  to  you  on  June  4,  1976,  unless  you  re- 


quest an  earlier  date.  Please  make  a check  or  money  order  pay- 
able to  the  American  Medical  Association. 

NOTE:  All  medical  students,  interns,  and  residents  are  en- 
titled to  a 50%  discount  on  course  registration  fees  ($10  per 
credit  hour  is  standard  rate— meals  excluded). 

Name 

Office  Address  

City/ State  Zip  Code 

Office  Phone  No.  ( ) 

My  remittance  of  $ is  enclosed  in  the  form  of  a check 

or  money  order  payable  to  the  American  Medical  Association 
to  cover  the  registration  and  course  lees  that  I have  indicated 
on  this  form. 


Code  No. 

Fee  f ited 

Cklist. 

Hours 

A -48 

$ 50 

5 

A-58 

25 

7 

A-59 

7 



— 

A-I6 

30 

3 

A-47 

30 



3 

A-1 

60 



6 

A-2 

60 

6 

A-3 

60 

6 

A-4 

60 

6 

A-5 

60 

6 

A-6 

60 

6 

A-7 

60 

6 

A-8 

60 

6 

A-9 

60 

6 

A-IO 

60 

6 

A-l  1 

60 



6 

A-I2 

60 

6 

A- 13 

60 

6 

A-14 

60 



6 

A-57 

60 

6 

A -49 

50 

5 

A-I7 

30 

3 

A-18 

30 

3 

Sat.,  June  26,  1976 

1st  Choice ;2nd  Choice ;.trd  Choice 


A-15  130  II 


Code  No. 

Fee  Cited 

( klisl. 

IL 

Durs 

A-34 

$ 

30 

3 

A-56 

30 

3 

A-33 

50 

5 

A-19 

60 

6 

A-20 

60 

6 

A-21 

60 

6 

A-22 

60 

6 

A-23 

60 

6 

A-24 

60 

6 

A-25 

60 

6 

A-26 

60 

6 

A-27 

60 

6 

A-28 

60 

6 

A-29 

60 

6 

A-30 

60 

6 

A-31 

60 

6 

A-32 

60 

6 

A-55 

60 

6 

A-54 

30 

3 

Sun.,  June 

27, 

1976 

Isl  t hoice. 

;2nd  Choice 3 

id  Choice. 

-- 

A-52 

120 

12 

Sun.-Mon., 

June  27-28, 

1976 

A-50 

50 

5 

Mon.,  June 

■ 28. 

, 1976 

A -46 

30 

3 

Code 

No. 

Fee  ( ited 

Cklist.  1 

Hours 

A-35 

$ 50 

5 

A-36 

50 

5 

A-37 

50 



5 

A-38 

50 

5 

A -40 

50 

5 

A-41 

50 

5 

A-42 

50 

5 

A-43 

50 

5 

A -44 

50 



5 

Mon. 

, Tues.,  Wed.,  June 

28,  29,  .30 

Isl  Choice 

;2nd  Choice ;3id  ( hoicc 

— 

A-53 

120 

12 

Tues.- 

Wed 

.,  June  29-.30, 

1976 

A-51 

50 

5 

Wed., 

June  30,  1976 

Subtotal  = 1 

n Fees  = 

$ & Mrs. 

$35  Per  Non-Member  $ 


SlO/Non-Mem.  (iuest  $ 


Sat. -Sun.,  June  26-27,  1976 


Mon.-Tues.,  June  28-29,  1976 


TOTAL  = $ 


E 


diume  72,  April,  1976 
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125th  AM  A Annual  Convention 
June  26-30,  1976/Dallas,  Texas 


AMA  Housing  Bureau 

c/o  Dallas  Chamber  of  Commerce 

Convention  & Tourism  Division 

1507  Pacific  Avenue 

Dallas.  TX  75201 


Housing 

Form 

Key  # 

Hotel/Motel 

Single 

Double 

Twin 

Suite 

1. 

Adolphus  Hotel 

$22  00-30  00 

$26.00-34.00 

$30  00-38  00 

$ 75  up  (1  Bedroom) 

1 15  up  (2  Bedrooms) 

2 

Baker  Hotel 

20  00-27  00 

25  00-32  00 

28  00-35  00 

60  up  (1  Bedroom 

1 10  up  (2  Bedrooms) 

3 

Downtowner  Inn 

14  00-17.00 

16  00-19  00 

19  50-22  50 

No  Suites 

19 

Dunfey's  Royal  Coach 

24  00-30  00 

33  00-41  00 

33  00-40  00 

55  up  (1  Bedroom) 

1 18  up  (2  Bedrooms) 

4. 

Fairmont  Hotel 

HEADQUARTERS  HOTEL 

NO  ROOMS  AVAILABLE 

5 

Hilton  Inn 

23  00-33  00 

33  00-46  00 

33  00-46  00 

90  up  (1  Bedroom) 
130  up  (2  Bedrooms) 

6 

Holiday  Inn  Central 

17  00 

20  50 

23  00 

No  Suites 

7. 

Holiday  Inn  Downtown 

21  00-23  00 

25  00-27  00 

27  00-29  00 

50  up  (1  Bedroom) 
80  up  (2  Bedrooms) 

8 

Holiday  Inn  Market  Center 

16  00-18  00 

22.00-24  00 

22  00-24  00 

No  Suites 

9 

Hyatt  House 

30  00 

35  00 

40  00 

65  up  (1  Bedroom) 
100  up  (2  Bedrooms) 

10 

La  Quinta  Market  Center 

14  00 

16.50 

18  50 

No  Suites 

11. 

Le  Baron  Hotel 

26  00-30.00 

32  00-36  00 

32  00-36  00 

100  up  (1  Bedroom) 

12 

Marriott  Motor  Hotel 

24  00-32  00 

29  00-42  00 

29  00-42  00 

110  up  (1  Bedroom) 
150  up  (2  Bedrooms) 

13 

Melrose  Hotel 

16  00-20.00 

22  00-25  00 

24  00-32  00 

40  up  (1  Bedroom) 
60  up  (2  Bedrooms) 

14 

North  Park  Inn 

18  00-25.00 

24  00-30.00 

28  0Cr-34  00 

45  up  (1  Bedroom) 
65  up  (2  Bedrooms) 

15 

Quality  Inn 

20  00 

22  50-26  50 

24  50-26  50 

No  Suites 

17 

Ramada  Inn  Central 

22  00-27.00 

31  00-36  00 

31  00-36  00 

No  Suites 

16 

Ramada  Inn  Conv  Center 

30  00 

38  00 

38  50 

. 77  up  (1  Bedroom) 

18 

The  Registry  Hotel 

27  00-29  00 

33.00-35  00 

33.00-35.00 

60  up  (1  Bedroom) 
85  up  (2  Bedrooms) 

20. 

Sheraton-Dallat  Hotel 

CO-HEADQUARTERS  HOTEL 

NO  ROOMS 

AVAILABLE 

21 

Statler  Hilton  Hotel 

24  00-39  00 

32  00-49  00 

36  00-49  00 

80  up  (1  Bedroom) 

AMA  AUXILIARY  HEADQUARTERS 

125  up  (2  Bedrooms) 

22 

Stemmons  Inn 

18  00-19.00 

21  00-22  00 

24  00-26.00 

No  Suites 

23 

Travelodge  Market  Center 

20  00-23  00 

23  00-28  00 

23  00-28  00 

45  up  (1  Bedroom) 

THE 

ABOVE  RATES  ARE  SUBJECT  TO 

A 6%  MUNICIPAL 

TAX. 
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help  make 

COLACE'the 

most  widdy  used 
stool  softener. 


® COLACE  works  by  stool-softening  action  alone,  free  from  laxative 

stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
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Missile  injuries 

from  power  lawn  mowers 


Thomas  B.  Coopwood,  MD 

Every  year,  many  people  sustain  injuries 
resulting  from  the  use  of  power  lawn 
mowers.  The  most  common  ones  are  asso- 
ciated with  the  extremities,  including  lac- 
erations and  amputations  of  digits.  Less 
common  are  those  occurring  when  for- 
eign bodies  are  hurled  at  the  operator  or 
bystander. 

The  Consumer  Safety  Commission  esti- 
mates that  in  1970  there  were  140,000  in- 
juries, 5%  of  which  were  due  to  embed- 
ded foreign  bodies.^  Reports  on  these  in- 
juries have  appeared  sporadically.  Bar- 
skey  reported  in  1960  five  cases  of  eye  in- 
juries due  to  thrown  objects. ^ In  1966,  the 
Journal  of  the  American  Medical  Association 
reported  that  in  one  accident,  an  iron  bolt 
was  thrown  into  a pregnant  woman’s  abdo- 
men. A cesarean  section  was  required, 
but  the  mother  and  child  did  well.^  In 
1969,  Knapp  pointed  out  that  more  atten- 
tion should  be  given  to  “thrown  objects” 
injuries  because  he  felt  that  these  were 
more  frequent  than  had  been  reported.'* 
The  reason  that  severe  injuries  occur 
from  thrown  objects  was  discussed  in  a 
1973  news  article,  which  stated,  “A 
26-inch  long  rotary  power  mower  blade, 
weighing  3.5  pounds,  rotates  at  3,000 
rpm  (and  even  faster  if  the  motor  is  run  at 
full  power).  It  can  be  calculated  to  have  a 
kinetic  energy  of  2,100  foot  pounds,  or 
the  equivalent  energy  stored  in  a 21- 
pound  weight  dropped  100  feet.  This  is 
three  times  the  muzzle  energy  of  a .357 
Magnum  pistol,  which  can  fire  a bullet 
through  the  engine  block  of  an  automo- 
bile.”* 

During  the  past  few  years,  I have  seen 
three  patients  who  were  injured  by  wire 
missiles  launched  by  rotary  lawn  mowers. 
There  is  little  in  the  literature  on  this  sub- 
ject, and  these  injuries  are  potentially 
lethal. 


Case  Reports 

Case  1;  A 13-year-old  Latin  American  boy 
was  operating  a rotary  power  lawn  mower 
when  something  hit  him  in  the  left  lower 
part  of  the  abdomen,  causing  a puncture 
wound.  He  was  brought  to  the  emergency 
room  immediately.  He  was  hypotensive  on 
arrival  but  responded  quickly  to  fluid 
replacement.  Physical  examination 
showed  a wound  in  the  left  lower  quadrant 
of  the  abdomen  with  tenderness  and  de- 
creased bowel  sounds,  but  peripheral 
pulses  were  present.  Roentgenograms  of 
the  abdomen  showed  a piece  of  wire  in  the 
left  lower  quadrant.  Exploratory  surgery 
revealed  multiple  small  bowel  perfora- 
tions and  a large  hematoma  in  the  left  low- 
er retroperitoneal  space.  The  aorta  was 
isolated,  and  clamped  until  the  left  iliac 
artery  could  be  isolated,  and  then  it  was 
clamped.  Athrough-and-through  injury  to 
the  left  external  iliac  artery  was  found. 
This  section  of  artery  was  resected  and  a 
primary  anastomosis  done.  The  small 
bowel  perforations  were  closed.  Postop- 
eratively  the  patient  did  well  and  was  last 
seen  two  months  after  surgery,  at  which 
time  his  left  femoral  pulse  was  strong. 

Case  2:  A 21-year-old  black  man  was 
mowing  a lawn  with  a rotary  power  mower 
when  a piece  of  wire  flew  up  and  stuck  in 
his  abdomen.  He  immediately  pulled  it  out 
and  his  employer  brought  him  to  the  hos- 
pital. The  wire  was  about  15  cm  (6  inches) 
long  and  the  patient  felt  that  it  had  pene- 
trated only  2.5  cm  (1  inch)  or  so.  Although 
he  had  no  signs  or  symptoms  of  penetra- 
tion, he  was  admitted  for  observation. 

Physical  examination  showed  only  a 
puncture  wound  in  the  right  upper  quad- 
rant of  the  abdomen,  2.5  cm  below  the 
costal  margin  in  the  nipple  line.  The  pa- 
tient was  observed  overnight,  and  the  next 
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morning  he  complained  of  abdominal  pain 
and  was  extremely  tender  in  the  right 
upper  quadrant  of  the  abdomen.  At  lap- 
arotomy, bile  was  found  in  the  abdominal 
cavity  as  a result  of  a puncture  wound  of 
the  gallbladder.  A cholecystectomy  was 
done,  and  the  patient  had  a benign  course 
with  complete  recovery. 

Case  3:  A 10-year-old  white  boy  was 
helping  his  friend  mow  a lawn  with  a rot- 
ary mower  when  something  hit  him  in  the 
right  side  of  the  neck.  He  had  some  pain 
and  minimal  bleeding,  and  was  brought  to 
the  emergency  room  some  30  minutes 
after  the  injury.  Physical  examination 
showed  a large  hematoma  and  a 1.5  cm 
laceration  in  the  right  side  of  the  neck  at 
the  angle  of  the  jaw.  Results  of  a neurologi- 
cal examination  were  normal.  Roentgeno- 
grams showed  a piece  of  wire  1.3  cm  (0.5 
inches)  in  length  in  the  upper  right  side  of 
the  neck.  Because  of  its  location,  and  be- 
cause of  the  hematoma,  exploration  of  the 
neck  was  advised.  A carotid-type  incision 
was  made  and  the  common,  internal,  and 
external  carotid  arteries  were  isolated. 

The  foreign  body  was  seen  in  the  internal 
carotid  artery.  As  it  was  removed,  arteri- 
al blood  flow  followed.  This  was  controlled 
with  digital  pressure  and  a vascular 
clamp  placed  on  the  common  carotid  ar- 
tery. A stitch  of  4-0  prolene  was  used  to 
close  the  hole.  The  clamp  was  in  place  less 
than  three  minutes.  Postoperatively,  the 
patient  did  well  and  had  no  neurological 
deficit.  I last  saw  him  three  years  after 
surgery,  at  which  time  he  was  well. 

Discussion 

Inj  uries  from  missiles  hurled  by  rotary 
lawn  mowers  should  not  be  taken  lightly. 
Indications  for  surgical  exploration 
should  be  the  same  as  those  for  explora- 


tion of  a gunshot  wound.  In  case  1,  explor- 
atory surgery  was  indicated  because  of 
unquestionable  peritoneal  penetration 
and  hypotension.  Although  there  was  no 
pulse  deficit  in  the  left  femoral  area,  a 
through-and-through  laceration  of  the  ex- 
ternal iliac  artery  was  found,  once  again 
pointing  out  that  there  can  be  major  vas- 
cular injury  despite  full  distal  pulse.  In 
case  2,  an  exploratory  operation  was  not 
done  immediately  because  of  the  mislead- 
ing history  and  because  no  positive  phy- 
sical findings  indicated  perforation  of  an 
intra-abdominal  organ.  When  the  physi- 
cal findings  changed,  exploratory  sur- 
gery was  performed  and  a gallbladder 
injury  was  found.  Despite  the  contamina- 
tion of  the  upper  abdomen  with  bile,  no 
complications  ensued.  In  case  3,  the  indi- 
cation for  exploratory  surgery  was  the 
presence  of  a large  hematoma  in  the  neck 
and  roentgenographic  evidence  compati- 
ble with  a major  vascular  injury. 

Summary 

Three  cases  of  significant  injuries  result- 
ing from  missiles  hurled  by  rotary  mow- 
ers are  reported.  The  surgical  signifi- 
cance of  these  injuries  is  discussed,  em- 
phasizing that  they  should  be  handled  with 
the  same  caution  and  urgency  as  one 
would  use  in  managing  a gunshot  wound  of 
the  same  area. 
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Physical  loss  in  adolescence 
and  its  implications  for  psychiatry 

George  B.  Tipton,  MD 


A great  deal  has  been  written  about  physi- 
cal loss  in  children  and  the  attendant  emo- 
tional impact  on  the  family.  Much  less  is  to 
be  found  on  emotional  or  physical  loss  in 
adolescents  due  to  accident,  illness,  or 
abuse  of  toxic  substances  or  drugs. 

If  the  adolescent  responded  to  loss  of 
function  with  the  depressive  features  seen 
in  adults,  it  would  not  be  difficult  to  de- 
scribe the  clinical  picture.  The  classical 
features  of  adult  depression  would  be  ex- 
pected— depressed  mood,  mental  and 
psychomotor  retardation,  insomnia,  loss 
of  appetite,  somatic  complaints,  and  a pes- 
simistic view  of  the  future.  In  the  adult,  a 
personal  loss  of  some  sort  would  also  be 
expected. 

This  is  not  the  case  in  adolescents. 

Depression  secondary  to  loss  is  only 
one  explanation  for  depression  in  an  ado- 
lescent. The  lack  of  ability  to  compete  ef- 
fectively in  areas  of  social  skills  and  aca- 
demic performance  may  bring  on  depres- 
sion. Inability  to  handle  sexual  and  aggres- 
sive drives  causes  depression.  Loss  of  legi- 
timate dependency  status,  lack  of  voca- 
tional identity,  loss  of  idealism,  and  inabil- 
ity to  become  genuinely  intimate  with  oth- 
ers may  be  other  sources  of  depression. 

The  adolescent  seems  so  concerned 
with  acceptance  in  his  peer  group  that  any 
physical  or  mental  dysfunction  that  makes 
him  different  is  a catastrophe.  This  loss 
may  be  minor  and  noted  only  by  the  ado- 
lescent, or  it  may  be  a major  loss  leading 
to  rejection  by  his  peer  group.  Referral  to 
a professional  for  physical  or  emotional 
symptoms  may  lead  to  additional  feelings 
of  being  weak,  dependent,  or  defective. 

Often,  the  young  adolescent  with  physi- 
cal or  emotional  loss  is  depressed  second- 
ary to  the  loss  of  function  or  change  in  ap- 
pearance of  his  body.  Such  a youngster 
also  feels  unacceptable,  bad,  or  evil  be- 


cause he  is  different  from  his  peers. 

Toolan  said  that  such  feelings  lead  the  ado- 
lescent into  antisocial  behavior,  which  in 
turn  only  further  reinforces  his  belief 
that  he  is  no  good.  The  youngster  then 
feels  inferior,  bad,  or  ugly  compared  to 
other  kids  his  age. 

Adolescent  boys,  even  in  early  adoles- 
cence, find  it  difficult  to  admit  to  any  evi- 
dence of  weakness.  The  emotional  or  phy- 
sical loss  and  the  associated  depression 
are  denied.  Sullenness,  enuresis,  eating 
disturbances,  and  delinquency  may  be  the 
only  behavior  easily  observed.  Girls  in 
early  adolescence  may  become  sexually 
promiscuous  in  an  attempt  to  avoid  feeling 
lonely,  sad,  and  helpless;  promiscuity  also 
may  be  a self-destructive  way  of  devaluing 
themselves  and  others,  or  it  may  be  a sym- 
bolic cry  for  help. 

The  clinical  picture  of  an  adolescent 
suffering  from  some  loss  of  neuronal 
function  or  organic  brain  syndrome  plus 
depression  can  be  quite  confusing.  Roy 
Grinker  wrote  of  “masked  depression”  as 
early  as  1961.  He  described  “smiling  de- 
pressions,” hypochondriacal  preoccupa- 
tions, and  dissociated  states.  These  pa- 
tients deny  any  sadness,  and  may  com- 
plain only  of  fatigue,  insomnia,  stomach 
pain,  or  headaches.  This  masking  of  de- 
pressive symptoms  is  seen  in  most  de- 
pressed adolescents. 

Before  attempting  to  describe  the  com- 
bination of  neuronal  loss  and  depression 
in  adolescents,  I will  describe  organic 
brain  syndrome  as  it  is  seen  in  adoles- 
cents and  in  adults.  Clinically,  a patient 
with  organic  brain  syndrome  shows  prob- 
lems associated  with  impaired  brain  func- 
tion. Organic  brain  syndromes  are  mani- 
fested according  to  the  American  Psychi- 
atric Association’s  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders  by:  (1)  impair- 
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merit  of  orientation,  (2)  impairment  of 
memory,  (3)  impairment  of  intellectual 
functioning,  (4)  impairment  of  judgment, 
and  (5)  lability  and  shallowness  of  affect. 
Associated  with  these  symptoms,  one  may 
see  clouding  of  consciousness,  confusion, 
irritability,  defensiveness,  inappropriate 
humor,  sudden  rages,  and  irresponsible 
behavior.  Changes  in  motor  behavior  can 
include  restlessness,  clumsiness,  changes 
in  rhythm  of  speech,  and  a decreased  tol- 
erance to  alcohol. 

The  fundamental  process  in  any  organ- 
ic brain  syndrome  is  the  change  of  function 
of  neurons.  This  may  be  caused  by  a toxic 
reaction,  an  infectious  agent,  a metabolic 
disorder,  a neurologic  disease,  physical 
trauma,  or  any  medical  disorder  that  dam- 
ages metabolism  or  structure  of  neurons. 
When  damage  to  neurons  is  widespread 
and  diffuse,  the  symptoms  of  the  disorder 
are  the  same  regardless  of  the  cause.  How- 
ever, the  form  in  which  these  symptoms — 
disordered  judgment,  orientation,  memory, 
intellect,  and  affect — are  expressed  be- 
haviorally  depends  on  the  individual 
patient. 

How  someone  responds  to  a loss  of 
brain  function  depends  on  his  usual  cop- 
ing styles,  his  past  experiences  with  ad- 
versity, and  the  setting  in  which  the  loss 
was  experienced.  The  rate  at  which  the 
disorder  progresses  and  how  the  change 
in  functioning  is  handled  by  others  affects 
the  patient’s  behavior.  Some  patients 
minimize  their  loss  of  function  by  with- 
drawal, denial,  and  evasion.  Some  present 
to  friends  and  family  an  unusual  facade  of 
cooperativeness  and  humor.  Patients  who 
feel  insecure  and  find  no  support  from 
those  around  them  may  respond  with 
gross  anxiety  and  panic.  Irritability  and 
rage  reactions  may  be  seen  in  those  pa- 
tients who  are  put  in  situations  that  reveal 


their  loss  of  ability  to  function  mentally  as 
they  had  in  the  past. 

Patients  who  have  become  depressed  in 
the  past  by  adversity  may  again  become 
depressed  when  faced  with  loss  of  brain 
function.  Suicide  may  be  a real  danger.  In 
fact,  a significant  relationship  between 
physical  illness  and  suicide  has  been  re- 
ported. Of  some  742  deaths  by  suicide, 

43  % of  the  victims  were  suffering  from  a 
physical  illness.  In  others,  aggressive  and 
sexual  urges  may  be  acted  out  to  a great- 
er degree  in  a manner  similar  to  behavior 
noted  before  the  onset  of  the  organic 
brain  syndrome.  If  the  patient  has  been 
able  to  confide  in  family  and  friends  in  the 
past,  he  may  once  again  be  able  to  alleviate 
much  anxiety  and  guilt  by  discussing  his 
problems  with  others.  Since  the  patient 
will  be  making  efforts  to  avoid  anxiety  and 
depression  by  his  usual  defensive  maneu- 
vers, this  complex  group  of  symptoms 
makes  it  difficult  to  know  which  symptoms 
are  due  to  the  loss  of  brain  function  and 
which  are  due  to  an  attendant  depression 
or  to  anxiety.  There  is  little  likelihood  that 
an  adolescent  patient  will  simply  present 
classic  adult  depressive  symptoms  added 
to  the  symptoms  seen  in  an  organic  brain 
syndrome. 

To  complicate  the  problem  even  more, 
depressive  symptoms  vary  with  the  stage 
through  which  the  adolescent  is  passing. 

In  early  adolescence,  one  might  see  crying 
spells,  fears  of  death,  irritability,  insom- 
nia, loss  of  appetite,  loss  of  energy,  poor 
school  adjustment,  or  school  phobia.  Be- 
havioral changes  like  temper  outbursts 
with  behavior  destructive  to  self,  others, 
or  property  may  occur.  The  onset  of  dis- 
obedience and  accident-proneness  may  be 
secondary  to  depression  rather  than  to 
the  impulsivity  resulting  from  a recently 
acquired  organic  brain  syndrome. 
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On  the  Adolescent  Unit  of  the  Austin 
State  Hospital,  steps  have  been  formulat- 
ed in  an  attempt  to  distinguish  the  symp- 
toms of  a recent  organic  brain  syndrome 
from  the  symptoms  of  attendant  depres- 
sion. The  first  step  is  to  decide  whether  or 
notan  organic  brain  syndrome  is  present. 
Second,  a decision  is  made  as  to  whether 
medical  or  surgical  treatment  of  the  con- 
dition is  indicated.  Third,  a consideration 
is  given  as  to  what  portion  of  the  symp- 
toms are  organic  and  not  directly  amen- 
able to  any  therapeutic  effort,  and  what 
portion  are  symptoms  of  depression. 

The  investigation  may  begin  with  a med- 
ical workup  that  includes  a history  of  the 
disordered  behavior  and  comparison  of 
the  adolescent’s  current  and  previous  be- 
havior. A physical  examination,  neuro- 
logic examination,  electroencephalo- 
gram, skull  x-rays,  brain  scan,  and  psy- 
chometric testing  are  also  obtained.  Psy- 
chometric testing  is  done  in  an  attempt  to 
reveal  focal  and/or  general  neuronal 
dysfunction  and/or  attendant  emotional 
problems.  Let  us  assume  that  a diffuse 
neuronal  loss,  ratherthan  a medically 
treatable  or  focal  disorder,  is  detected. 

An  underlying  depression  is  suspected  in 
the  adolescent  because  of  irritability,  lack 
of  motivation,  and  inconsistent  behavior, 
only  because  these  same  observable 
symptoms  can  be  secondary  to  neuronal 
dysfunction  as  well. 

The  next  step  is  to  arrange  testing  by 
the  Occupational  Therapy  Department. 
This  department  does  not  function  to  fill 
patients’  time,  but  provides  evaluative 
services  and  schedules  ward  programs 
that  enable  the  adolescents  to  gain  certain 
competencies.  In  the  occupational  therapy 
evaluation  the  patient  is  given  a battery  of 
tests  known  as  the  revised  Goodman  bat- 
tery. This  gives  the  examiner  an  idea  of 


function  and  its  relationship  to  structure 
and  directions.  Fine  motor  skills,  size  and 
shape  perception,  abstract  thinking  abil- 
ity, and  attitudes  toward  task  completion 
are  evaluated.  The  patient’s  anxiety  level 
and  its  relationship  to  directions  and 
structure  are  noted. 

A recommendation  after  this  battery  of 
tests  might  include  a suggestion  that  his 
anxiety  level  or  disorganization  is  such 
that  further  medical  or  psychiatric  treat- 
ment is  indicated.  A recommendation 
might  be  that  the  patient  be  placed  in  a 
highly  structured,  supervised  program  in 
which  he  could  achieve  basic  work  skills.  A 
recommendation  might  be  that  the  patient 
is  not  in  need  of  basic  work  skills  or  a 
structured  program  of  classes;  he  might 
be  directly  referred  to  school  or  to  a job 
situation. 

At  any  rate,  the  adolescent  is  assigned 
tasks  which  the  staff  believes  to  be  appro- 
priate to  his  level  of  competency.  This 
means  that  the  patient’s  success  at  the 
tasks  is  fairly  well  assured.  Pressure 
from  the  staff  through  social  reinforce- 
ment, a formal  merit  system,  and  the 
staff’s  attitude  usually  is  sufficient  to 
bring  forth  the  patient’s  best  efforts.  Act- 
ing out  behavior,  either  aggressive  or 
sexually  promiscuous,  is  not  allowed. 
These  behaviors  are  often  seen  on  admis- 
sion, but  sufficient  staff  is  available  to  con- 
trol them.  Staff  cooperation  is  excellent. 
The  staff  is  oriented  as  to  why  certain 
rules  or  regulations  exist,  and  has  a voice 
in  changes  in  unit  structure. 

In  some  cases,  the  adolescent  with  or- 
ganic brain  impairment  will  begin  showing 
classic  signs  of  depression  when  his  or 
her  acting  out,  defensive  behavior  is  cur- 
tailed. In  these  cases,  suicidal  threats  and 
attempts,  insomnia,  anorexia,  slowed 
psychomotor  activity,  and  a saddened  af- 


TEXAS  MEDICINE 


feet  may  be  seen.  Once  these  classic  signs 
of  depression  appear,  a consideration  of 
individual  and/or  group  psychotherapy  is 
made.  In  the  more  severe  cases  a trial  of 
antidepressant  medication  might  be  add- 
ed. Admittedly,  the  medication  has  little  ef- 
fect unless  the  adolescent  comes  to  grips 
with  his  physical  or  emotional  loss  in  psy- 
chotherapy. 

In  many  more  cases,  depressive  symp- 
toms are  never  seen.  Instead,  acting  out 
behavior  decreases  as  competence  in- 
creases. Initial  expectations  are  not  set 
beyond  the  competence  of  the  adolescent. 
Observation  of  daily  behavior,  evaluation, 
and  various  neurologic  tests  give  an  idea 
of  what  level  of  capability  the  adolescent 
can  handle.  Daily  observation  continues, 
however,  for  often  the  patient  will  evi- 
dence surprising  competence  beyond 
that  indicated  on  initial  evaluation. 

This  phenomenon,  whereby  the  adoles- 
cent surpasses  initial  expectations,  seems 
to  be  the  result  of  improvement  in  the  de- 
pression. Many  other  factors  could  be  in- 
volved. As  the  adolescent  achieves  reason- 
able successes,  his  self-esteem  and  self- 
confidence  increase.  His  ability  to  deal  so- 
cially with  his  peers  increases.  Positive  so- 
cial reinforcement  by  staff  and  peers  for 
increasing  competence  is  noted.  He  be- 
comes less  dependent  on  staff  approval 
and  seems  able  to  appreciate  the  quality  of 
his  work  and  of  his  relationships  with  his 
peers. 

This  is  the  working  method  by  which  it 
is  decided  how  much  permanent,  diffuse 
neuronal  loss  is  present  and  how  much  of 
the  clinical  picture  is  functional  depres- 
sion. Except  for  this  method  by  which  the 
adolescent  is  taken  step  by  step  to  increas- 
ing competency,  there  has  been  an  inabil- 
ity to  differentiate  between  the  symptoms 
of  the  two  conditions.  Although  the  causes 


of  the  symptoms  are  different,  the  end  re- 
sult is  similar. 

One  group  of  adolescents  is  difficult  to 
handle  by  this  method.  These  youngsters 
are  admitted  after  they  have  used  enough 
of  some  substances,  usually  glue  or  gaso- 
line, to  cause  moderate  diffuse  neuronal 
loss.  The  histories  from  family  members 
usually  lead  us  to  suspect  that  the  patient’s 
use  of  toxic  material  was  the  self-destruc- 
tive behavior  seen  in  adolescent  depres- 
sion. As  the  organic  brain  syndrome  pro- 
gresses, depressive  features  increase  as 
well.  When  the  patients  are  seen,  they  are 
using  glue  or  gasoline  to  alleviate  intoler- 
able depressive  feelings  and  self-knowl- 
edge regardingtheir  lack  of  function. 

A cycle  seems  to  develop  in  which  the 
youngster  becomes  more  brain  damaged, 
becomes  more  depressed,  uses  more 
toxin  to  “get  high”  and  away  from  the  de- 
pression, and  then  sustains  more  brain 
damage.  Successes  in  persuading  these 
adolescents  to  break  the  cycle  are  infre- 
quent. 

Summary 

Depression  and  organic  brain  syndrome 
in  adolescence  are  described,  and  a meth- 
od of  differentiating  between  the  two  con- 
ditions is  presented.  Although  no  specific 
treatment  is  available  for  most  cases  of 
chronic  organic  brain  syndrome,  treat- 
ment is  used  to  help  in  differentiating  one 
condition  from  the  other.  The  improved 
functioning  seen  in  the  adolescents  de- 
scribed is  felt  to  be  associated  with  allevia- 
tion of  depressive  symptoms  as  well  as 
with  repair  of  neuronal  tissue  that  still 
can  function  adequately. 

In  the  past  12  months,  20  of  the  400  pa- 
tients admitted  to  the  Adolescent  Unit 
were  diagnosed  as  suffering  from  organic 
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brain  syndrome  with  attendant  depres- 
sion. All  but  two  of  these  patients  were  dis- 
missed to  outpatient  care  after  improve- 
ment in  function  was  sufficient  to  make 
further  hospitalization  unnecessary.  How- 
ever, no  follow-up  studies  are  available  to 
use  in  predicting  the  eventual  outcome  for 
these  youngsters.  Just  what  level  of  func- 
tioning is  seen  in  one  year,  five  years,  or 
later  life  is  unknown. 

Further  study  of  these  patients  would 
be  helpful  in  evaluating  the  results  of 
treatment  regimens,  and  long-term  fol- 
low-up might  help  us  in  predicting  what  is 
likely  to  happen  to  persons  in  whom  dif- 
fuse organic  brain  damage  begins  in  ado- 
lescence. 
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Use  of  gray  scale  ultrasonography 
in  diagnosing  abdominal  disorders 


Stanley  B.  Novy,  MD;  Mark  A.  Fleming,  MD 

Ultrasonics  has  only  recently  been  used  for 
diagnosis:  it  is  a growing,  dynamic  field 
that  has  many  applications  in  medicine. 
Ultrasound  initially  was  used  for  detection 
and  communication  devices  (sonar)  after 
World  War  I;  industry  later  employed  ultra- 
sound for  the  detection  of  flaws  in  metal. 
During  World  War  II,  with  the  development 
of  advanced  electronic  circuitry  and  sonar 
technology,  ultrasonic  instrument  perfor- 
mance greatly  improved.  However,  it  has 
only  been  within  the  past  few  years  that 
equipment  advances  have  made  possible 
routine  ultrasonographic  scanning  of  the 
abdomen.^ 

The  instrument  transmits  a short  burst 
of  high-frequency  sound  waves  into  the  pa- 
tient through  a transducer.  The  time  re- 
quired fora  pulse  to  travel  toan  interface, 
reflect,  and  return  can  be  used  to  measure 
depth  or  range,  as  in  radar. 

Different  modalities  are  used  in  ultra- 
sonography. A-mode  (amplitude)  is  shown 
on  an  oscilloscope  screen  in  the  form  of 
echo  amplitude  plotted  versus  depth  of 
focus.  It  is  used  to  determine  the  midline 
position  in  the  skull,  to  localize  foreign 
bodies  in  the  eye,  and — in  conjunction  with 


M-mode  (motion) — to  locate  heart  valves 
and  to  help  in  determining  whether  a mass 
is  cystic  or  solid. 

M-mode  uses  a depth-versus-time  type 
of  display  to  record  and  measure  heart 
valve  motion  and  velocities.  B-mode 
(brightness)  permits  scanning  of  the  ab- 
domen to  produce  cross-sectional  images. 
In  addition,  gray  scale  scanning  may  now 
be  performed;  this  produces  images  in  ten 
shades  of  gray  instead  of  the  black  and 
white  which  was  seen  in  earlier  convention- 
al B-scanning. 

At  St.  Joseph  Hospital,  a Unirad  Scanner 
has  been  in  operation  since  December 
1974  (Fig  1).  The  scanner  can  perform 
echoencephalograms  and  echocardio- 
grams. The  machine  has  a gray  scale  scan- 
ner— one  of  the  first  to  be  used  in  Texas — 
and  has  provided  a new  dimension  in  ab- 
dominal scans. 

At  St.  Joseph  Hospital,  gray  scale  scans 
have  been  helpful  in  defining  abnormalities 
throughout  the  abdomen. 

In  the  upper  abdomen,  ultrasonography 
has  been  helpful  in  diagnosing  abnormali- 
ties of  the  biliary  system;®  a dilated  gall- 
bladder or  dilated  common  duct  can  be 


1.  Unirad  ultrasound  scanner. 


2.  Gallbladder  with  single  stone,  longitudinal  scan. 
G:  gallbladder,  S:  stone,  L:  liver 
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identified  (Fig  2),  and  abnormalities  within 
the  liver  can  be  defined  (Fig  3).^®  With 
ultrasonograms  it  is  possible  to  identify 
and  characterize  masses  as  to  their  nature, 
solid  or  cystic.  Solid  masses  have  internal 
echoes  at  high  gain  settings,  while  cystic 
structures  remain  echo  free  and  have  sharp 
borders. 

In  the  pancreas,  ultrasonography  is  the 
examination  of  choice  for  evaluation  of  pan- 
creatic pseudocyst  (Fig 4).'^  Also,  mass 
identification  may  help  in  evaluation  of  car- 
cinoma of  the  pancreas  and  pancreatitis. 
Abdominal  aortic  aneurysms  are  easily 
identified  (Fig  5).®  The  exact  size  of  the 

3.  a.  Liver  cyst,  transverse  scan.  C:  cyst,  L:  liver, 

K:  kidney,  a:  aorta,  v:  vena  cava 
b.  Longitudinal  scan.  C:  cyst,  L:  liver,  K:  kidney, 

D:  diaphragm 


aneurysms  may  be  determined,  as  well  as 
the  presence  of  arteriosclerotic  plaque  or 
clot  formation.  Lymph  node  enlargement  as 
is  seen  in  Hodgkin’s  disease  or  lymphosar- 
coma may  be  suggested  by  gray  scale  ultra- 
sonograms (Fig  6).^ 

Once  an  intravenous  pyelogram  sug- 
gests a mass  in  the  kidney,  ultrasonic  scan- 
ning is  of  diagnostic  importance  in  deter- 
mining whether  or  not  the  mass  is  cystic  or 
solid  by  the  criteria  previously  described 
(Figs  7,  8).®  Ultrasonography  provides  a 
diagnosis  or  suggests  further  studies  to  be 
done. 

Perhaps  the  area  of  diagnosis  in  which 

4.  a.  Pancreatic  pseudocyst,  transverse  scan.  C:  cyst, 
L:  liver,  K:  kidney,  v:  vena  cava.  A:  aorta, 

V:  vertebra 

b.  Longitudinal  scan.  C:  cyst,  L:  liver 
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5.  Aortic  aneurysm,  longitudinal  scan.  A:  aorta, 
An:  aneurysm,  U:  umbilicus 


6.  a.  Lymphosarcoma,  transverse  scan,  a:  aorta, 
C:  colon  with  water,  H:  haustra,  L:  lymph  nodes 
b.  transverse  scan,  a:  aorta,  C:  colon,  L:  lymph 
nodes,  H:  haustra 


ultrasonography  has  shown  the  greatest  im- 
pact is  in  the  female  pelvis.  A full  bladder 
allows  the  ultrasound  beam  to  be  trans- 
mitted through  a fluid  medium,  so  that  the 
anatomy  of  the  pelvis  can  be  visualized 
without  interference  of  the  bowel.  Gas-filled 
structures  totally  reflect  the  sound  waves 
and  will  obscure  structures  beneath  them. 
In  obstetrics,  ultrasonography  is  the  meth- 
od of  choice  for  evaluating  the  fetus  for 
gestational  age  (Fig  9).  An  accurate  mea- 
surement of  the  fetal  head  is  either  record- 
ed on  the  oscilloscope,  using  A-mode  and 
gray  scale,  or  read  directly  from  the  bipa- 
rietal  scope  available  on  our  machine.  Us- 


7.  a.  Renal  cyst,  longitudinal  scan.  C:  cyst,  K:  kidney 
b.  Transverse  scan.  C:  cyst,  V:  vertebra 
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8.  a.  Wilms’  tumor,  transverse  scan,  supine.  T:  tu- 
mor, K:  kidney,  V:  vertebra 
b.  Transverse  scan,  prone.  T:  tumor,  K:  kidney, 
V:  vertebra 


11.  Fetus  in  vertex  presentation.  Am:  amniotic 
fluid,  PI:  placenta,  B:  body,  H:  head,  S:  symphysis 


9.  Biparietal  diameter,  fetal  skull.  S:  skull,  F:  falx, 
C:  centimeter  marker. 

10.  Placenta.  A:  amniotic  fluid,  C:  chorionic  plate, 
P:  placenta 


12.  a.  Ovarian  cyst,  transverse  scan.  B:  bladder, 
u:  uterus,  c:  cervix,  Ct:  cyst 

b.  Longitudinal  scan.  B:  bladder,  U:  uterus,  c:  cervix, 
Ct:  cyst 
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ing  tables,  the  biparietal  diameter  is  con- 
verted to  gestational  age.  Placental  localiz- 
ation (Fig  10)  and  fetal  position  (Fig  1 1) 
also  are  determined  easily  and  certain  fetal 
abnormalities  such  as  anencephaly  or  hy- 
drocephalus may  be  detected  by  ultrason- 
ography. These  studies  are  performed  with- 
out ionizing  radiation  and  its  dangers  to  the 
fetus.  No  adverse  effects  or  genetic 
changes  in  the  human  have  been  found  to 
result  from  diagnostic  use  of  ultrasonics. 

In  gynecology,  ultrasonography  is  help- 
ful in  diagnosing  abnormalities  within  the 
pelvis. 2 It  is  helpful  in  evaluating  masses  as 
to  size  and  shape,  and  whether  or  not  they 


are  cystic  or  solid  (Figs  12,13).  Uterine 
and  ovarian  tumors  can  be  identified.® 
Frequently,  an  lUD  within  the  uterus  can  be 
localized  (Fig  14). 

At  St.  Joseph  Hospital,  ultrasonic  scan- 
ning is  being  employed  to  aid  in  diagnosis. 
Gray  scale  ultrasonograms  have  been  par- 
ticularly helpful  in  the  evaluation  of  ab- 
dominal disorders. 
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13.  a.  Ovarian  cystadenocarcinoma,  longitudinal 
scan.  C:  Cystic  component,  T:  tumor  within  cyst 
b.  Transverse  scan.  C:  cystic  component,  T:  tumor 
within  cyst 


14.  a.  lUD  within  uterus,  transverse  scan.  B:  bladder, 
U:  uterus,  i:  lUD 

b.  Longitudinal  scan.  B:  bladder,  U:  uterus,  i:  lUD 
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late  22.5  mg;  Bismuth  Resorcin  Compound  17.5 
mg;  Benzyl  Benzoate  12.5  mg;  Peruvian  Balsam 
17.5  mg;  Zinc  Oxide  110.0  mg.  Also  contains  the 
following  inactive  ingredients:  propylene  glycol, 
bismuth  subiodide,  propylparaben,  methylparaben, 
polysorbate  60  and  sorbitan  monostearate  in  a 
water-miscible  base  of  mineral  oil  and  glyceryl 
monostearate.  Non-staining, 

Anusol-HC " Suppositories;  Rx  only.  Each  contains: 
Hydrocortisone  Acetate  10.0  mg;  Bismuth  Subgal- 
late  2.25%;  Bismuth  Resorcin  Compound  1.75%; 
Benzyl  Benzoate  1.2%;  Peruvian  Balsam  1.8%; 
Zinc  Oxide  11.0%.  Also  contains  the  following  inac- 
tive ingredients:  bismuth  subiodide,  calcium  phos- 
phate, and  coloring  in  a bland,  hydrogenated  oil-cocoa 
butter  base. 

CAUTION:  Federal  law  prohibits  dispensing 
Anusol-HC*’ Cream  and  Anusol-HC’  Suppositories 
without  prescription. 

for  the  maintenance 
and  protection  phase 

Anusol  Suppositories  and  Ointment;  Except  for 
hydrocortisone  acetate,  these  forms  contain  the 
same  percentages  of  active  ingredients  as  listed 
above. 

Contraindications:  History  of  sensitivity  to  any 
component.  Topical  corticosteroids  should  not  be 
employed  in  tuberculous,  fungal  and  most  viral 
lesions  of  skin  (including  herpes,  vaccinia  and  vari- 
cella). 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established.  Therefore, 
during  pregnancy  they  should  not  be  used  unneces- 
sarily on  extended  areas,  in  large  amounts  or  for 
prolonged  periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay 
definitive  diagnoses  or  treatment.  When  there  is 
bacterial  skin  infection,  topical  corticosteroids 
should  be  used  only  with  appropriate  concomitant 
anti-microbial  therapy.  Prolonged  or  excessive  use 
of  corticosteroids  might  produce  systemic  effects. 

Dosage  and  Administration:  Anusol-HC  Cream: 
AMs- Remove  tube  cap  and  attach  the  plastic 
applicator.  After  gentle  bathing  and  drying  of  the 
area,  apply  to  the  exterior  surface  and  gently  rub  in. 
For  internal  use,  insert  the  applicator  by  applying 
gentle,  continuous  pressure.  Then  squeeze  the  tube 
to  deliver  medication.  Cream  should  be  applied  3 or  4 
times  a day  for  3 to  6 days  or  until  inflammation 
subsides. Then  maintain  patient  comfort  with  regular 
Anusol  Suppositories  or  Ointment. 

Anusol-HC  Suppositories:  One  suppository  in  the 
morning  and  one  at  bedtime,  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  patient  com- 
fort with  regular  Anusol. 

Anusol  Suppositories:  One  in  the  morning,  one  at 
bedtime:  and  one  immediately  following  each  evac- 
uation. 

Anusol  Ointment;  Apply  freely  to  the  anoderm  as 
often  as  necessary,  usually  2 to  4 times  a day. 

Full  information  available  on  request. 
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• without  belladonna  alkaloids  • without  CNS  stimulants 


Artist’s  interpretation  in  bas-relief  of 
external  hemorrhoids,  postoperative  anorectal 
wounds  and  anal  dermatitis. 


suppositories  and  cream 
with  hydrocortisone  acetate.  R 


Famous  Fighters 


NEOSPORIir  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Phycomycosis 

in  a renal  transplant  recipient 

S.  B.  Thorsteinsson,  MD;  D.  M.  Musher,  MD;  L.  R.  Ortiz,  MD; 

K.  S.  Wolfe,  MD;  E.  J.  Weinman,  MD;  F.  X.  Schloeder,  MD 


Successfully  treated  phycomycosis  caused 
by  Rhizopus^’c\6  involving  the  hard  palate 
and  paranasal  sinuses  in  a renal  transplant 
recipient  is  reported.  Therapy  consisted  of 
local  excision,  intravenous  administration 
of  amphotericin  B,  and  discontinuation  of 
immunosuppressive  agents.  Almost  no 
renal  toxicity  was  observed  duringthe  am- 
photericin B therapy,  perhaps  because 
mannitol  was  administered  con- 
comitantly. 

Introduction 

Patients  who  undergo  renal  transplantation 
have  increased  susceptibility  to  infection 
probably  due,  in  large  part,  to  immuno- 
suppressive therapy.^  However,  phycomy- 
cosis, often  referred  to  as  mucormycosis, ^ 
has  rarely  been  encountered  in  such  pa- 
tients.In  this  report  we  described  the 
diagnosis  and  course  of  treatment  in  a pa- 
tient in  whom  infection  of  the  paranasal 
sinuses  and  hard  palate,  caused  b'j  Rhizo- 
piis,  developed  following  renal  transplanta- 
tion. 

Case  Report 

This  48-year-old  man  was  hospitalized  at 
the  Veterans  Administration  Hospital, 
Houston,  in  January  1973  for  end-stage 
hypertensive  renal  disease.  Hemodialysis 
was  begun  and  continued  until  March  1974 
when  the  patient  received  a kidney  trans- 
plant from  a nonidentical  sibling.  Treat- 
ment with  azathioprine  and  methylpredni- 
solone  was  instituted.  An  episode  of  acute 
rejection  on  the  tenth  day  responded  to 
local  irradiation  of  the  kidney  and  in- 
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creased  doses  of  corticosteroids.  Two 
weeks  after  surgery  the  second  right  upper 
molar  was  extracted  and  a periodontal  ab- 
scess was  drained.  From  the  time  of  sur- 
gery until  the  patient’s  discharge,  fasting 
hyperglycemia  (blood  glucose  > 200  mg/ 
100  ml)  was  repeatedly  documented;  aci- 
dosis was  not  found  and  no  therapy  was  in- 
stituted. There  was  no  personal  or  family 
history  of  diabetes.  The  patient  was  dis- 
charged on  a regimen  of  prednisone,  50 
mg/day,  and  azathioprine,  200  mg/day. 

Two  months  later,  low-grade  fever  de- 
veloped, and  the  patient  had  a sore  throat, 
pain  in  the  right  upper  jaw,  and  numbness 
in  the  right  infraorbital  area.  Duringthe 
next  few  days  these  symptoms  progressed 
and  were  accompanied  by  severe  frontal 
headache  and  bloody  discharge  from  the 
right  nostril. 

The  patient  was  readmitted  to  the  VA 
Hospital  in  June  1974;  he  appeared  to  be 
acutely  and  chronically  ill.  His  blood  pres- 
sure was  120/95  mm  Hg,  pulse  rate  1 10/ 
minute,  and  temperature  38.2  C (100.8  F). 
Mild  swelling  and  decreased  sensation  were 
present  in  the  right  infraorbital  area.  There 
was  tenderness  over  the  right  maxillary  sin- 
us. Dark  blood  could  be  seen  in  the  right 
nostril.  The  gingiva  around  the  extraction 
site  was  mildly  inflamed  but  no  evidence  of 
an  abscess  could  be  found.  The  eyegrounds 
had  not  changed  since  the  previous  ad- 
mission, and  there  was  no  tenderness  over 
the  transplanted  kidney.  Laboratory  stud- 
ies disclosed  the  following  values:  hema- 
tocrit reading,  40%;  white  blood  cell 
count,  7,700/cu  mm;  blood  urea  nitrogen, 
22  mg/100  ml;  creatinine,  1.6  mg/100  ml; 
sodium,  131  mEq/liter;  potassium,  47 
mEq/liter;  chlorides,  96  mEq/liter;  bi- 
carbonate, 22  mEq/liter;  blood  glucose, 
403  mg/100  ml.  Acetone  (2  -t-)  was  found 
in  the  urine  on  admission  but  was  not  found 
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subsequently.  Serum  bicarbonate  and  chlo- 
ride concentrations  were  repeatedly  nor- 
mal. Roentgenograms  showed  opacifica- 
tion of  the  right  maxillary  sinus. 

The  diagnosis  of  acute  sinusitis  was 
made.  Treatment  with  penicillin  produced 
no  clinical  response.  Four  days  after  ad- 
mission a black  necrotic  mass  was  re- 
moved from  the  right  nostril  and  the  maxil- 
lary sinus  was  irrigated;  purulent  material 
was  recovered  which  grew  Staphylococcus 
aureus  resistant  to  penicillin.  Methicillin 
was  administered  and  the  patient  im- 
proved. Histologic  examination  of  the 
necrotic  mass  revealed  broad,  nonseptate, 


fungal  hyphae  typical  of  the  phycomycetes 
(Fig  1)  and  cuWures  grev^  Rhizopus.  The 
diagnosis  of  invasive  phycomycosis  was 
made.  Extensive  surgical  excision  was  per- 
formed, consisting  of  infranasal  and  trans- 
nasal ethmoidectomy,  total  debridement 
of  the  maxillary  sinus,  and  excision  of  the 
media!  wall  of  the  maxillary  sinus.  At  the 
time  of  surgery  both  the  ethmoid  and  the 
sphenoid  sinuses  were  obviously  involved, 
but  the  cribriform  plate  was  thought  to  be 
intact.  Histologic  examination  and  cultures 
confirmed  the  diagnosis  of  invasive  phy- 
comycosis. Amphotericin  B was  instilled 
locally  immediately  after  surgery,  and  the 


1.  Biopsy  from  the  nasal  mass  (turbinate)  showing  invasion  of  an  artery  by  broad  nonseptate 
fungal  hyphae  (arrows).  Silver  methenamine  stain.  (X  590,  approximately.) 
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sinus  cavity  was  irrigated  with  amphoteri- 
cin B solution  twice  daily.®  Two  days  later 
the  right  half  of  the  hard  palate  became 
necrotic.  The  area  was  sharply  demarcated 
(Fig  2)  and  appeared  to  correspond  to  that 
supplied  by  the  palatine  artery.  Histologic 
examination  of  the  palate  showed  heavy 
involvement  by  phycomycetes,  and  the 
necrosis  was  thought  to  have  resulted  from 
extension  of  the  infection  into  the  palatine 
artery. 

Azathioprine  was  discontinued  and  the 
prednisone  dosage  was  rapidly  reduced  to 
12.5  mg/day.  Intravenous  administration 


of  amphotericin  B was  started  and  within 
four  days  the  dosage  was  gradually  in- 
creased to  50  mg/day.  In  orderto  mini- 
mize nephrotoxicity,®  mannitol,  12.5  gm, 
was  given  before,  during,  and  after  each 
dose  of  amphotericin  B.  Creatinine  clear- 
ance did  not  decrease  and,  except  for  the 
loss  of  ability  to  acidify  the  urine,  no  ab- 
normalities in  renal  function  were  noted. 
Creatinine  clearance  remained  around  60 
ml /minute  and  the  serum  creatinine  value 
was  stable  at  1.5  mg/100  ml. 

With  this  treatment  there  was  no  further 
spread  of  the  infection,  although  tissue 


2.  Five  days  after  extensive  surgery,  the  right  half  of  the  hard  palate  is  necrotic,  extending  from 
midline  to  the  gingiva  laterally.  Sites  of  initial  dental  extraction  and  punch  biopsy  obtained  two 
days  previously  are  noted.  Arrows  point  to  the  midline. 
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that  was  already  necrotic  broke  down  leav- 
ing a large  defect  in  the  roof  of  the  mouth. 
The  patient’s  general  condition  gradually 
improved.  Treatment  with  50  mg  of  am- 
photericin B daily  was  continued  for  nine 
weeks  (total  dose,  3 gm).  During  the  next 
ten  weeks  an  additional  50  mg  of  ampho- 
tericin B was  administered  each  week, 
bringingthe total  doseto3.5  gm.  During 
this  time  the  patient  was  fitted  for  a pros- 
thesis to  reclose  the  hard  palate.  He  has 
been  observed  closely  for  six  additional 
months,  has  been  on  a regimen  of  predni- 
sone, 12.5  mg  daily,  and  has  no  clinical 
evidence  of  recurrence  of  infection  or  de- 
terioration of  renal  function. 

Discussion 

Phycomycetes  are  fungi  that  are  found 
widely  in  nature.  Although  rarely  a cause 
of  diseases  in  humans  with  intact  host 
defense  mechanisms,  they  are  capable  of 
causing  fulminant  and  frequently  fatal 
infections  in  susceptible  hosts. 

Diabetes,  with  or  without  acidosis, 
is  the  most  frequent  underlying  cause.  Im- 
munosuppressive therapy  has  also  been 
implicated. Our  patient  had  hyperglyce- 
mia and  was  receiving  prednisone  and 
azathioprine.  Which  of  these  contributed 
to  his  susceptibility  to  this  infection  cannot 
be  determined.  These  circumstances  are 
similar  to  those  in  another  reported  case  of 
phycomycosis  in  a renal  transplant  patient 
in  which  hyperglycemia  was  also  present.^ 
The  portal  of  entry  in  cases  of  rhino- 
cerebral  phycomycosis  is  thought  to  be  the 
mouth,  nasal  mucosa,  or  the  paranasal 
sinuses.  It  is  likely  that  Rhizopus  gained 
access  to  our  patient’s  maxillary  sinus 
when  a tooth  was  removed,  a mechanism 
which  has  been  described  previously 


and  which  should  be  considered  in  the 
management  of  susceptible  patients  who 
require  dental  extractions.  If  an  extraction 
is  to  be  undertaken,  it  might  also  be  pru- 
dent to  reduce  the  dosage  of  immunosup- 
pressive drugs  and  to  treat  steroid-induc- 
ed hyperglycemia  in  order  to  minimize 
the  likelihood  of  phycomycosis. 

Because  the  causative  organisms  are 
ubiquitous,  the  diagnosis  of  phycomycosis 
cannot  be  made  by  culture  alone.  However, 
the  histological  finding  of  invasion  of  tissue 
by  characteristic  broad  nonseptate  hyphae 
is  conclusive. The  well-known  propen- 
sity of  the  phycomycetes  to  invade  arter- 
ies"’® was  demonstrated  both  clinically  and 
histologically  in  our  case.  The  literature 
suggests  that  mortality  from  rhinocerebral 
phycomycosis  is  in  excess  of  50%.®'®’® 

T reatment  consists  of  correcting  underly- 
ing metabolic  disorders,  excising  infected 
tissue,  and  administering  amphotericin  B; 
these  procedures  were  successful  in  our 
patient.  Hyperglycemia  was  brought  under 
control  soon  after  admission  by  administra- 
tion of  insulin.  Necrotic  tissue  was  excised 
and  amphotericin  B was  instilled  locally.® 
Initially,  in  an  attempt  to  spare  the  trans- 
planted kidney,  immunosuppressive  ther- 
apy was  not  discontinued  norwas  ampho- 
tericin B administered  systemically.  Be- 
cause the  infection  progressed,  these  steps 
were  initiated  and  the  disease  process  was 
arrested. 

The  virtual  lack  of  renal  toxicity  during 
the  course  of  treatment  was  unusual.  The 
only  measurable  adverse  effect  was  inabil- 
ity to  acidify  the  urine  following  an  acid 
load.  This  defect  apparently  did  not  pre- 
cede amphotericin  B therapy,  since  pre- 
treatment values  for  serum  bicarbonate 
and  chloride  were  repeatedly  normal,  but  it 
has  not  resolved  four  months  after  cessa- 
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tion  of  therapy.  It  may  have  been  caused  by 
amphotericin  B or  by  discontinuation  of 
immunosuppressive  drugs  duringtherapy, 
or  both.  The  mechanisms  by  which  manni- 
tol may  provide  this  protective  effect  are 
unclear;  prevention  of  amphotericin- 
induced  renal  vasoconstriction  may  be 
responsible.® 
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Crohn’s  disease,  colitis,  or  cancer? 


R.  F.  Peterson,  MD 

This  article  reviews  gross  and  microscopic 
features  of  Crohn’s  disease  and  ulcerative 
colitis,  emphasizing  some  of  the  problems 
encountered  in  differentiating  these  en- 
tities and,  occasionally,  in  differentiating 
them  from  other  diseases.  The  association 
of  cancer  with  ulcerative  colitis  has  been 
recognized  for  years.  During  the  past  few 
years,  a possible  increased  incidence  of 
cancer  associated  with  Crohn’s  disease  has 
been  under  investigation. 

“Crohn’s  disease’’  is  only  one  of  the 
many  terms  used  to  designate  this  entity 
commonly  referred  to  as  “regional  enteri- 
tis.” The  disease  has  also  been  called 
“regional  ileitis”  or  “terminal  ileitis” 
when  it  occurs  in  the  ileum.  It  has  been 
referred  to  as  “regional  enteritis  of  the  col- 
on,” “chronic  ulcerative  enteritis,”  “ileo- 
colitis,” “segmental  colitis,”  “regional 
colitis,”  or  “granulomatous  colitis”  when  it 
involves  the  colon. ^ Perhaps  “transmural 
colitis”  is  the  term  that  best  describes  the 
disease  because  the  pathologic  process  in- 
volves the  full  thickness  of  the  bowel  wall. 

Crohn’s  Disease  and  Ulcerative  Colitis 

In  Crohn’s  disease,  the  serosa  has  a dull, 
gray-red,  granular  appearance  because  of 
the  serositis.  The  fat  may  involve  more  of 
the  circumference  of  the  bowel’s  external 
surface — a process  that  has  been  called 
“fat  wrapping.”^  Large,  succulent,  mesen- 
teric nodes  usually  are  present.  The  wall 
of  the  bowel  is  thickened,  and  a stenotic 
segment  may  resemble  a garden  hose.^  The 
mucosa  characteristically  has  longitudinal 
rake  or  bear-claw  ulcers^  overlying  the 
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teniae.^  The  cobblestone  appearance  of  the 
bowel  mucosa  is  caused  by  transverse  fis- 
suringand  submucosal  edema.^  The  termi- 
nal ileum  and  right  side  of  the  colon  are 
involved  most  frequently,  and  the  distribu- 
tion often  is  segmental. 

The  inflammation  in  Crohn’s  disease  is 
transmural — that  is,  it  involves  all  layers  of 
the  bowel  wall.  Korelitz  and  Sommers^ 
found  that,  in  sigmoidoscopically  negative 
cases,  macrophages  were  more  numerous 
in  the  lamina  propria  connective  tissue  in 
Crohn’s  disease  of  the  large  bowel,  but  that 
mast  cells,  plasma  cells,  eosinophils,  and 
neutrophils  were  more  plentiful  in  ulcera- 
tive colitis.  This  difference  in  lamina  pro- 
pria connective  tissue  cells  was  obscured 
during  active  inflammation.  Crypt  ab- 
scesses occur  in  both  diseases  but  are 
more  common  in  ulcerative  colitis.  The 
ulcers  in  Crohn’s  disease  begin  by  degen- 
eration of  the  basal  cells  of  the  crypts  and 
the  process  is  always  associated  with 
lymphoid  aggregates.^  These  ulcers  are 
characteristically  undermining.  From  50  to 
75%  of  the  patients  with  Crohn’s  disease 
have  granulomas® — hence,  the  term 
“granulomatous  colitis.”  These  are  small, 
noncaseating,  sarcoid-like  granulomas  that 
sometimes  are  indistinct. 

The  complications  of  Crohn’s  disease 
include  strictures,  inflammatory  masses, 
and  abdominal  wall  and  internal  fistulas. 
Toxic  megacolon,  a dreaded  complication 
in  patients  with  ulcerative  colitis,  is  less 
frequent  in  Crohn’s  disease.® 

Hawk  and  coworkers^  reported  rectal  in- 
volvement in  60%  of  their  patients  with 
Crohn’s  disease.  Rectal  lesions  occur  in 
two  forms:  (1)  lesions  similarto  those  lo- 
cated elsewhere  in  the  colon,  and  (2)  fis- 
tulas. 

A segment  of  rectum  that  I examined  in 
1968  presented  some  diagnostic  problems. 
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The  specimen,  from  a 58-year-old  woman, 
resembled  the  fistula-ridden,  scarred  rec- 
tum that  I had  seen  in  a previous  case  of 
lymphogranuloma  venereum.  I was  even 
more  convinced  of  the  diagnosis  when  I 
found  abscesses  with  central  necrosis  and 
a wall  of  macrophages  (Fig  1)  similarto 
those  seen  in  lymphogranuloma  venereum. 
The  clinicians  assured  me  that  this  proper 
lady  could  not  possibly  have  this  disease. 

A few  months  later.  Dr.  Henry  D.  Janowitz 
visited  Scott  and  White  and  showed  exam- 
ples of  these  rectal  abscesses  found  in  pa- 
tients with  Crohn’s  disease.  Our  patient 
had  previously  undergone  resection  for 
regional  ileitis  at  another  hospital. 

Ulcerative  colitis  is  primarily  an  inflam- 
matory disease  of  the  bowel  mucosa,  with 
the  submucosa  involved  in  severe  cases. 
The  ulceration  is  usually  diffuse  with  a ten- 
dencytoward  longitudinal  orientation  over- 
lying  the  teniae.  Crypt  abscesses  and  pseu- 
dopolyps are  common.  The  muscularis  mu- 
cosa thickens  duringthe  remission  phase, 
and  shortening  of  the  colon  occurs  in 
chronic  disease.  Toxic  megacolon  and  can- 
cer are  two  of  the  most  dreaded  complica- 
tions of  ulcerative  colitis. 

Ulcerative  Colitis  and  Cancer 

The  greatest  risk  of  cancer  occurs  in  a pa- 
tient with  ulcerative  colitis  who  has  exten- 
sive or  total  involvement  of  the  colon,  who 
has  had  the  disease  for  more  than  ten 
years,  and  whose  disease  began  before  he 
was  25  years  old.  The  carcinoma  associat- 
ed with  ulcerative  colitis  is  frequently  an 
aggressive  neoplasm  that  arises  proximal 
to  the  sigmoid  colon  and  often  is  not  detect- 
ed until  metastatic  spread  is  too  great  for 
definitive  treatment.® 

The  precancerous  polypoid  changes  in 
patients  with  ulcerative  colitis,  reported  in 


1959  by  Dawson  and  Pryse-Davies,'  were 
described  in  detail  by  Morson  and  Pang®  in 
1967.  The  polyps  are  almost  always  mul- 
tiple and  sessile.  The  epithelial  cells  show 
loss  of  goblet  cell  secretion;  the  nuclei  are 
stratified,  hyperchromatic,  and  irregular  in 
size  and  shape,  and  they  show  numerous 
mitotic  figures.  Morson  and  Pang®  noted 
similar  histologic  precancerous  changes  in 
the  flat  mucosa.  The  mucosa  is  of  normal 
or  increased  thickness.  The  glands  lose 
their  parallel  polarity  and  become  irregular 
in  size  and  shape  with  lateral  budding.  In- 
flammation is  variable  in  amount  but  sel- 
dom is  severe  and  occasionally  is  absent. 
Late  in  1972,  Morson®  wrote: 

The  histologic  criteria  for  a diagnosis 
of  precancer  in  ulcerative  colitis  are  in- 
sufficiently accurate  at  the  present 


1 . Rectal  abscess  with  central  necrosis  and  wall 
of  macrophages,  similar  to  those  of  lympho- 
granuloma venereum,  that  was  present  in  rectum 
of  patient  who  had  previous  subtotal  colectomy  for 
regional  ileitis.  {Hematoxylin  and  eosin  stain,  X52.) 
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time  ....  In  my  experience  so  far  it  is 
only  possible  to  make  a diagnosis  of 
precancer  in  the  absence  of  much  in- 
flammation because  of  the  difficulty  of 
distinguishing  genuine  dysplasia  from 
reactive  hyperplasia. 

When  Ritchie  and  associates^®  combined 
their  data  with  five  other  large  series  in  the 
literature,  they  found  23  cases  of  biliary 
tract  cancer  in  5,665  cases  of  ulcerative 
colitis — an  incidence  of  0.4% . They  esti- 
mated this  to  be  ten  times  the  incidence  of 
biliary  tract  cancer  in  the  general  popula- 
tion. Four  cases  of  hepatoma  and  eight 
cases  of  cholangiocarcinoma  of  the  liver 
have  been  reported  in  patients  with  ulcera- 
tive colitis. “ 

Crohn’s  Disease  and  Cancer 

Histologically,  in  Crohn’s  disease  the  mu- 
cosa between  the  ulcers  remains  relatively 
uninvolved,  and  it  had  been  assumed  that 
there  was  no  increased  incidence  of  asso- 
ciated carcinoma.  Some  recent  studies  in- 
dicate that  this  may  not  be  true.  Ginzburg 
and  associates^”  reported  the  first  case  of 
adenocarcinoma  associated  with  Crohn’s 
disease  of  the  small  bowel  in  1956.  As  of 
February  1975,  29  such  cases  had  been 
reported.- 

Saeed  and  coworkers^^  reviewed  the  26 
cases  of  cancer  associated  with  Crohn’s 
disease  of  the  small  bowel  that  they  found 
in  the  literature  in  1974.  The  five-year  sur- 
vival rate  was  3.7  % , and  the  mean  length 
of  survival  was  6.6  months.  Only  14%  of 
the  malignant  lesions  were  diagnosed 
preoperatively. 

In  a review  of  the  29  cases  reported  by 
1975,  Savage  and  associates^  found  signet- 
ring cells  to  be  the  major  cell  type  in  10  of 
the  14  cases  in  which  the  neoplastic  cells 
were  described.  Thus,  as  in  patients  with 


ulcerative  colitis,  the  associated  carcinoma 
is  often  a high-grade  malignancy. 

Weedon  and  coworkers^^  found  eight 
colorectal  carcinomas  in  356  cases  of 
Crohn’s  disease  of  the  colon  in  patients 
who  had  the  onset  of  theirtransmural  coli- 
tis before  age  21  years.  The  malignant 
lesions  became  evident  between  7 and  45 
years  after  the  initial  symptoms  of  Crohn’s 
disease.  These  authors  concluded  that 
North  Americans  who  have  Crohn’s  disease 
of  the  colon  beforethey  are  21  years  old 
have  an  increased  risk  of  adenocarcinoma. 

Differential  Diagnosis 

In  addition  to  the  possible  increase  in  the 
incidence  of  cancer  in  patients  with 
Crohn’s  disease,  the  differential  diagnosis 
between  these  two  entities  occasionally 
presents  problems.  On  gross  examination, 
the  inflammatory  masses  of  the  cecum  in- 
volved by  Crohn’s  disease  may  be  misdiag- 
nosed as  carcinoma.  Duringthe  gross  in- 
spection, it  is  helpful  to  look  at  the  cut  sur- 
face of  the  thickened  bowel  wall.  When  in- 
volved by  carcinoma  or  lymphoma,  it  ap- 
pears homogeneous  as  the  gross  outline  of 
the  layers  is  lost.  Crohn’s  disease  accen- 
tuates the  muscle  bundles  and  makes  them 
stand  out — similar  to  smooth  muscle 
bundles  on  the  cut  surface  of  a leiomyoma. 

Roentgenologically,  the  stenotic  lesions 
of  Crohn’s  disease  of  the  colon  can  mimic 
carcinoma.  Marshak  and  associates^®  de- 
scribed six  cases  of  granulomatous  colitis 
in  which  single  stenotic  segments  with  ec- 
centric lumens,  irregular  contours,  and 
overhanging  margins  simulated  the  roent- 
genographic  appearance  of  carcinoma. 

A few  other  inflammatory  diseases  occa- 
sionally enter  into  the  differential  diagnosis 
of  Crohn’s  disease  and  ulcerative  colitis. 
Ischemic  colitis  has  a more  abrupt  onset 
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than  ulcerative  colitis  and  occurs  in  elderly 
patients  who  have  atherosclerotic  vascular 
disease. There  is  a chronic  form  of  ischem- 
ic colitisthat  is  segmental,  usually  involves 
the  splenic  flexure  and  upperdescending 
colon,  and  will  cause  obstruction.  This  form 
can  be  confused  clinically  with  carcinoma 
or  Crohn’s  disease.  Dense  scar  tissue  and 
hemosiderin-laden  phagocytes  are  present 
instead  of  granulomas  or  lymphoid 
aggregates.^ 

Pseudomembranous  colitis  and  staphy- 
lococcal enterocolitis  usually  can  be  relat- 
ed to  antecedent  surgical  procedures  or 
antibiotic  therapy.® 

Necrotizing  enterocolitis  with  its  green- 
ish brown  patches  of  necrosis  has  been 
related  to  a toxin  from  Clostridium  welchii.^ 

Colitis  cystica  profunda  is  the  result  of 
epithelialization  of  deep  ulcers  and  is  not  a 
separate  entity.  The  process  can  occur  with 
any  ulcerative  lesion  and  can  be  difficult  to 
distinguish  from  carcinoma.^  In  a biopsy 
specimen  exhibiting  mucus-filled  submu- 
cosal cystic  lesions  and  overlying  squam- 
ous metaplasia  from  high  in  the  rectum,  I 
had  favored  a diagnosis  of  colitis  cystica 
profunda.  The  patient  later  was  proved  to 
have  adenocarcinoma. 

Amebic  ulcers  can  cause  problems  in 
differential  diagnosis.®  I have  seen  a colon 
diffusely  involved  with  amebic  colitis  re- 
moved surgically.  The  preoperative  diag- 
nosis was  ulcerative  colitis. 

Diverticulitis  may  cause  an  obstructive 
lesion,  and  the  diagnosis  can  be  confused 
with  carcinoma  or  Crohn’s  disease — or  the 
reverse  may  occur. 

Because  of  my  difficulty  in  differentiat- 
ing Crohn’s  disease  of  the  rectum  from 
lymphogranuloma  venereum  in  the  case 
described  earlier,  I was  glad  to  see  that 
Sachar  and  Janowitz®  included  this  differ- 


ential point  in  their  review  of  ulcerative  coli- 
tis and  Crohn’s  disease. 

Occasionally,  ulcerative  colitis  cannot  be 
differentiated  from  Crohn’s  disease  of  the 
colon;  Hawk  and  coworkers^  were  unable 
to  make  this  distinction  in  approximately 
10%  of  their  151  cases. 
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Colonoscopy  in  diagnosis 
and  polypectomy 

Leopold  Richard,  MD;  M.  Reza  Jahadi,  MD;  Daniel  E.  Polter,  MD 


The  diagnostic  and  therapeutic  applica- 
tions of  colonoscopy  have  constantly  ex- 
panded since  the  earliest  attempts  at  fi- 
beroptic examination  of  the  colon. The 
low  morbidity  and  mortality  associated 
with  snare  excision  of  colonic  polyps  has 
been  reported. 

Stimulated  by  various  reports  on  the 
safety  of  this  procedure,  we  began  using 
fiberoptic  colonoscopy  in  our  hospital  in 
October  1972.  In  our  experience,  the  in- 
creasing popularity  of  this  modality  is  jus- 
tified. 


Sedatives  and  analgesics  usually  were 
administered  at  the  time  of  the  procedure 
when  needed.  The  instruments  used  were 
either  ACM  I or  Olympus  fiberoptic  colono- 
scopes.  Occasionally  fluoroscopy  was  util- 
ized to  facilitate  various  maneuvers  for 
advancing  the  scope. 

When  a polyp  was  encountered  it  was 
simultaneously  excised  using  snare  elec- 
trocoagulation. Whenever  multiple  polyps 
were  found  the  one  most  likely  to  yield  sig- 
nificant pathological  findings  was  snared 
first. 


Material  and  Method 


Results 
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Records  of  all  patients  who  underwent 
colonoscopy  at  Baylor  University  Medical 
Center  between  October  1972  and  Febru- 
ary 1975  were  reviewed.  Information 
from  each  record  was  abstracted  for  de- 
tailed analysis. 

The  bowel  preparation  used  was  the 
standard  mechanical  preparation,  con- 
sisting of  a clear  liquid  diet  for  two  days, 
strong  cathartics  for  a day,  and  cleansing 
enemas  a few  hours  before  the  proce- 
dure. If  any  subsequent  surgery  was  con- 
templated, a chemical  bowel  preparation 
was  added. 


Presented  at  the  14th  annual  meeting  of  the 
North  Texas  Chapter,  American  College  of  Sur- 
geons, May  1975. 


1.  Indications  for  colonoscopy. 


Indications 

No.  of 
Patients 

% 

Lower  gastrointestinal  bleeding 

70 

38 

Abnormal  barium  enema  findings 

45 

24 

Unexplained  colonic  symptoms 

26 

14 

Surveillance  of  cancer-prone  colon 

16 

9 

Assessment  of 

inflammatory  bowel  disease 

10 

6 

Miscellaneous 

17 

9 

Total 

184 

100 

A total  of  184  patients  underwent  colono- 
scopic examination  during  2V^  years. 
There  were  97  males  and  87  females; 
62%  of  the  patients  were  Caucasian.  The 
ages  ranged  from  14  to  91  years,  with  an 
average  of  54  years. 

The  indications  for  colonoscopy  are 
summarized  in  Fig  1.  Established  colonic 
blood  loss  of  unknown  cause  and  abnormal 
results  of  barium  enema  examinations  ac- 
counted for  62%  of  the  cases.  Miscellane- 
ous indications  included  unexplained 
weight  loss  and  anemia. 

All  the  patients  had  barium  enema  ex- 
aminations before  colonoscopy.  Of  these, 
30  were  interpreted  as  negative.  Flow- 
ever,  subsequent  colonoscopic  examina- 


2.  Incidence  of  polyps. 


No.  of  Patients 

No.  of  Polyps 

% 

39 

1 

67 

12 

2 

3 

3 

2 

4 

L 

33 

1 

5 

1 

6 

Total  56 

91 

100 
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tion  revealed  abnormalities  in  14  patients, 
two  of  whom  were  found  to  have  infiltrat- 
ing carcinoma  of  the  colon.  In  154  patients 
barium  enema  examination  showed  a fill- 
ing defect,  but  in  only  1 18  patients  could  a 
lesion  be  found.  Barium  enema  examina- 
tion in  101  patients  revealed  a solitary 
primary  lesion.  However,  colonoscopic 
examination  showed  multiple  lesions  in  the 
colon  in  22  of  these  patients. 

During  this  period,  we  performed  58 
colonoscopies  with  removal  of  91  colonic 
polyps.  In  33  % of  the  patients,  more  than 
one  polyp  was  removed  (Fig  2).  Sizes  and 
locations  of  the  polyps  are  shown  in  Figs  3 
and  4.  Two  polyps  could  not  be  recovered 
after  snare  polypectomy,  but  the  histologi- 
cal diagnosis  of  the  remaining  89  polyps  is 
shown  in  Fig  5. 

Seven  patients  bled  following  snare 
cautery  of  polyps;  four  required  at  least 
one  transfusion.  In  one  patient,  a laparot- 
omy with  suture  ligation  of  a bleeding  col- 
onic vessel  had  to  be  performed.  Perfora- 
tion occurred  in  one  case.  A snare  poly- 
pectomy was  performed  to  remove  a 3 cm 
flat  polyp  in  the  upper  sigmoid  colon,  and 
the  pathological  report  indicated  infiltrat- 
ing adenocarcinoma.  This  patient  under- 
went laparotomy  five  days  later  for  an 
elective  colon  resection,  and  at  that  time 
an  unsuspected  perforation  of  greater 
than  1 cm  was  found  at  the  site  of  polypec- 


3. Size  of  polyps. 


Size,  cm 

No.  of  Patients 

% 

0.5-1.0 

40 

44 

1.1-2.0 

40 

44 

2.1-3.0 

9 

10 

3.1-4.0 

2 

2 

Total 

91 

100 

tomy.  The  perforation  had  been  sealed 
spontaneously  by  pericolic  fat.  Preopera- 
tively,  there  were  no  positive  abdominal 
findings,  and  retrospectively,  the  patient 
denied  any  abdominal  symptoms  (Fig  6). 

Comments 

The  colonoscope  has  added  a new  dimen- 
sion to  the  diagnosis  and  treatment  of  dis- 
eases of  the  colon.  Several  years  ago,  indi- 

4.  Location  of  polyps. 


Location  No.  of  Patients  % 


Sigmoid  colon 

25 

27 

Descending  colon 

44 

48 

Transverse 

17 

19 

Ascending  colon 

3 

3 

Cecum 

4 

4 

5.  Histopathology  of  polyps. 

Histology 

No.  of  Patients 

Adenomatous  polyps 

68 

Villoglandular  adenomas 

12 

Villous  adenomas 

7 

Infiltrating  carcinoma 

2 

Total 

89 

6.  Complications  of  colonoscopy. 

Complications  No.  of  Patients  % 

Bleeding  7 3.6 

Transfusion  required  4 

Laparotomy  required  1 

Perforation  1 0.5 

Polyps  lost  2 1 
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cations  for  colonoscopy  were  quite  specif- 
ic, but  with  improved  instrumentation  and 
technique,  indications  have  expanded. 
Perhaps  the  primary  indication  is  any  col- 
onic symptom  or  abnormality  that  is  unex- 
plained and  needs  further  clarification. 
Colonic  blood  loss  of  unknown  cause  and 
abnormal  findings  on  barium  enema  ex- 
amination of  the  colon  were  the  most  fre- 
quent indications  for  performing  colonos- 
copy in  this  series. 

Sugarbaker  and  Vineyard^  showed  that 
colonoscopy  was  an  effective  method  of 
differentiating  diverticulitis  from  carci- 
noma. We  agree  that  the  criteria  for  the 
definitive  diagnosis  of  cancer  should  be  a 
positive  finding  at  biopsy,  whereas  the  cri- 
terion for  exiuding  carcinoma  is  a com- 
plete examination  through  the  lesion  with- 
out visualization  of  mucosal  defect.  How- 
ever, in  a small  group  of  patients,  com- 
plete examination  of  the  involved  segment 
is  not  possible  because  of  narrow  lumen. 
These  patients  should  be  assumed  to  have 
malignant  conditions.  In  15  patients  in  this 
series  barium  enema  examination  showed 
a contracted  segment  of  sigmoid  colon 
suggestive  of  diverticulitis.  Colonoscopic 
evaluation  and  biopsy  of  these  areas  re- 
vealed carcinoma  in  three  cases. 

A significant  number  of  colon  cancers 
diagnosed  only  by  colonoscopy  have  been 
previously  reported. ® ® We  have  had  two 
similar  experiences  in  our  series.  Both  of 
these  patients  have  had  negative  barium 
enema  examinations,  but  their  lesions 
were  diagnosed  by  colonoscopy. 

Adenocarcinoma  may  exist  within 
polyps  of  varying  histological  types.  In  this 
series,  three  polyps  which  were  removed 
showed  superficial  carcinoma  and  two 
polyps  showed  invasive  carcinoma.  We 
feel  that  the  definitive  treatment  of 
malignant  polyps  should  be  determined  by 
the  gross  structure  and  extent  of  cancer 


invasion.  Fenoglioand  his  coworkers^ 
have  shown  that  there  is  no  risk  of  local 
recurrence  or  distant  metastasis  in  pa- 
tients with  carcinoma  that  fails  to  invade 
the  muscularis  mucosa,  because  the  lym- 
phatic channels  do  not  extend  beyond  the 
muscular  coat  of  the  bowel.  Our  material 
also  suggests  that  pedunculated  polyps, 
when  the  stalk  is  clear  of  cancer,  can  be 
cured  through  colonoscopic  polypectomy, 
thus  obviating  the  need  for  laparotomy.  At 
present,  however,  more  cases  and  a long- 
er follow-up  are  needed  before  this  can  be 
definitely  established.  In  any  event,  we  be- 
lieve that  as  Rider  and  his  associates®  have 
shown,  these  patients  have  demonstrated 
an  increased  tendency  toward  cancer  of 
the  large  bowel  at  other  sites,  and  contin- 
ued close  follow-up  is  indicated. 

Patients  with  polyps  containing  invasive 
carcinoma  and  those  in  whom  the  extent 
of  invasion  cannot  be  assessed  should 
have  definitive  surgical  procedures. 

In  this  series,  two  patients  with  invasive 
carcinoma  have  had  resection  after  colon- 
oscopic polypectomy.  In  one  patient,  no 
residual  malignant  lesion  was  found  in  the 
pathologic  specimen.  In  the  second  pa- 
tient, a residual  tumor  was  found  during 
operation,  but  results  from  tests  on 
lymph  nodes  were  negative. 

With  the  tremendous  increase  in  num- 
ber of  colonoscopic  procedures  being 
performed,  the  incidence  of  complication 
is  difficult  to  ascertain.  Perforation  is  the 
most  serious  complication.  Geenen,®  in  his 
survey  of  1,106  colonoscopies,  found  a 
0.9%  incidence  of  perforation.  We  had 
only  one  such  complication,  an  incidence 
of  0.5%.  This  perforation  was  probably 
caused  by  coagulation  necrosis  of  the 
bowel  wall;  it  had  been  spontaneously 
sealed  off  and  perhaps  would  not  have 
been  discovered  if  patient  had  not  had  a 
laparotomy. 
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The  incidence  of  bleeding  reported  var- 
ies from  0.1  to2.7%.-® A3.8%  incidence 
of  bleeding  in  our  series  represents  a 
higher  complication  rate  than  reported 
by  others.  However,  in  only  one  instance 
was  laparotomy  for  the  arrest  of  bleeding 
necessary. 

The  other  complications  which  have 
been  reported  included  retroperitoneal 
emphysema, tear  of  the  mesosigmoid,^ 
serosal  tear  of  the  sigmoid, “ fractured 
snare  wires, and  perforation  caused  by 
excessive  insufflation.®  These  complica- 
tions did  not  occur  in  our  series. 

Our  experience  with  this  procedure 
has  been  gratifying.  It  has  proven  to  be  a 
safe,  effective,  and  reliable  diagnostic 
and  therapeutic  modality.  This  procedure 
has  considerably  reduced  the  cost  for  our 
patients,  and  allowed  early  return  to  work 
and  normal  activities  without  a long  and 
painful  postoperative  period. 

Summary 

Our  21/2  years’  experience  with  colonos- 
copy, embracing  184  patients,  is  report- 
ed, and  indications  and  techniques  are 
briefly  discussed.  During  this  period,  58 
colonoscopies  for  removal  of  91  colonic 
polyps  v/ere  performed.  One  perforation 
of  the  sigmoid  from  removal  of  a small 
carcinoma  was  found  incidentally  at  lapa- 
rotomy. There  were  seven  instances  of 
bleeding,  but  only  one  patient  required 
laparotomy. 

Colonoscopy  was  found  to  be  a safe,  ef- 
fective, and  reliable  diagnostic  and  thera- 
peutic modality. 
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Induced  abortion  in  Texas 

Lewis  H.  Roht,  MD,  MPH;  Ruth  0.  Nelson,  MA;  Paul  Callen,  BS 


In  January  1973  the  Supreme  Court  legal- 
ized induced  abortions  in  the  United 
States.  Before  that  decision,  only  17 
states  permitted  therapeutic  abortion  for 
maternal  health,  rape,  or  incest.^  Women 
desiring  abortions  for  personal  or  eco- 
nomic reasons  obtained  them  in  foreign 
nations,  or  from  physicians  who,  euphe- 
mistically, did  “therapeutic”  or  “diagnos- 
tic” procedures,  or  from  illegal  abortion- 
ists. Due  to  the  clandestine  nature  of  abor- 
tion, little  was  known  about  its  epidemiol- 
ogy or  its  effect  on  women’s  health. 

Due  to  the  Supreme  Court  decision,  an 
abortion  may  be  readily  obtained  in  al- 
most all  states.  Many  states  monitor  the 
extent  to  which  induced  abortion  is  used. 
Some  have  legislated  reporting,  usually 
administered  through  the  state  health  de- 
partment, while  others  have  unofficial  re- 
porting mechanisms;  that  is,  statistics  are 
compiled  by  interested  persons  on  their 
own  initiative.  Whether  “official”  or  “unof- 
ficial,” reporting  is  essentially  voluntary 
since  there  is  no  realistic  means  of  com- 
pelling hospitals,  clinics,  or  physicians  to 
comply  with  a reporting  law.  National 
abortion  statistics  summarizing  both  offi- 
cial and  unofficial  sources  are  compiled 


and  published  each  year  by  the  Family 
Planning  Division  of  the  National  Center 
for  Disease  Control  (NCDC).^ 

Currently  no  official  reporting  mech- 
anism exists  in  Texas.  Although  the  1975 
session  of  the  state  legislature  considered 
several  abortion  reporting  bills,  none  was 
passed.  This  is  troubling  to  those  interest- 
ed in  the  epidemiology  of  abortion  because 
Texas  contains  the  third  largest  number 
of  reproductive  age  women  in  the  United 
States.  This  study  was  undertaken  in  re- 
sponse to  a request  from  the  NCDC,  and 
because  virtually  nothing  was  known 
about  abortion  practices  in  Texas.  It  was 
assisted  by  the  endorsement  of  the  Texas 
Association  of  Obstetrics  and  Gynecology, 
the  Texas  Medical  Association  Committee 
on  Maternal  and  Child  Health,  and  the  Ex- 
ecutive Directors  Council  of  the  Planned 
Parenthood  Federation,  and  the  coopera- 
tion of  health  personnel  interested  in 
studying  abortion. 

This  article  describes  the  epidemiology 
of  induced  abortion  in  Texas  in  1974- 
1975.  A later  report  will  examine  the  re- 
lationship between  abortion,  fertility,  ma- 
ternal mortality,  and  infant  mortality. 


1.  Abortion  reporting  by  type  of  facility,  Texas,  1974. 


Facility 

No. 

Responses 

No.  % 

Respondents 

Reporting 

Abortions 

No.  % 

Reported 

Abortions 

General  hospitals 

Small  <99  beds 

367 

131 

35.7 

22 

16.8 

226 

Medium  100-199  beds 

89 

55 

618 

24 

43.6 

1,317 

Large  >200  beds 

49 

47 

95.9 

28 

60.0 

6,673 

Military  hospitals 

18 

15 

83.3 

7 

46.7 

599 

Clinics 

20 

20 

100.0 

20 

100.0 

24,888 

Physicians  (offices) 

11 

11 

1,678 

Other 

170 

35 

20.6 

1 

2.9 

1 

Total 

713* 

314 

43.  !• 

113 

36.0 

35,382 

•Excludes  physicians  offices 
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Methods 

A letter  requesting  the  number  of  induced 
abortions  performed  in  the  calendar  year 
1974  was  mailed  to  all  hospitals  and  clin- 
ics identified  from  the  current  register  of 
“Hospitals  and  Related  Institutions  in  Tex- 
as” compiled  by  theTexas  Hospital  Associ- 
ation.^ A similar  letter  was  mailed  to  free- 
standing abortion  clinics  identified 
through  communication  with  physicians, 
clinics,  and  knowledgeable  persons 
throughout  the  state.  A second  mailing 
and  telephone  followup  to  hospitals  con- 
taining over  200  beds  was  used. 

Some  clinics,  hospitals,  and  private 
physicians  agreed  to  provide  demograph- 
ic and  clinical  information  about  their  pa- 
tients, without  identifying  patients  by 
name.  Data  were  collected  monthly  from 
sources  in  Houston,  San  Antonio,  Dallas, 
and  El  Paso  from  November  1974  to  June 
1975. 

Computer  analysis  was  performed 
using  the  Statistical  Package  for  the  Social 
Sciences  (SPSS). 

Results 

Fig  1 shows  the  response  rate  and  num- 
ber of  abortions  by  type  of  facility.  The 
category  “general  hospital”  includes  all 
city,  county,  private,  corporate,  osteo- 
pathic, and  non-Catholic  church  hospitals 
identified  in  the  THA  registry.  Catholic 
hospitals,  special  service  hospitals  (geriat- 
ric, convalescent,  rehabilitation,  psychiat- 
ric, alcoholic,  and  tuberculosis).  Veterans 
Administration  and  prison  hospitals,  and 
medical/surgical  clinics  comprise  the 
“other”  category. 

Atotal  of  35,382  abortions  were  identi- 
fied from  314  respondents,  with  a re- 
sponse rate  of  43.1%.  The  percentage  is 
misleading  since  most  nonresponse  was 


for  the  category  “other.”  Small  and  medi- 
um-size general  hospitals  had  lower  re- 
sponse (35.7 % and  61.8%)  than  large 
hospitals  (95.9%).  Smaller  hospitals  re- 
ported 226  procedures,  most  of  which 
were  therapeutic  abortions.  Medium 
sized  hospitals  reported  1,317  abortions 
while  larger  hospitals  reported  6,673 
abortions,  the  majority  of  which  were 
elective  ratherthan  therapeutic.  Because 
small  hospitals  do  not  seem  to  perform 
many  abortions,  the  low  response  rate  is 
not  disturbing.  Moreover,  nonresponse 
was  generally  confined  to  those  located  in 
smaller  cities  and  towns,  areas  in  which 
our  inquiries  indicate  abortion  services 
are  not  readily  available.  Patients  from 


2.  Abortions,  abortion/ live  birth  ratio,  and  rank  by 
state,  USA,  1973d 


State 

No. 

Abortions 

Abortions/ 

1,000 

Live  Births 
Ratio 

Ratio 

Rank, 

All 

States 

District  of  Columbia 

40,812 

3,766 

1 

New  York 

203,358 

852 

2 

California 

131,870 

443 

3 

Alaska 

1,165 

175 

14 

New  Jersey 

10,047 

107 

24 

Pennsylvania 

15,100 

98 

26 

Texas,  1973 

14,255 

65 

31 

Total,  USA 

615,831 

210 

Texas,  1974 

35,362 

162* 

15 

Reference:  Center  for 

Disease  Control 

Abortion  Surveillance 

Annual  Summary,  1973,  issued  May,  1975.^ 


*Based  upon  live  births  in  1973. 


3.  Abortions  by  age  of  woman,  Texas  1974-1975. 


Age  in  Years 

No. 

% 

<14 

53 

1.6 

15-19 

1,093 

33.6 

20-24 

1,046 

32.2 

25-29 

558 

17.2 

30-34 

283 

8.7 

>35 

187 

5.8 

Not  stated 

29 

0.9 

Total 

3,249 

100.0 
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4.  Abortions  by  marital  status,  Texas  1974-1975. 


Marital  Status 

No. 

% 

Married 

789 

24,3 

Never  married 

1,872 

57.6 

Other 

518 

15.9 

Not  stated 

70 

2.2 

To'al 

3,249 

100.0 

5.  Abortions  by  state  of  residence,  Texas  1974- 
1975. 

State  of  Residence 

No. 

% 

Texas 

2,818 

86.7 

Other 

388 

11.9 

Not  stated 

43 

1.3 

Total 

3,249 

99.9 

6.  Abortions  by  educatioji,  Texas  1974-1975. 


Years  of  Education 

No. 

% 

0-9 

224 

6.9 

10-12 

1,405 

43.2 

13-16 

897 

27.6 

>17 

39 

1.2 

Not  stated 

684 

21.1 

Total 

3,249 

100.0 

7.  Abortions  by  race. 

Texas  1974-1975. 

Race 

No. 

% 

White 

1,191 

81.9 

Black 

247 

17.0 

Other 

16 

1.1 

Total 

1,454 

100.0 

8.  Percentage  distribution  of  abortions  by  age  and 
race,  Texas  1974-1975. 


r~ — — % Distribution  

Age  in  White  Mexican-  Black 

Years  American 


<14 

2.0 

3.0 

4.5 

15-19 

36.4 

22.7 

32.4 

20-24 

27.0 

32.0 

28.3 

25-29 

17.4 

23,2 

19.4 

30-34 

10.8 

6.9 

9.7 

>35 

6.3 

12.3 

5.7 

these  areas  are  apparently  referred  to 
the  clinics  in  larger  cities.  If  one  assumes 
that  the  nonresponding  hospitals  perform 
abortions  at  the  prevailing  rates,  an  addi- 
tional 1,505  abortions  would  be  detected, 
suggesting  that  the  survey  detected 
84.5%  of  hospital  abortions.  The  esti- 
mate also  assumes  that  diagnosis  was  ac- 
curately reported  by  the  physician. 

Clinics,  all  of  which  were  located  in  the 
larger  cities,  reported  24,888  abortions, 
approximately  70%  of  the  total.  We  be- 
lieve that  major  abortion  clinics  in  the 
state  were  identified  and  that  the  data  are 
complete. 

Military  hospitals  reported  599  abor- 
tions. All  of  the  larger  military  hospitals 
are  included. 

Although  a large  roster  of  physicians 
who  perform  abortions  was  compiled, 
only  a few  responded  that  they  perform 
office  procedures.  The  relatively  large 
number  (1,678)  reported  by  only  11  phy- 
sicians suggests  that  a considerable  num- 
ber of  abortions  are  performed  in  doc- 
tors’ offices  and  most  have  not  been  identi- 
fied. Inability  tocollect  data  from  this 
source  is  a limitation  of  this  study. 

The  completeness  of  reporting  can  be 
estimated  by  comparison  with  data  from 
other  states.  A commonly  used  indication 
of  utilization  is  the  ratio  of  abortions  per 
1,000  live  births  in  a calendar  year.  Fig  2 
shows  the  ratio  in  1973  for  several  states 
as  well  as  the  rank  compared  to  other 
states.  While  incomplete  reporting  exists 
everywhere,  states  with  official  reporting 
systems  such  as  New  York  and  California 
show  a considerably  higher  ratio  than 
Texas.  Although  differences  in  maternal 
age,  contraceptive  practices  or  fertility 
might  exist  between  states,  incomplete  re- 
porting is  a major  cause  of  variation  in  the 
ratio.  Better  reporting  in  1974  increased 
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Texas’  ratio  from  65  to  162/1,000  live 
births.  Although  a better  estimate,  it  is 
not  exact  because  of  non  reporting  from 
hospitals  and  physicians,  and  because  the 
extent  of  outmigration  of  abortion  pa- 
tients cannot  be  determined.  It  is  known 
that  many  Texas  women  obtained  abor- 
tions in  other  states^  as  well  as  in  Mexico 
during  1973.  Communication  with  physi- 
cians nearthe  Mexican  border  and  in  New 
York  and  California  indicates  that  sub- 
stantial numbers  of  women  still  leave  Tex- 
as to  obtain  abortions. 

Figs  3 and  4 show  the  reported  abor- 
tions by  age  and  by  marital  status,  indicat- 
ing that  abortions  are  obtained  by  the 
young  and  the  unmarried.  Approximately 
one-third  (35.2%)  of  the  procedures  were 
obtained  by  teen-agers,  one-third 
(32.3%)  by  women  20-24,  and  14.5%  by 
women  older  than  thirty.  Almost  three- 
fourths  (73.5%)  of  women  were  not  mar- 
ried at  the  time  of  the  procedure.  Al- 
though most  of  them  had  never  married, 
a substantial  proportion  (15.9%)  were 
separated,  divorced,  or  widowed.  These 
data  are  consistent  with  national  trends 
for  abortion  utilization. ^ 

Figs  5-7  show  the  distribution  of  abor- 
tions by  state  of  residence,  education,  and 
race.  A modest  proportion  (11.9%)  of 
nonresidents  traveled  to  Texas  from 


nearby  states,  particularly  Louisiana  and 
Mississippi  where  such  services  are 
limited. 

Abortion  utilization  is  not  confined  to 
any  social  class  or  group.  Slightly  over 
half  of  the  abortions  were  to  women  with 
12  or  less  years  of  education.  Those  “not 
stated”  were  primarily  limited  to  two  facil- 
ities whose  patients  tend  to  be  upper-mid- 
dle class  and  most  women  have  probably 
had  some  college  education. 

Although  several  facilities  did  not  indi- 
cate the  patient’s  race,  the  reported  data, 
as  well  as  some  communicated  from  other 
clinics  who  were  not  able  to  regularly  par- 
ticipate in  the  study,  indicate  that  17  % of 
abortions  were  to  blacks,  about  10% 
were  to  Mexican  Americans,  and  70% 
were  to  whites.  In  the  table,  Mexican 
Americans  are  included  in  the  total  for 
whites.  These  totals  suggest  that  blacks 
are  over-represented  and  Mexican  Amer- 
icans under-represented  compared  to  the 
racial  distribution  of  the  state.^ 

Age  distribution  by  major  population 
groups  (Fig  8)  shows  a strikingly  similar 
pattern  for  whites  and  blacks,  with 
two-thirds  (65%)  of  the  patients  younger 
than  25.  Although  the  majority  of  Mexican 
Americans  using  abortion  also  were 
youngerthan  25,  a smaller  proportion  of 
youngerwomen  were  reported  (58%). 


9.  Gestation  by  marital  status,  Texas  abortions,  1974-1975. 


Duration  of  Gestation  in  Weeks  — > 

1-7  8-12  13-16  >17  NotSUted  Total 


IVIarital  Status 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Married 

223 

24.3 

482 

25.7 

50 

17.9 

12 

13.7 

22 

24.4 

789 

24.3 

Never 

Married 

522 

56.8 

1,060 

56.6 

191 

68.5 

64 

73.6 

35 

38.9 

1,872 

57.6 

Other 

163 

17.7 

303 

16.2 

33 

11.8 

8 

9.2 

11 

12.2 

518 

15.9 

Not  stated 

11 

1.2 

29 

1.5 

5 

1.8 

3 

3.4 

22 

24.4 

70 

2.2 

Total 

919 

100.0 

1,874 

100.0 

279 

100.0 

87 

99.9 

90 

99.9 

3,249 

100.0 
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Length  of  gestation  is  tabulated  by  mar- 
ital status  in  Fig  9.  There  was  no  differ- 
ence in  marital  status  between  women 
pregnant  for  1-7  or  8-12  weeks.  After  12 
weeks,  there  was  a large  increase  in  the 
proportion  of  women  never  married. 

About  70  % of  late  abortions  were  to  nev- 
er married  women,  the  majority  of  whom 
were  under  20  (Fig  10).  Women  under  15 
years  of  age  also  tendedto  abort  later  than 
those  ages  15-19. 

The  data  in  Figs  9 and  10  suggest  two 
types  of  response  to  pregnancy  by  young, 
never  married  women;  one  group  aborts 
early  and  a second  group  seeks  late  abor- 
tion. The  reasons  for  late  abortion  are 
not  known,  but  may  include  delay  because 
(1)  the  woman  does  not  realize  she  is 
pregnant,  (2)  she  cannot  afford  the  pro- 
cedure, (3)  she  is  confused  and  uncertain 
whether  to  continue  the  pregnancy  or 
abort  it,  and  (4)  she  is  hoping  the  preg- 

10.  Gestation  by  woman’s  age,  Texas  abortions, 
1974-1975. 


Age  in  , Gestation  in  Weeks  (%) 1 

Years  1-7  8-12  13-16  >17  Total 


<14 

17.0 

60.4 

9.4 

13.2 

100.0 

15-19 

22.9 

60.9 

12.5 

3.6 

99.9 

>20 

33.5 

57.3 

6.6 

2.5 

99.9 

11.  Previous  abortions  by  woman’s  age,  Texas 
1974-1975. 


Age 

in 

Years 

vious  Abortions 
1 

No.  % 

Total 

No. 

0 

No. 

% 

No. 

IV 

,,0 

^ J 

<14 

25 

98.1 

1 

1.9 

— 

53 

15-19 

1,001 

92.7 

75 

6.9 

4 

0.4 

1,080 

20-29 

1,291 

82.5 

244 

15.6 

30 

1.9 

1,565 

>30 

368 

80.9 

67 

14.7 

20 

4.4 

455 

Total 

2,712 

86.0 

387 

12.3 

54 

1.7 

3,153’ 

’Not  stated=96  (3.0%) 


nancy  will  resolve  itself  without  any  action 
on  her  part. 

Finally,  it  should  be  noted  that  abor- 
tions after  12  weeks  comprised  11.3%  of 
the  total  reported.  This  is  probably  a rea- 
sonable estimate  of  the  actual  percentage 
since  second  trimester  abortions  ranged 
from  10-17%  of  the  total  in  facilities 
which  performed  those  procedures. 

Since  not  all  facilities  perform  late  abor- 
tions, the  estimate  would  be  expected  to 
fall  closer  to  the  lower  percentage.  Con- 
cern over  the  number  of  second  tri- 
mester abortions  arises  because  of  the  in- 
creased morbidity  and  mortality  compared 
to  early  abortion.^ 

The  number  of  previous  abortions, 
which  is  solicited  as  part  of  the  pregnancy 
history,  is  tabulated  by  age  (Fig  11).  While 
the  majority  (86%)  of  women  did  not  ad- 
mit to  a previous  abortion,  the  remainder 
(14%)  constitutes  a sizable  minority. 
Moreover,  personnel  at  several  facilities 
indicated  that  they  are  seeing  some 
women  for  repeat  abortions  within  one 
year. 

Although  induced  abortion  is  a safe  and 
effective  means  of  terminating  an  unde- 
sired pregnancy,  it  requires  a consider- 
able expenditure  of  physicians’  time  and 
patient’s  money.  Assuming  the  average 
abortion  costs  $175,  $6.2  million  were 
spent  on  those  procedures  identified  by 
this  study.  It  is  important,  therefore,  to 
know  the  potential  for  preventing  unwant- 
ed pregnancies.  Fig  12  shows  the  use  of 
contraceptive  methods  within  one  year  of 
the  abortion  by  age.  Two-thirds  of  all  wo- 
men, and  over  80%  of  teen-age  women, 
reported  no  method  used.  Oral  contra- 
ceptives were  the  most  popular  method, 
reported  by  17.9%  of  women.  Of  particu- 
lar interest  is  the  small  proportion  of  wo- 
men of  all  ages  and  parity  who  reported 
using  an  lUD. 
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All  facilities  in  this  study  offer  contra- 
ceptivecounseling. Fig  13  lists  the  contra- 
ception methods  accepted.  Three  impor- 
tant facts  emerge;  (1)  two-thirds  of  all  pa- 
tients received  or  were  prescribed  oral 
contraceptives,  (2)  a small  proportion 
(6.6%)  received  an  lUD,  while  (3)  a sub- 
stantial number  (9.8%)  many  of  whom 
were  teen-agers,  declined  any  method. 

The  proportion  of  declining  women  was 
similar  at  different  facilities,  ranging 
from  9 to  1 5 % . It  is  not  known  how  many 
declining  women  received  contraceptives 
from  another  source  such  as  a family 
doctor. 

Discussion 

Because  the  data  were  not  collected  using 
a prescribed  sampling  technique,  they 
may  not  necessarily  be  representative  of 
all  abortions  done  in  Texas.  However, 
analysis  indicates  that  the  utilization  and 
proportional  distribution  of  important 
variables  is  similar  for  data  from  large 
and  small  clinics,  hospitals,  and  physi- 
cians in  private  practice.  For  this  reason 
the  authors  believe  that  these  data  are 


representative  of  abortions  performed  in 
Texas. 

Although  most  data  were  collected  dur 
ing  the  first  half  of  1975,  direct  extrapo- 
lation of  demographic  variables  to  the 
total  abortions  reported  for  1974  may  be 
done  if  one  assumes  that  these  charac- 
teristics remained  constant  throughout 
the  18-month  period.  Inspection  of  data 
from  different  facilities  indicates  that  the 
demographic  characteristics  of  patients 
were  in  fact  similar  between  January  and 
June  1975,  suggesting  that  these  charac- 
teristics do  remain  constant  over  a short 
time  period. 

The  major  findings  of  this  study  are 
that  abortion  is  used  most  by  young  and 


13.  Contraceptive  method  accepted  by  abortion 
patients,  Texas  1974-1975. 


Contraceptive 

Method 

No. 

Acceptors , 

% 

lUD 

213 

6.6 

Oral 

2,196 

67.6 

Other 

155 

4.8 

Tubal  ligation 

46 

1.4 

Vasectomy 

30 

0.9 

None 

320 

9.8* 

Not  stated 

289 

8.9 

Total 

3,249 

100.0 

*None=9-15% 


12.  Contraceptive  method  within  one  year  of  the  abortion,  by  woman’s  age,  Texas  1974-1975. 


Age  in 
Years 

None 

No.  % 

lUD 

No.  % 

Oral 

No.  % 

Other 

No.  % 

Total 

<14 

44 

97.8 

— 

— 

— 

— 

1 

2.2 

45 

15-19 

799 

82.9 

6 

0.6 

100 

10.4 

59 

6.1 

964 

20-24 

556 

59.0 

31 

3.3 

213 

22.6 

143 

15.2 

943 

25-29 

259 

53.2 

28 

5.7 

117 

25.1 

83 

17.0 

467 

30-34 

103 

46.0 

14 

6.3 

57 

25.4 

50 

22.3 

224 

>35 

84 

57.9 

3 

2.1 

16 

11.0 

42 

29.0 

145 

Total 

1,845 

65.7 

82 

2.9 

503 

17.9 

378 

13.5 

2,808* 

’Not  stated =441 

(13.6%) 
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unmarried  women  (including  divorced, 
widowed,  and  separated);  that  teen-agers 
tend  to  have  their  abortions  later  than  old- 
er women;  and  that  no  contraception  was 
used  by  the  majority  of  women  utilizing  the 
services  of  facilities  participating  in  this 
study. 

Contraceptive  use  by  abortion  patients 
may  be  divided  into  three  groups:  those 
who  use  no  contraception,  those  who  use  a 
method  improperly,  and  those  who  be- 
come pregnant  despite  conscientious  and 
proper  use.  Most  abortion  patients  are  in- 
cluded in  the  first  two  categories,  imply- 
ing that  better  education  might  help  to 
prevent  unwanted  pregnancy.  Although 
women  do  receive  counseling,  it  is  troub- 
lingtothinkthatthey  must  have  an  abor- 
tion to  learn  about  or  receive  contracep- 
tives. Moreover,  it  is  abvious  that  a con- 
siderable number  of  women  are  not  learn- 
ing effective  contraception,  as  many  re- 
port previous  abortions.  This  is  of  partic- 
ular concern  for  the  young  women  who 
still  have  many  years  of  reproductive  life. 
While  some  may  consider  abortion  pref- 
erable to  delivery  of  an  unwanted  child, 
studies  suggest  that  abortion  may  cause 
an  unfavorable  outcome  in  a later  preg- 
nancy.^’® Physicians,  educators,  and  par- 
ents should  be  aware  of  the  risks  of  abor- 
tion and  the  extent  to  which  unprotected 
intercourse  occurs.  They  must  devote  ef- 


14.  Oral  contraceptives  as  a percentage  of  birth 
control  acceptors  by  woman’s  age,  Texas  1974- 
1975. 


Age  in 
Years 

- No.  Acceptors 
All  Methods 

% 

Orals 

<14 

33 

35 

94.3 

15-19 

835 

886 

94.2 

20-24 

743 

886 

83.9 

25-29 

349 

470 

74.3 

30-34 

161 

229 

70.3 

>35 

83 

143 

58.0 

Total 

2,204 

2,649 

83.2 

forts  to  teaching  the  value  and  proper  use 
of  contraceptive  methods. 

Oral  contraceptives  are  the  method 
most  frequently  recommended  to  abor- 
tion patients.  They  are  used  almost  exclu- 
sively for  teen-agers,  and  although  the 
proportion  declines  with  age,  more  than 
80%  of  all  contraception  acceptors  were 
given  oral  agents,  as  shown  in  Fig  14.  It  is 
not  known  whether  this  is  due  to  patient  or 
physician  preference.  While  the  short- 
term risks  associated  with  oral  agents  is 
small,  little  is  known  about  the  effects  of 
prolonged  use  or  the  possibility  of  a de- 
layed effect  such  as  the  alleged  carcino- 
genic property  of  DES.'^  One  must  con- 
sider whether  more  conservative  use  of 
oral  agents  is  advisable. 

Recent  studies  have  shown  that  lUD's 
can  be  safely  inserted  immediately  follow- 
ing induced  abortion,®  and  that  retention 
rates  are  good.®  In  addition,  the  cost  and 
maintenance  of  lUD’s  are  low,  causing  us 
to  wonder  why  lUD’s  are  not  provided 
more  frequently.  It  is  possible  (but  un- 
likely) that  some  women  are  given  oral 
agents  temporarily  and  instructed  to  re- 
turn at  a later  date  for  either  an  lUD  or 
diaphragm. 

An  important  but  little  discussed  aspect 
of  abortion  is  the  extent  to  which  isoimmu- 
nization of  an  Rh-negative  mother  by  Rh- 
positive  fetal  blood  is  affected  by  early 
abortion. 10  Because  increased  Rh-positive 
titers  may  be  detected  at  abortion,  Rho- 
GAM,  an  immune  globulin,  is  recommend- 
ed for  Rh-negative  abortion  patients.  Data 
from  study  participants  indicates  that  the 
number  of  patients  receiving  RhoGAM 
corresponded  to  the  expected  distribu- 
tion of  Rh-negative  factor  in  abortion  pa- 
tients. Forthis  reason,  isoimmunization  of 
Rh-negative  women  is  not  expected  to  be 
significantly  increased  by  current  abor- 
tion practices. 
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Finally,  we  emphasize  that  abortion  re- 
porting provides  useful  information  to 
those  concerned  with  maternal  and  child 
health,  abortion,  and  family  planning  ser- 
vices in  Texas.  Information  collected  by  a 
reporting  system  helps  to  identify  high- 
risk  groups  in  need  of  these  services  and 
also  assists  the  interpretation  of  impor- 
tant health  indicators  such  as  maternal 
and  infant  mortality  rates.  If  properly  or- 
ganized, monitoring  of  clinical  informa- 
tion, including  detection  of  surgical  com- 
plications and  differences  in  medical  pro- 
cedures can  be  achieved. 

It  is  our  hope  that  the  value  of  abortion 
reporting  will  be  recognized  and  encour- 
aged in  the  future.  This  can  be  achieved 
through  support  from  political,  medical, 
and  public  health  agencies  and  groups 
throughout  Texas. 

Summary 

A survey  of  hospitals  and  clinics  identified 
35,382  induced  abortions  performed  in 
Texas  in  calendar  year  1974.  Demograph- 
ic characteristics  of  abortion  patients 
were  determined  from  facilities  in  Hous- 
ton, San  Antonio,  Dallas,  and  El  Paso  be- 
tween November  1974  and  June  1975. 
Abortion  was  used  primarily  by  young  or 
unmarried  women.  Contraception  before 
and  after  the  abortion  are  discussed. 
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The  clinician’s  prerogative 
to  request  an  autopsy 

Gilbert  E.  Corrigan,  MD,  PhD 


Although  the  medical  examiner-coroner 
has  the  legal  authority  to  investigate  death 
and  order  autopsies  upon  bodies  in  ques- 
tion, the  prerogatives  of  a physician-clini- 
cian to  request  autopsies  of  his  deceased 
patients  has  not  been  discussed  recently. 

It  has  been  an  implicit  understanding 
that  the  clinician  has  the  prerogative  of  re- 
questing an  autopsy  when  the  pathological 
and  institutional  facilities  are  available  and 
functional;  that  the  clinician  may  enter  into 
a valid  functioning  autopsy  contract  with 
the  family;  and  that  autopsy  is  beneficial 
and  desirable  for  the  family,  the  clinician, 
and  the  institution.^  All  of  these  privileges 
and  conditions  now  are  under  review.^  The 
review  is  conditioned  by  many  factors  in- 
cluding a change  in  the  clinical  methods 
for  disease  diagnosis  and  analysis,  an  insti- 
tutional change  conditioned  by  accredita- 
tion groups,  and  a complex  attitudinal  and 
role-playing  change  by  many  pathologists. ^ 

These  factors  have  been  delineated  in 
many  recent  articles.^  ® A symposium  on 
the  geriatric  autopsy  has  appraised  all  of 
the  current  factors  and  phenomena  relat- 
ed to  the  changing  conditions  of  the  autop- 
sy with  the  changes  in  the  care  and  diagno- 
sis of  the  agedT’®  A recent  debate  presents 
the  current  thinking  of  many  patholo- 
gists.®-^® While  a continual  flow  of  articles 
demonstrates  the  validity  of  the  autopsy  in 
quality  control  of  patient  care  and  manage- 
ment, few  have  expressed  the  limitations  of 
the  autopsy,  and  none  deny  its  beneficial 
and  significant  role  in  disease  analysis.  The 
consequences  of  dropping  the  autopsy  re- 
quirements for  hospital  accreditation  are 
not  yet  fully  evaluated. The  need  for  au- 
topsies is  supported  by  teachers,  re- 
searchers, and  guardians  of  standards  of 


patient  care,  but  no  one  has  stated  the  clin- 
ician’s privileges  in  the  matter  of  the  au- 
topsy. Since  the  standards  of  medical 
practice  ultimately  lie  in  the  hands  of  the 
medical  practitioner,  his  liberties  with  the 
use  of  the  autopsy  are  paramount.  The  au- 
topsy is  a final  informational  device,  of 
known  scientific  caliber,  which  helps  him 
correlate  the  patient’s  disease  with  the 
care  given. 

The  clinician  provides  the  essential  link 
in  the  complex  of  disease-patient-doctor-in- 
stitution-care  system.  He  determines  the 
frequency  and  nature  of  the  autopsy.  The 
clinician  has  the  option  not  to  ask  for  an 
autopsy,  while  the  family  may  seek  either 
medical  or  legal  counsel.  The  physician’s 
scientific  role  as  a truth  seeker  in  the  pre- 
cise diagnosis  of  disease  prompts  use  of 
the  autopsy.  Historically,  however,  Ameri- 
can physicians  have  not  had  universal  ac- 
cess to  the  autopsy,  nor  has  medical  prac- 
tice actually  been  conditioned  by  autopsy 
results. 

Although  a clinician  is  required  to  re- 
port certain  types  of  deaths  to  governmen- 
tal authorities,  he  is  not  required  to  re- 
quest autopsies,  nor  are  the  governmental 
authorities  required  to  obtain  an  autopsy 
in  each  instance  of  such  reportable  deaths. 
(A  recent  California  law  relating  to  crib 
deaths  is  an  exception.) 

All  medical  scientists  understand  the 
importance  of  the  absolute  freedom  of  the 
clinician,  in  the  instance  of  death  of  a pri- 
vate patient,  to  establish  an  autopsy  con- 
tract. The  access  to  the  autopsy  should  be 
unhindered  by  political,  institutional,  or 
other  factors  which  restrict  the  availabil- 
ity of  the  autopsy  to  the  point  of  inaccessi- 
bility. Autopsies  should  be  accessible  to  all 


TEXAS  MEDICINE 


clinicians  who  want  autopsies  on  their  pa- 
tients providing  the  contract  is  made  prop- 
erly. 

Interests  which  may  operate  against 
this  accessibility  occur  within  the  clinician 
himself;  within  the  institution;  within  the 
deceased,  the  family,  and  the  undertaker; 
within  the  pathologist;  within  thethird  par- 
ty of  the  medical  economical  system;  and 
within  the  coroner-medical  examiner  sys- 
tem. All  have  been  recognized  and  their 
role  in  the  autopsy  discussed.  All  have  been 
informed  to  some  degree  of  the  benefits 
derived  from  autopsy,  but  an  emphatic 
statement  of  the  clinician’s  privilege  to  ar- 
range the  autopsy  has  not  been  empha- 
sized. This  privilege  is  not  indissolvable. 
The  interests  of  the  other  groups  men- 
tioned can  act  to  restrict  this  privilege  un- 
til it  is  virtually  nonexistent. 

The  autopsy  privilege,  however,  can  be 
protected.  As  educators  we  can  teach  med- 
ical students  the  significance  and  use  of 
the  autopsy;!^-^®  as  interns  and  residents 
we  can  demonstrate  its  clinical  use;’^’^  as 
physicians  we  can  teach  a rational  ap- 
proach to  death  and  disease  through  the 
autopsy.®  The  goal  is  a full  understanding 
of  disease  in  all  people,  gained  by  utilizing 
all  knowledge  from  each  patient’s  disease. 
At  all  levels  of  administrative  detail  it  is 
necessary  to  provide  the  clinician  with  all 
the  information.  Progress  will  result.  The 
capabilities  of  autopsy  diagnosis  are  in- 
creasing, and  this  valuable  method  for  the 
study  of  disease  must  be  retained  for  the 
use  of  the  clinician.® 

The  physician  should  be  aggressive  in 
claiming  his  prerogative  to  an  autopsy  on 
his  patients.  Hard  established  precedents 
and  institutional  understandings  should 
anticipate  the  problems  through  which 


autopsies  are  lost  due  to  administrative 
errors.  Certainly  clinicians  should  guard 
their  autopsy  privileges  and  insist  on 
speedy,  thorough  autopsies  performed  by 
capable  pathologists.  They  should  not  al- 
low delay  or  ineptitude.  They  should  re- 
quire that  the  autopsy  be  performed  upon 
receipt  of  the  permission  lest  the  family 
change  its  mind  after  commencing  burial 
arrangements.  The  clinician  must  maintain 
a vigilant  attitude  or  the  autopsy  privilege 
will  be  lost  by  erosion. 

The  autopsy  is  in  fact  a beginning,  it  pro- 
vides the  final  evidence  by  which  a diagno- 
sis of  a disease  may  be  established.^®  Upon 
the  surety  of  this  diagnosis,  further  stud- 
ies into  the  epidemiology  of  the  disease  are 
possible  and  inquiries  into  environmental 
exposures,  work-associated  exposures, 
and  other  hazards  inapparent  at  the  time 
of  clinical  study  may  be  carried  out  with 
reassurance.  A definitive  search  for 
causative  factors  is  possible.  Discovery  of 
the  etiological  factors  of  disease  as  re- 
vealed by  the  autopsy  is  one  of  the  initial 
steps  in  preventive  medicine. 

The  autopsy  is  an  implicit  positive  priv- 
ilege within  the  bounds  of  the  doctor-pati- 
ent relationship.^®  As  it  is  the  duty  of  the 
physician  to  practice  scientific  medicine,  it 
is  his  privilege  to  have  the  scientific  autop- 
sy information  to  complete  his  investiga- 
tion. 
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Found  useful  in  the  management  of  vertigo*  associated  with 
seases  affecting  the  vestibular  system. 

Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
Usual  adult  dosage  for  Antivert/25  for  verrigo:*  one  tablet  t.i.d. 
Also  available  as  Antivert  (meclizine  HCl)  12.5  mg.  scored 
blets,  for  dosage  convenience  and  flexibility. 

Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 
.tusea,  vomiting  and  dizziness  associated  with  motion  sickness. 
tIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Adnumsnation  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  connamdicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  speaes  other  than  the  rat. 

Meclizine  HCl  is  connaindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Connaindicationsl’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 
request. 


AAtivert725 

(meclizine  HCl)  25  mg.Tablets 

for  vertigo* 


ROeRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Effectiveness  across 
the  spectrum  of  most 
common  forms 
of  insomnia 


Awake  too  long,  awake  too  often, 
awake  too  early. . . 

These  are  the  most  common  forms  of  insomnia, 
and  may  occur  singly  or  in  any  combination. 

The  night  of  troubled  sleep  depicted  here 
comprises  all  three  types.  As  the  night 
progresses  from  left  to  right,  each 
sleep  stage  is  identifiable  by  its  own 
shade  of  gray.  Blue  represents  “Awake!’ 


As  you  can  see,  this  hypothetical  “patient” 
takes  well  over  an  hour  to  fall  asleep,  awakens 
several  times  during  the  middle  of  the  night 
and  awakens  too  early  in  the  morning. 


Sleep  Stages 

Stage  2 
Stage  3 
Stage  4 


2 3 


Awake  too  long 


4 


5 


Awake  too 


during  the  night 


The  insomnias  most  often 
occurring  in  young  and  older  adults 

For  patients  with  trouble  (ailing  asleep 
(common  in  young  adult  insomnia  patients), 
Dalmane  (flurazepam  HCl)  30  mg  provides  sleep 
within  17  minutes,  on  average.  For  those  with 
trouble  staying  asleep  or  sleeping  long 
enough  (common  in  those  over  50),  Dalmane 
offers  increased  total  sleep  time  with  fewer 
nocturnal  awakenings.  These  clinical  results 
were  demonstrated  in  studies  conducted  in 
four  geographically  separated  sleep 
research  laboratories.*-^ 


The  relative  safety  of  Dalmane 
(flurazepam  HCl)  is  well  documented 

Dalmane  (flurazepam  UCl)  is  relatively  safe 
and  well  tolerated;  morning  “hang-over”  has 
been  infrequent.  The  usual  adult  dosage  is  30 
mg;  in  elderly  or  debilitated  patients,  limit 
initial  dosage  to  15  mg  to  preclude  over- 
sedation, dizziness  or  ataxia.  Caution  patients 
about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants. 


7 Hours 


Awake  too  early 


Broad-spectrum 
medication  for  the 
most  common  forms 
of  insomnia 

Dalmane 

(flurazepam  HCl) 

One  30-rng  capsule  h.s.  — usual  adult  dosage 

( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 

elderly  or  debilitated  patients. 

□ induces  sleep  rapidly 

□ reduces  nighttime  awakenings 

□ lengthens  total  sleep  time 


Please  see  following  page  for  a 
summary  of  complete  product  information. 


Broad-spectrum  medication  for 
the  most  common  forms  of  insomnia 


Dalmane 

(flurazepamHCI)  © 


Objectively  proved  in  the 
sleep  research  laboratory, 
Dalmane 

□ induces  sleep  within 
17  minutes,  on  average 

□ reduces  nighttime 
awakenings 

□ provides  7 to  8 hours 
sleep,  on  average,  with- 
out repeating  dosage 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning awakening:  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 


recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ata.xia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement. 


stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  benefi 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Annual  Session: 

more  than  a century  of  progress 


A presentation  of  the  Cherokee  alphabet 
. . . use  of  the  cocklebur  as  an  antidote  for 
snakebite  . . . the  growing  popularity  of 
hypodermic  medication  . . . the  need  for  a 
state  university  with  an  adequate  medical 
department . . . These  were  some  of  the 
topics  of  discussion  at  the  1876  annual 
session  of  the  Texas  Medical  Association. 
What  a difference  100  years  makes!  If  a 
physician  from  1876  were  to  visit  this 
year’s  May  6-9  session  in  Dallas,  he  would 
be  astonished,  bewildered,  surprised,  and 
a bit  confused  ...  to  say  the  least. 

Scientific  Activities 

Fifty-two  prominent  medical  leaders  have 
been  secured  for  the  1976  Annual  Ses- 


sion.They will  be  complemented  by  some 
300  TMA  members  who  will  participate  in 
the  scientific  program,  along  with  100 
special  essayists  who  include  research- 
ers, therapists,  attorneys,  and  other  pro- 
fessional representatives. 

Featured  speakers  for  the  general  meet- 
ing luncheons  to  be  held  May  6,  7,  and  8 
will  be,  respectively.  Dr.  Max  H.  Parrott, 
president  of  the  American  Medical  Associ- 
ation; Ann  Landers,  nationally  syndicated 
newspaper  columnist,  and  former  Gover- 
nor of  Texas  John  B.  Connally. 

The  format  for  the  Dallas  convention  calls 
for  heavy  days  of  scientific  programming 
on  Thursday,  Friday,  and  Saturday.  Twen- 
ty sections,  eight  committees,  and  36  spe- 
cialty and  related  medical  societies  will  be 


Downtown  Dallas  makes  an  impressive  skyline  view.  Annual  Session  activities  will  be  based  in  the  heart  of  the  city. 
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Ann  Landers,  syndicated  columnist,  will  address  the  May 
7 general  meeting  luncheon.  Her  topic  will  be  “Dear 
Doctor:  Ann  Landers  Has  a Problem." 
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Former  Governor  John  B.  Connally  will  be  the  featured 
guest  speaker  at  the  May  8 general  meeting  luncheon. 
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conducting  business  and  scientific  meet- 
ings. 

Four  significant  special  features — a car- 
diopulmonary resuscitation  training  pro- 
gram, AMA-TMA  postgraduate  courses, 
live  teaching  demonstrations,  and  a post- 
graduate course  on  high  risk  pregnancy 
and  perinatal  medicine — will  provide 
added  highlights  for  scientific  aspects  of 
the  Annual  Session. 

The  cardiopulmonary  resuscitation  train- 
ing program  will  provide  instruction  in 
basic  life  support  and  various  aspects  of 
advance  life  support.Faculty  members  will 
discuss  basic  life  support,  endotracheal 
intubation  and  airway  adjuncts,  arrhyth- 
mia recognition  and  defibrillation,  and 
drugs  used  in  CPR.  The  program  will  be 
presented  May  7 and  will  be  limited  to  60 
persons.  If  response  indicates,  a second 
course  will  be  offered  on  May  8.  Attending 
physicians  will  receive  AMA  Category  I 
credit,  along  with  certification  that  they 
have  participated  in  a four-hour  CPR 
course. 

The  course  will  be  directed  by  Dr.  Albert 
E.  Raizner,  of  Houston  and  will  be  spon- 
sored jointly  by  the  Texas  Medical  Associ- 
ation; the  American  Heart  Association, 
Texas  Affiliate;  and  the  Baylor  Heart  and 
Blood  Vessel  Research  and  Demonstra- 
tion Center.  Emphasis  will  be  placed  on 
small  group  and  individualized  instruc- 
tion.The  registration  fee  for  the  course  is 
$40. 

Spurred  by  the  success  of  postgraduate 
courses  which  were  presented  in  San  An- 
tonio in  1975,  the  Council  on  Annual  Ses- 
sion again  requested  the  AMA  to  assist  in 
offering  six  courses  during  the  Dallas 
meeting.  The  classes  will  be  presented 
starting  at  8 am  May  9 in  order  to  avoid 
conflict  with  the  established  features  of  the 
Annual  Session.  The  topics  for  the  courses 
are  basic  electrocardiography;  derma- 
tology for  non-dermatologists;  acid-base, 
fluid,  and  electrolyte  balance;  office  gyne- 


cology; antibiotics — the  proper  selection; 
and  life  saving  measures  for  the  critically 
injured.  The  courses  will  be  directed  by 
physicians  associated  with  The  University 
of  Texas  Southwestern  Medical  School 
and  Scott  and  White  Clinic.  Each  course 
will  be  five  hours  in  duration. 

Physicians  will  be  provided  with  a syllabus 
for  home  study.  Registrants  are  eligible 
for  Category  I credit  toward  the  AMA  Phy- 
sician’s Recognition  Award  and  elective 
credit  for  family  physicians.  The  fee  for 
each  course  is  $55.  The  AMA  will  prepare 
the  syllabuses,  receive  the  registration 
fees,  and  provide  personnel  to  administer 
the  program. 

Live  teaching  demonstrations  also  proved 
to  be  a popular  feature  when  first  pre- 
sented in  San  Antonio  in  1975.  The  pre- 
sentations will  be  offered  at  9 am,  1 1 am, 
2 pm,  and  4 pm  on  May  6 and  7 and  at  the 
first  three  times  on  May  8.  The  demon- 
strations cover  clinical  problems  for 
practicing  physicians.  They  will  be  pre- 
sented by  recognized  authorities  utilizing 
patients,  models,  or  video-taped  profiles. 
The  postgraduate  course  on  high-risk 
pregnancy  and  perinatal  medicine  will  be 
presented  on  May  7 under  the  sponsor- 
ship of  TMA’s  Sections  on  Pediatrics  and 
on  Obstetrics  and  Gynecology,  and  under 
the  direction  of  Dr.  Charles  R.  Rosenfeld 
of  Dallas.  The  course  will  carry  six  hours 
of  AMA  Category  I credit. 

Regular  features  return 

Once  again,  the  Curbstone  Consultations 
will  be  held  to  provide  a forum  for  inform- 
al discussion  of  subjects  concerned  with 
the  broad  aspects  of  medicine.  This  year’s 
discussions  are  scheduled  for  May  7 from 
5-6  pm  and  May  8 from  4:30-5:30  pm. 
Complimentary  beer,  coffee,  and  soft 
drinks  will  be  served. 

Plans  for  13  Continental  Breakfast  pre- 
sentations have  been  finalized  for  the 
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mornings  of  May  7 and  8.  Programs  fea- 
ture 15  minutes  of  informal  discussion 
and  refreshments  followed  by  10-15  min- 
utes of  remarks  from  speakers  and  a 
question  and  answer  period.  The  13 
selected  topics  cover  a broad  range  of 
medical  problems  including  hypergly- 
cemia, breast  carcinoma,  antibiotics, 
skeletal  imaging,  glaucoma,  chronic  pain, 
and  rheumatoid  arthritis. 

Exhibits 

Always  an  interesting  attraction  for  physi- 
cians and  guests  alike,  160  scientific  and 
technical  exhibits  will  be  on  display  during 
the  Annual  Session  in  the  ballrooms  of  the 
Fairmont  Hotel.  In  addition,  the  Ninth  An- 
nual Physicians  and  Spouses  Art  Exhibi- 
tion will  be  located  on  the  lobby  level  of  the 
Fairmont.  The  exhibit  will  include  such 
works  as  paintings,  sculpture,  photogra- 
phy, and  arts  and  crafts. 

Just  for  the  fun  of  it 

Golf  and  tennis  tournaments  are  planned 
to  begin  on  May  5.  Both  events  will  be  held 
at  the  Royal  Oaks  Country  Club,  located 
approximately  15  minutes  from  downtown 
Dallas,  A skeet  and  trap  tournament  also 
is  planned  May  5 at  the  Dallas  Gun  Club. 
Sports  activities  information  may  be  ob- 
tained from  Dr.  Phillip  E.  Williams,  Jr.,  of 
Dallas.  Dr.  Williams  is  also  arranging  for 
a block  of  tickets  at  attractive  prices  for 
the  Byron  Nelson  Golf  Classic  in  Dallas 
May  9. 

Reserve  Saturday  night  for  cocktails, 
buffet  dinner,  and  dancing  with  TMA. 

Party  proceeds  go  to  the  Student  Loan 
Fund  of  the  Woman’s  Auxiliary.  The  party 


will  begin  at  7 pm  at  the  Statler  Hilton 
Hotel.  Mai  Fitch  and  his  orchestra  will 
provide  the  music  for  the  evening.  Tickets 
are  set  at  $20  per  person. 

Other  entertainment  activities  are  being 
planned  by  various  fraternity  and  alumni 
groups. 

And  Dallas,  too 

And  if  Annual  Session  activities  leave  any- 
one a spare  moment,  there’s  the  bustling 
metropolis  of  Dallas  to  explore.  Head- 
quarters hotels — Fairmont  Hotel  for 
scientific  sessions  and  exhibits,  Statler 
Hilton  Hotel  for  business  meetings,  and 
the  Sheraton-Dallas  Hotel  for  auxiliary 
meetings  and  scientific  sessions — are 
conveniently  located  in  downtown  Dallas. 
The  list  of  Dallas’  attractions  go  on  and 
on.  To  name  just  a few,  there  are  theater 
centers,  dinner  theaters,  many  fine  res- 
taurants, nightclubs  with  name  entertain- 
ment, museums  and  permanent  exhibits, 
recreational  facilities,  sports  facilities, 
and  medical  and  research  centers. 

You  won’t  want  to  miss  this  convention. 
Planners  have  gone  all  out  to  make  the  Bi- 
centennial Annual  Session  an  event  to  re- 
member. Pre-registration  and  housing 
forms  may  be  found  on  p 107. 

See  you  in  May  in  “The  Time  of  Your  Life 
City.’’ 

Things  to  do  and  see  in  Dallas 
Theaters 

Dallas  Theater  Center,  3636  Turtle  Creek.  The  pri- 
mary showcase  for  the  dramatic  productions  of 
the  Dallas  Theater  Center  is  the  416-seat  Kalita 
Humphreys  Theater.  Tours  available. 

Country  Dinner  Playhouse,  11829  Abrams  Road 
and  LBJ  Freeway. 
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Six  Flags  Over  Texas  is  just  one  of  the  many  attractions  for  visitors  in  the  Dallas  area. 


Crystal  Palace  Dinner  Theatre,  6532  E Northwest 
Highway. 

Granny’s  Dinner  Playhouse,  12205  Coit  Road. 

Windmill  Dinner  Theater,  4811  Keller  Springs  Rd. 

Theater  Three,  2800  Routh  St.  Located  in  “The 
Quadrangle,”  Theater  Three  is  Dallas’  resident 
arena  theater. 

Amusements/Attractions 

Lion  Country  Safari,  Dallas-Fort  Worth  Turnpike  at 
Belt  Line  Road.  An  open-space  animal  exhibit  fea- 
turing African  wildlife. 

Six  Flags  Over  Texas,  Dallas-Fort  Worth  Turnpike. 


World-famous  amusement  park.  Open  on  week- 
ends only  through  late  May. 

Dallas  Zoo,  Marsalis  Park.  Contains  50  acres  with 
an  average  of  2,000  mammals,  birds,  reptiles, 
and  amphibians.  Open  daily. 

Mesquite  Championship  Rodeo,  Hickory  Tree 
Road,  Mesquite.  Every  Friday  and  Saturday  Night 
April  through  September. 

State  Fair  Park,  2 miles  east  of  downtown.  In- 
cludes The  Age  of  Steam,  Aquarium,  The  Garden 
Center,  Health  and  Science  Museum  and  Plane- 
tarium, Museum  of  Natural  History,  Dallas  Mu- 
seum of  Fine  Arts,  Texas  Hall  of  State,  Wax  World, 
and  Texas  Sports  Hall  of  Fame. 


103 


Volume  72,  April,  1976 


104 


John  F.  Kennedy  Memorial  Plaza,  Main,  Com- 
merce, Record,  and  Market  Streets. 

Shopping 

NorthPark,  North  Central  Expressway  at  North- 
west Highway,  Exits  15  & 16.  Over  135  individual 
stores  in  climate  controlled  malls. 

The  Olla  Podrida,  Coit  Road,  Exit  20  off  N Central 
Expressway.  Located  in  an  old  barn.  The  Olla 
Podrida  contains  an  array  of  small  artists  shops 
featuring  paintings,  photographs,  weaving,  pot- 
tery, brass,  greenery,  leather,  jewelry. 

The  Quadrangle,  2800  Routh  St.  Over  50  different 
shops  and  restaurants.  The  array  of  specialty 
shops  and  boutiques  offer  Indian  crafts,  antiques, 
crystal,  fine  linens,  toys,  books,  fabrics,  jewelry, 
works  of  art,  flowers,  and  sporting  goods. 

Carillon  Plaza,  Preston  Rd  at  Alpha  Rd.  Restau- 
rants and  shops  including  antiques,  accessories, 
books,  furniture,  clothing  and  other  items. 

Restaurants 

Bagatelle,  Greenville  Ave  at  University.  French 
country  style  atmosphere. 

Blooms,  2917  Fairmont.  Continental  entrees. 

Chablis,  Quadrangle.  French  specialties. 

China  Inn,  6521  E Northwest  Highway.  At  the 
forefront  of  the  Oriental  restaurant  scene. 

Enclave,  8325  Walnut  Hill.  Widely  varied  conti- 
nental menu. 

Ewald’s,  5415  W Lovers  Lane.  Noted  for  fine  veal 
dishes. 

Mario’s,  135  Turtle  Creek  Village.  Italian  spe- 
cialties. 

Mr.  Peppe,  5617  W Lovers  Lane.  French  cuisine. 

Oporto  Oyster  Bar,  2929  N Henderson.  Seafood. 

Oz,  5469  LBJ  Freeway.  Outstanding  restaurant 
and  club.  Staff  with  international  credentials. 

Pyramid  Room,  Fairmont  Hotel.  Truly  gourmet 
restaurant. 


The  Quadrangle  is  a unique  assemblage  of  over  30 
specialty  shops,  art  and  antique  galleries,  and  gourmet 
restaurants  located  only  a few  blocks  from  downtown. 


A giant  plaster  model  of  a human  ear  is  one  of  the  many 
intriguing  exhibits  on  display  at  the  Dallas  Health  and 
Science  Museum  and  Planetarium  in  Fair  Park. 
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PERSONAL  FINANCIAL  MANAGEMENT  FOR  PHYSICIANS 

Private  consultation  in  the  following  areas 


Reducing  Your  Taxes 

Setting  Up  Your  Children's 
Educational  Plan 

Evaluating  Lazy  Assets 


Planning  Your  Retirement 

Help  in  Making  Financial 
Decisions 

if  Estate  Evaluation 


if  Assistance  in  the  Location,  Evaluation,  and  Structure 
of  Personal  Investments 

This  service  does  not  involve  the  giving  of  advice  in  re- 
gard to  or  the  sale  of  securities,  nor  does  it  involve  the 
solicitation  or  sale  of  insurance  or  the  giving  of  legal 
advice. 


This  unique  service  is  provided  by: 


r^. 
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75s://i 

^9/i  j 356-65.9/ 

Reference  & background  information  available  on  request 


KELSEY-SEYBOLD  CLINIC 

TEXAS  MEDICAL  CENTER  • 6624  FANNIN  STREET  • HOUSTON,  TEXAS  77030  • AC  (713)  797-1551 


INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  F.A.C.A. 

Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  F.A.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  F.A.C.P. 

D.  D.  Goulden,  M.D. 

M.  J.  Mihalick,  M.D. 

Endocrine  and  Metabolic  Diseases 

M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D. 

Gastrointestinal  Diseases,  Endoscopy 
J.  R.  Kelsey,  Jr.,  M.D.,  F.A.C.P. 

P.  S.  Bentlif,  M.D.,  F.A.C.P. 

R.  D.  Eichhom,  M.D.,  F.A.C.P. 

F.  S.  O’Neil,  M.D.,  FAC.P. 

J.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

N.  H.  Nauert,  Jr.,  M.D. 

J.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

General  Medicine  and  Oncology 
C.  F.  Taboada,  M.D.,  F.A.C.P. 

E.  N.  Root,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  FAC.P. 


Infectious  Diseases 
S.  Riggs,  M.D.,  F.A.C.P. 

Nuclear  Medicine 
D.  E.  Mouton,  M.D. 

Occupational  Health  Services 
M.  B.  Johnston,  M.D.,  FAC.Pr.M. 
F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 


Pulmonary  Diseases,  Bronchoscopy 
S.  P.  Fischer,  M.D.,  FAC.P. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  F.A.A.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 

Endoscopy  & Colonoscopy 
W.  D.  Seybold,  M.D.,  F.A.C.S. 

J.  D.  McMurrey,  M.D.,  FAC.S. 

J.  L.  Dogget,  M.D.,  F.A.C.S. 

M.  F.  Appel,  M.D.,  F.A.C.S. 

NEUROLOGY 

R .R.  Pierce,  M.D.,  F.A.A.N. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody  M.D.,  FJt.C.S, 
F.A.C.O.G. 

W.  A.  Johnson  III,  M.D.,  FAC.O.G 

OPHTHALMOLOGY 

H.  E.  Wahlen,  M.D.,  D.A.B.O. 


ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 

T.  H.  Crouch,  M.D.,  F.A.C.S. 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  F.AAP. 
Allergy  and  Pulmonary  Diseases 

C.  W.  Ewing,  M.D.,  F.A.A.P. 

Gastroenterology 
G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 

F.  J.  Boland,  M.D. 

R.  M.  Thaller,  M.D. 

PSYCHIATRY 

C.  G.  Cochran,  M.D. 

R.  Daichman,  M.D. 

RADIOLOGY 

R.  J.  Kurth,  M.D.,  F.A.C.R. 

E.  G.  Linares,  M.D. 

P.  Raphael,  M.D. 


UROLOGY 

D.  W.  Pranke,  M.D.,  FAC.S. 

F.  M.  Fry,  M.D. 

DENTISTRY 

J.  W.  Orr,  D.D.S. 

SPEECH  PATHOLOGY 
& AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  MA 
S.  McKee,  M.A. 

EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  F.A.C.C.M. 

K-S  POST  OAK 

Post  Oak  Tower  Building,  Suite  385 
5051  Westheimer 
Houston,  Texas  77027 
(713)  622-8340 


K-S  WEST 

1900  Yorktown,  Houston,  Texas 
77024  (713)  622-8211 

K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Houston,  Texas 
77002  (713)  654-4401 
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LEGALPROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

SUPREME  COURT  UPHOLDS  CONVICTION  OF  PHYSICIAN  AS  ‘DRUG  PUSHER' 


In  December,  1975,  the  U S Supreme 
Court  upheld  the  conviction  of  a Washing- 
ton, D C physician  who  had  been  convicted 
of  violating  federal  drug  control  laws.  The 
Court  held  in  United  States  V5  Moore  that 
the  conviction  of  the  physician  on  22 
counts  of  violating  federal  drug  control 
laws  with  a maximum  sentence  of  up  to  45 
years  and  fines  of  $15,000  should  be  up- 
held. 

The  Court  distinguished  between  the 
penalties  which  may  be  imposed  against  a 
physician  for  violation  of  the  Controlled 
Substances  Act  and  those  penalties  which 
apply  to  those  convicted  of  the  significantly 
greater  offense  of  acting  as  a "drug  push- 
er.” 

In  this  case,  the  physician  indiscrim- 
inately prescribed  methadone  following  a 
most  “perfunctory  examination  . . . and  an 
unsupervised  urinalysis  (the  results  of 
which  were  regularly  ignored).” 

The  Court  noted  that  prescriptions 
were  written  based  upon  the  request  of  the 
patient  and  not  medical  indication.  The 
physician  charged  the  patient  for  the 
amount  of  the  pills  prescribed,  not  for  the 
medical  service  rendered. 

The  physician  argued  that  the  lesser 
penalties  provided  under  the  Controlled 
Substances  Act  applied  to  him  since  he  was 
a registrant  and  the  prescriptions  were 
made  in  the  practice  of  medicine. 

The  Court  rejected  this  argument  and 
noted  that  the  protection  of  the  registrant 
is  waived  when  he  fails  to  act  as  a physi- 
cian. The  Court  held: 

Implicit  in  the  registration  of  a physi- 
cian is  the  understanding  that  he  is  au- 
thorized to  act  "as  a physician.” 


practice  medicine  is  not  a license  to  pre- 
scribe indiscriminately.  There  must  be  a 
medical  necessity  and  a therapeutic  need 
for  the  drug  prescribed. 

The  Texas  Medical  Practice  Act  also 
provides  that  a physician  may  have  his  li- 
cense revoked  for  unprofessional  or  dis- 
honorable conduct  if  he  prescribes  or  ad- 
ministers a drug  or  treatment  which  is 
non-therapeutic  in  nature  or  non-thera- 
peutic  in  the  manner  such  drug  or  treat- 
ment is  prescribed. 

The  Moore  decision  puts  physicians  on 
notice  that  the  desire  of  a patient  to  secure 
a drug  or  the  need  for  a drug  to  "stay 
awake  to  drive  a truck”  or  “stay  awake  to 
gamble”  does  not  constitute  a therapeutic 
need  for  the  prescription.  A physician  pre- 
scribing for  such  reasons  or  merely  at  the 
request  of  the  patient  may  subject  his  li- 
cense to  cancellation  by  the  State  Board  of 
Medical  Examiners  and  his  federal  and 
state  Controlled  Substances  Registration 
to  cancellation  or  restriction. 


The  lessons  of  this  case  should  be  clear 
to  all  practicing  physicians.  The  license  to 
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MEDICINE  AND  THE  LAW 


NEGLIGENT  MISREPRESENTATION 

In  the  following  case.^  “negligent  misre- 
presentation” was  recognized  as  a cause 
of  action  against  a treating  physician  who 
allegedly  negligently  failed  to  diagnose  the 
physical  condition  of  the  patient.  Relying 
upon  advice  from  the  physician,  the  pa- 
tient settled  a personal  injury  claim 
against  another  person  for  substantially 
less  than  his  true  damages. 

Facts 

The  patient  brought  an  action  to  recover 
against  a treating  physician  on  the  theory 
that  the  physician  negligently  diagnosed 
the  patient’s  physical  condition  and  mis- 
represented the  extent  of  his  injuries. 

This  information  caused  the  patient  to  set- 
tle his  claim  for  damages  against  an  auto- 
mobile insurance  carrier  for  a lesser 
sum  than  he  would  have  settled  for  other- 
wise. 

The  plaintiff  had  been  involved  in  an  auto- 
mobile collision  in  1962  which  resulted  in 
injuries  to  his  cervical  spine.  He  was 
treated  by  the  defendant  doctor  and  ap- 
parently recovered.  He  had  been  periodi- 
cally treated  by  the  defendant  physician 
until  1969.  In  the  latter  part  of  1969,  the 
plaintiff  was  involved  in  another  collision 
which  caused  injuries  to  his  cervical  spine 
and  discomfort  and  aching  in  the  neck, 
shoulders,  thumbs,  and  other  portions  of 
the  body.  The  plaintiff  was  examined  by 
the  defendant  physician  who  diagnosed 
muscle  tightness  in  the  upper  right  and 
left  trapezius  muscles.  There  was  some 
limitation  of  motion  due  to  the  discomfort 
in  the  cervical  spine.  A few  days  after  the 
examination,  the  plaintiff  telephoned  the 
defendant  physician  to  tell  him  that  an  in- 
surance carrier  representative  for  the 
driver  of  the  other  car  was  attempting  to 
negotiate  a settlement.  He  inquired  as  to 


whether  or  not  it  would  be  a proper  time 
to  make  a settlement.  The  defendant  physi- 
cian allegedly  stated  to  the  plaintiff  that 
his  injuries  were  substantially  the  same  as 
he  had  received  before  and  that  he  could 
expect  to  make  a complete  recovery  from 
it.  Therefore,  it  would  be  a good  idea  to  go 
ahead  and  settle.  Based  upon  this  alleged 
representation,  the  plaintiff  settled  with 
the  insurance  carrier. 

The  plaintiff  alleged  that  shortly  after  he 
settled  the  claim,  his  condition  began  to 
deteriorate  and  has  continued  to  deterio- 
rate. The  plaintiff  alleged  that  he  had  been 
hospitalized,  had  several  surgeries,  and 
was  still  receiving  treatment  in  an  effort 
to  alleviate  his  condition.  The  plaintiff 
stated  he  was  unable  to  sleep  or  rest  ade- 
quately. He  stated  he  had  suffered  ex- 
treme and  unendurable  physical  pain  and 
mental  suffering.  The  plaintiff  alleged  that 
he  had  lost  approximately  $2,500  per 
month  from  his  business,  and  that  he 
would  continue  to  lose  time  from  his  busi- 
ness in  the  future  because  of  his  injuries. 
The  plaintiff  also  alleged  that  he  had  in- 
curred $41,621.68  in  medical  bills  and 
would  have  future  medical  bills  in  the  sum 
of  at  least  $20,000.  The  plaintiff  stated 
that  had  the  defendant  physician  not  negli- 
gently advised  him  to  settle  his  case,  he 
would  have  not  settled  until  the  true  na- 
ture and  extent  of  his  injury  was  known. 

He  could  then  have  collected  his  true  dam- 
ages from  the  driver  of  the  other  vehicle. 
For  this  reason,  the  plaintiff  stated  that  he 
is  entitled  to  recover  from  the  defendant 
physician  the  damages  he  would  have  re- 
covered from  the  third  party.  The  plain- 
tiff asked  for  a judgment  from  the  defend- 
ant in  the  sum  of  $261,621.68. 

The  trial  court  had  previously  sustained  a 
special  exception  to  the  effect  that  the 
original  petition  failed  to  state  a cause  of 
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action  and  dismissed  the  suit.  The  Court  of 
Civil  Appeals  reversed  the  trial  court  and 
ordered  the  case  to  be  tried. 

Discussion 

The  plaintiff  contended  that  he  had  stated 
a cause  of  action  commonly  known  as 
“negligent  misrepresentation.”  The  court 
said  that  most  jurisdictions,  and  particu- 
larly the  more  modern  decisions,  have  re- 
cognized a cause  of  action  on  negligent 
misrepresentation.  In  Texas  the  court 
stated  it  constituted  a specie  of  remedial 
fraud. 

Section  552  under  Topic  3 of  The  Restate- 
ment of  Torts,  Second  Edition,  1966  states 
that  “one  who,  in  the  course  of  his  busi- 
ness, profession  or  employment,  or  in  a 
transaction  in  which  he  has  a pecuniary 
interest,  supplies  false  information  for 
the  guidance  of  others  in  their  business 
transactions,  is  subject  to  liability  for  pe- 
cuniary loss  caused  them  by  their  justifi- 
able reliance  upon  the  information,  if  he 
fails  to  exercise  reasonable  care  or  com- 
petence in  obtaining  or  communicating 
the  information.”  The  court  stated  that 
liability  is  limited  in  this  type  of  case  to  the 
loss  suffered  (a)  by  the  person  or  one  of 
the  persons  for  whose  benefit  and  guid- 
ance he  intends  to  supply  the  informa- 
tion, or  knows  that  the  recipient  intends  to 
supply  it;  and  (b)  through  reliance  upon  it 
in  a transaction  which  he  intends  the  in- 
formation to  influence,  or  knows  the  reci- 
pient so  intends  or  in  a substantially  simi- 
lar transaction.  The  court  further  stated 
that  intent  is  not  an  element  and  need  not 
be  pled. 

The  court  pointed  out  that  the  same  theo- 
ry had  been  applied  to  abstractors  of  title, 
accountants,  surveyors,  inspectors  of 
goods,  and  others. 

The  court  stated  that  in  this  particular 
case,  the  plaintiff’s  pleadings  assumed  to 
be  true,  the  theory  shows  that  the  defend- 
ant, in  the  course  of  his  profession,  sup- 
plied false  information  to  the  plaintiff  for 
the  plaintiff’s  guidance  in  his  business 
transactions:  that  the  defendant  failed  to 
exercise  reasonable  care  in  several  parti- 
112  culars  in  the  gathering  of  the  information; 


that  the  plaintiff  relied  on  the  information 
in  a transaction  the  defendant  intended  it 
to  influence:  and  that  the  plaintiff  thereby 
suffered  pecuniary  loss.  The  court  stated 
that  these  pleadings  do  state  a cause  of 
action  on  negligent  misrepresentation, 
and  a proper  measure  of  damages. 

Conclusion 

As  is  true  in  this  particular  case,  the 
majority  of  medical  malpractice  cases  are 
tried  on  a negligence  theory.  A cause  of 
action  for  negligence  in  medical  malprac- 
tice action  does  not  differ  basically  from 
the  usual  tort  action  insofar  as  its  ele- 
ments are  concerned.  The  elements  in- 
clude the  following:  (1)  the  existence  of  a 
duty  of  care  on  the  part  of  the  physician; 
(2)  negligent  breach  of  that  duty;  (3)  re- 
sulting injury  to  the  plaintiff  (sometimes 
referred  to  as  proximate  cause);  and 
(4)  damages.  The  duty  owed  by  the  physi- 
cian to  his  patient  arises  when  the  patient- 
physician  relationship  is  established. 
There  is,  however,  a presumption  that  the 
physician  has  discharged  his  full  duty.  To 
defeat  this  presumption,  affirmative 
proof  of  a breach  of  the  duty  coupled  with 
affirmative  proof  that  the  breach  results 
in  injury  is  required.  As  is  true  of  negli- 
gent actions  generally,  the  breach  of  duty 
may  consist  of  an  act  of  omission  or  com- 
mission. The  physician  may  fail  to  do  what 
a doctor  in  the  exercise  of  ordinary  care 
would  have  done  or  would  not  have  done 
toward  his  patient. 

This  theory  of  “negligent  misrepresenta- 
tion” would  dictate  to  the  prudent  physi- 
cian that  he  or  she  should  exercise  cau- 
tion in  advising  patients  on  the  settlement 
of  a cause  of  action.  This  case  points  out 
that  wherein  the  facts  warrant,  the  courts 
will  hold  physicians  liable  for  failure  to 
diagnose  coupled  with  communication  of 
such  information  and  reliance  upon  the 
same  to  the  damage  of  the  patient. 

TMA  Office  of  General  Counsel 

Ace  Pickens 


^Rosenthal  vs  Blum,  529  SW2d  102  (Tex.Civ.App. 
1975). 
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Medicine  in  literature 


BREAKING  THE  CHAIN  OF  CROSS  INFEC- 
TION, (motion  picture),  American  College 
of  Surgeons,  Surgical  Film  Library,  Davis 
and  Geek  Distributors,  1973,  17  min,  sd, 
color. 

Certain  policies  and  procedures  must  be  in- 
stituted in  orderto  prevent  the  transmis- 
sion of  infection  by  patients  and  hospital 
staff.  This  film  presents  the  patient-cen- 
tered activities  of  various  nursing  units  and 
in  the  operating  room  to  demonstrate  ef- 
fective methods  of  contamination  control. 

ANEURYSMAL  DISEASE,  slide  presenta- 
tion, Medcom,  1973,  100  color  slides,  2x2. 

Discusses  the  classification,  pathogenesis, 
diagnosis,  and  surgical  correction  of  true 
and  false  aneurysms.  Accompanying  mon- 
ogram. 

AORTO-ILIAC  AND  PERIPHERAL  OC- 
CLUSIVE DISEASE,  slide  presentation, 
Medcom,  1973,  100  color  slides,  2x2. 

Clinical  and  radiologic  presentation  and 
surgical  correction  of  these  two  main 
areas  of  the  atherosclerotic  involvement. 
Accompanying  monogram. 

LID  SURGERY,  PART  I (LID  PLASTICS), 

slide  presentation,  Medcom,  1973,  100 
color  slides,  2x2. 

Presents  the  common  lid  plastic  proce- 
dures encountered  in  ophthalmologic 
practices:  covers  trauma,  ptosis,  ble- 
pharochalasis  entropion  and  ectropion. 
Accompanying  monogram. 

LID  SURGERY,  PART  II  (MANAGEMENT  OF 
LID  TUMORS),  slide  presentation,  Med- 
com, 1973,  100  color  slides,  2x2, 

Describes  the  diagnosis  and  surgical 
treatment  of  common  lid  tumors  with 
emphasis  on  basal  cell  carcinoma.  Ac- 
companying monogram. 
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Medical  Newsmakers 


WILLIAM  A.  WEBB,  EdD,  Austin,  has  been 
named  Acting  Commissioner  of  Higher 
Education  forTexas.  In  the  position.  Dr. 
Webb  serves  as  the  chief  executive  officer 
of  the  Coordinating  Board  staff,  pending 
appointment  of  a commissioner.  Dr.  Webb 
previously  served  as  head  of  the  Division 
of  Financial  Planning  for  the  Coordinating 
Board,  Texas  College  and  University 
System. 

Two  Texans  have  been  appointed  to  com- 
mittees of  the  American  Medical  Associa- 
tion. DR.  HADEN  E.  McKAY,  Humble,  has 
been  named  to  the  Ad  Hoc  Committee  on 
Medical  Discipline.  The  Committee  will 
study  the  disciplinary  mechanisms  of 
medical  associations  and  determine  the 
effectiveness  of  medical  discipline;  rec- 
ommend appropriate  modifications  in 
medical  self-regulation  and  appropriate 
legislation  and  governmental  regulations; 
recommend  improvements  in  state  legis- 
lation and  licensure  board  regulations; 
review  the  procedures  by  which  hospitals 
limit  privileges  within  the  individual  phy- 
sician’s competence;  and  study  the  rela- 
tionship between  medical  discipline  and 
malpractice  claims.  DR.  MICHAEL  De- 
BAKEY,  Houston,  has  been  appointed  to 
the  National  Commission  on  the  Cost  of 
Medical  Care.  The  goal  of  this  commission 
is  to  appraise  all  factors  leading  to  rising 
expenditures  and  to  review  optional 
courses  for  public  and  AMA  policy  in 
coping  with  increased  costs.  The  com- 
mission will  also  explore  the  operational 
aspects  of  the  health  care  delivery  system 
and  will  facilitate  nationwide  discussion 
and  dissemination  of  the  facts  and  issues 
regarding  health  care  costs. 

DR.  JOSEPH  M.  MERRILL,  executive  vice 
president,  Baylor  College  of  Medicine, 
Houston,  has  been  granted  a one-year 
sabbatical  to  study  and  research  new 
approaches  in  medical  education  and  ad- 
114  ministration.  The  sabbatical  will  begin 


June  5,  1976.  Dr.  Merrill  will  spend  a few 
months  in  Washington,  DC  to  thoroughly 
analyze  the  U S government’s  role  in  medi 
cal  education  and  health  care  delivery.  He 
also  plans  to  visit  several  European 
countries  to  learn  about  their  medical 
training  and  health  services. 

The  Titus  Harris  Society  recently  honored 
DR.  HAMILTON  FORD,  Galveston,  for  his 
outstanding  leadership  in  the  field  of  psy- 
chiatry. Dr.  Ford  is  past  chairman  of  the 
Department  of  Psychiatry,  The  University 
of  Texas  Medical  Branch.  The  recognition 
came  during  a special  Honors  Convoca- 
tion Feb  20  at  the  Galveston  Moody 
Center. 

DR.  EDWARD  R.  JOHNSON,  assistant  pro- 
fessor of  anesthesiology  at  The  University 
of  Texas  Southwestern  Medical  School  at 
Dallas  and  director  of  clinical  anesthesio- 
logy at  Parkland  Memorial  Hospital,  has 
taken  additional  duties  as  assistant  dean 
for  student  affairs  at  the  medical  school. 
Dr.  Johnson  will  share  administrative  and 
student  responsibilities  handled  by  the 
Student  Affairs  Office,  including  work  with 
admissions,  internship  advising,  as  sum- 
mer jobs  for  students,  senior  electives, 
and  freshman  orientation. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


S.A.  Alexander 
Dallas,  1912-1975 


R.E.  Campbell 

Fort  Worth,  1916-1975 


W.E.  Carswell 
Dallas,  1901-1975 


W.H.  Heck 

San  Antonio,  1897-1975 

R.  T.  Long 
Dallas,  1920-1975 


J.A.  Neely 

Bellville,  1888-1975 


IN  MEMORIAM 


J.W.  O’Donnell  The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 

Alpine,  1909-1975  nent  memorial  to  physicians  who  have  served  their  patients,  their  profession, 

and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name 

Address  

City  and  State 
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Donor  Information; 

Name  

Address  

City  and  State  . 
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Recent  deaths 


Dr.  Campbell 


Or.  Carswell 
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Dr.  S.  A.  Alexander 

Dr.  Samuel  Anthony  Alexander,  63,  of  Dal- 
las, died  Dec  11,  1975.  Cause  of  death  was 
a heart  attack. 

Dr.  Alexander  was  a member  of  Baylor 
University  Medical  Center  staff  and  St. 

Paul  Hospital  honorary  staff. 

The  obstetrician-gynecologist  was  grad- 
uated from  Baylor  University  and  The  Uni- 
versity of  Texas  Medical  Branch.  His  in- 
ternship was  at  St.  Paul  Hospital 
(1936-37). 

Dr.  Alexander’s  professional  memberships 
included  the  Dallas  County  Medical  So- 
ciety, Texas  Association  of  Obstetricians 
and  Gynecologists,  Dallas-Fort  Worth  Ob- 
stetrical and  Gynecological  Society,  Ameri- 
can College  of  Obstetrics  and  Gynecology, 
and  Dallas  Southern  Clinical  Society. 

He  was  a veteran  of  World  War  II,  having 
served  in  North  Africa  and  Italy. 

Survivors  include  his  wife,  Evelyn  Prince 
Alexander;  two  daughters,  Elizabeth  Alex- 
anderand  Mrs.  Eddie  Clark,  all  of  Dallas; 
brother,  Anthony  Alesandra  of  Waco,  and 
sister,  Mrs.  Kermit  Lewis  of  Houston. 


Dr.  R.  E.  Campbell 

Dr.  Ralph  Elliott  Campbell,  director  of  the 
Trinity  Valley  Mental  Health-Mental  Re- 
tardation Authority’s  mental  health  clin- 
ics, Fort  Worth,  died  Nov  20,  1975,  at  the 
age  of  60. 

Dr.  Campbell,  a native  of  Fort  Worth,  was 
a graduate  of  The  University  of  Texas 
(1940)  and  The  University  of  Texas  Medi- 
cal Branch  (1943).  His  internship  in  psy- 
chiatry was  at  the  Fort  Worth  City-County 
Hospital,  He  served  residencies  at  Bev- 
erly Hills  Hospital,  Dallas;  Columbus  State 
Hospital,  Columbus,  Ohio;  and  the  Medical 
College  of  Virginia,  Richmond. 

The  physician  served  22  years  in  the  US 
Army.  He  received  the  Purple  Heart  and 


the  Silver  Star  during  World  War  II.  Addi- 
tionally, he  served  two  tours  in  the  Korean 
War.  He  was  a member  of  the  All  Army 
Pistol  Team  during  1956-59,  and  was  a 
certified  pistol  instructor. 

Dr.  Campbell’s  professional  member- 
ships included  the  Tarrant  County  Medi- 
cal Society,  American  Medical  Associa- 
tion, and  the  American  Psychiatric  Asso- 
ciation. He  was  also  a life  member  of  the 
National  Rifle  Association  (competing  in 
the  Master  class),  a past  president  of  the 
Dallas  Gun  Collectors  Association,  and  a 
member  of  the  Texas  Southwestern  Cattle 
Raisers  Association. 

Surviving  are  his  wife,  Bonita  Heacock 
Campbell;  and  two  daughters,  Polly  Ruth 
Campbell  and  Linda  Sue  Campbell,  all  of 
Fort  Worth. 


Dr.  W.  E.  Carswell 

Dr.  Winston  Elton  Carswell,  75,  died  Dec  5, 
1975.  He  was  a resident  of  Dallas. 

Dr.  Carswell  retired  in  1972,  after  having 
practiced  in  Dallas  for  40  years. 

A native  of  Georgiana,  Ala,  he  received  his 
undergraduate  education  at  Southern 
Methodist  University  and  was  graduated 
from  Baylor  College  of  Medicine  (1929). 

He  was  an  intern  at  Georgia  Baptist  Hospi- 
tal, Atlanta,  and  he  was  a resident  surgeon 
at  Polyclinic  Hospital,  New  York. 

Dr.  Carswell’s  professional  memberships 
included  Dallas  County  Medical  Society, 
Southern  Medical  Association,  American 
Academy  of  Family  Physicians  and  Dallas 
Southern  Clinical  Society.  He  was  an  hono- 
rary member  of  TMA  and  the  AMA.  He  also 
was  a 32nd  degree  Mason. 

Surviving  the  surgeon  are  his  wife,  Mary 
Magill  Carswell;  daughter,  Mrs.  Jane  Gott- 
wald;  and  granddaughter,  Laurie  Gott- 
wald,  all  of  Dallas. 
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Dr.W.  H.  Heck 

Dr.  William  Howard  Heck,  San  Antonio, 
died  Dec  7,  1975.  He  was  78  years  of  age. 
Dr.  Heck,  a native  of  Giddings,  Tex,  was 
graduated  from  The  University  of  Texas 
and  The  University  of  Texas  Medical 
Branch  (1923).  His  internship  was  at  Rob- 
ert B.  Green  Memorial  Hospital,  San  An- 
tonio. He  practiced  in  San  Antonio  from 
1924  until  his  retirement  in  1972. 

The  physician  was  a former  member  of 
the  US  Army  (1942-45).  He  was  a past 
president  of  the  Bexar  County  Medical 
Society  and  an  honorary  member  of  the 
Texas  Medical  Association.  He  also  was  a 
memberof  the  American  Medical  Associa- 
tion. 

Surviving  Dr.  Heck  are  two  daughters, 

Mrs.  Robert  O’Brien,  Rhinelander,  Wis, 
and  Mrs.  Leonard  Aschenbrener,  Quincy, 
111;  two  sisters,  Mrs.  C.  H.  Redkey,  San  An- 
tonio, and  Mrs.  W.  V.  Dungan,  Rosenberg; 
and  seven  grandchildren. 


Dr.  R.  T.  Long 

Dr.  Robert  Thomas  Long,  clinical  profes- 
sor of  psychiatry  at  UT  Southwestern 
' Medical  School,  Dallas,  died  Dec  4,  1975. 
Cause  of  death  was  a heart  attack. 

A specialist  in  adult  and  child  psychoanaly- 
sis, he  was  formerly  executive  director  of 
the  Harvard  Training  Program  in  Child 
Psychiatry,  and  principal  psychiatrist  at 
the  Massachusetts  Mental  Health  Center 
and  director  of  the  center’s  adolescent 
unit. 

Dr.  Long  was  a native  of  Youngstown, 

Ohio.  He  was  graduated  from  the  Univer- 
sity of  Michigan,  Ann  Arbor,  and  Columbia 
, University  College  of  Physicians  and  Sur- 
geons, New  York.  Upon  completion  of  his 
internship  in  Pittsburgh,  Dr.  Long  took 
his  residency  in  psychiatry  at  Boston 
State  Hospital  and  his  residency  in  child 


psychiatry  at  Massachusetts  General  Hos- 
pital, Boston.  He  received  his  training  in 
both  adult  and  child  analysis  at  the  Boston 
Psychoanalytic  Institute. 

He  was  a past  president  of  the  Dallas 
Neuropsychiatric  Society,  past  secretary 
of  the  American  Academy  of  Child  Psy- 
chiatry, and  past  secretary  of  the  New 
Orleans  Psychoanalytic  Institute. 
Additionally,  he  was  a member  of  the 
American  Medical  Association,  American 
Psychiatric  Association,  American  Psy- 
choanalytic Association,  American  Acad- 
emy of  Child  Psychiatry,  the  American 
Association  forChild  Psychoanalysis,  and 
the  International  Psycho-Analytical  Asso- 
ciation. Dr.  Long  also  was  an  examiner  for 
the  American  Board  of  Psychiatry  and 
Neurology. 

Survivors  include  his  wife,  Victoria  Drom- 
bosky  Long,  Dallas;  sons,  Robert  Anson 
Long,  Elvin  Michael  Long,  and  James  An- 
drew Long,  all  of  Austin;  daughter,  Mrs. 
Margaret  Kelley  of  Vancouver,  BC;  broth- 
er, Thomas  F.  Long  of  Dallas;  two  sisters, 
Mrs.  Margaret  Stevens  of  Dallas,  and 
Mrs.  Grace  Jaasund  of  Glen  Rock,  Pa;  and 
two  grandchildren. 

Dr.  J.  A.  Neely 

Dr.  Jubal  Allen  Neely,  87,  an  honorary 
member  of  the  Texas  Medical  Association, 
died  Dec  14,  1975.  He  was  a resident 
of  Bellville. 

Dr.  Neely,  who  retired  in  1972,  began  his 
practice  as  a family  physician  and  later 
specialized  in  otolaryngology.  He  was  one 
of  the  founders  of  the  first  hospital  in 
Bellville. 

In  1912,  the  physician  was  graduated 
from  The  University  of  Texas  Medical 
Branch,  Galveston.  His  undergraduate 
education  was  at  North  Texas  State  Uni- 
versity. 

He  was  a past  president  of  the  Austin- 
Grimes-Waller  County  Medical  Society,  as 


Dr.  Long 


Dr.  Neely 
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well  as  a member  of  the  American  Medical 
Association. 

He  also  was  a member  of  the  Masonic 
Lodge  and  the  Shriners  for  over  50  years. 
He  was  an  active  member  of  the  Boy 
Scouts  of  America,  and  received  the  Sil- 
ver Award  in  1953.  Additionally,  Dr.  Neely 
had  served  as  a member  and  president  of 
the  Bellville  School  Board,  the  Chamber  of 
Commerce,  and  numerous  other  civic  or- 
ganizations. 

Surviving  Dr.  Neely  are  his  wife,  Almeda 
Fordtran  Neely,  and  two  sons,  Drs.  R.  A. 
Neely  and  Winston  B.  Neely,  all  of  Bell- 
ville; brother.  Dr.  Paul  Neely,  of  Portland, 
Ore;  four  grandchildren,  two  of  whom  are 
physicians,  and  one  great-grandchild. 


Dr.  J.  W.  O’Donnell 

Dr.  John  William  O’Donnell,  66,  of  Alpine, 
died  Dec  11,  1975,  apparently  of  a heart 
attack.  He  was  a past  chief  of  staff  at  Big 
Bend  Memorial  Hospital  in  Alpine. 

Dr.  O’Donnell  was  born  in  Buhl,  Minn.  He 
was  a 1931  graduate  of  the  University 
of  Minnesota  College  of  Medicine.  He 
served  internships  at  Minneapolis  Gen- 
eral Hospital  and  Murray  Clinic  Hospital, 
Butte,  Mont. 

The  general  practitioner  was  a member  of 
the  US  Army  from  1934  to  1947.  He 
served  at  Brooke  Army  Medical  Center, 
San  Antonio,  and  in  Honolulu.  He  was  ex- 
ecutive officer  of  the  Army  hospital  at  Van 
Nuys,  Calif,  during  World  War  II.  He  re- 
tired from  the  service  with  the  rank  of 
colonel. 

He  was  a member  of  the  Big  Bend  Medical 
Society  and  the  American  Medical  Associ- 
ation. 

Surviving  Dr.  O’Donnell  are  his  wife;  a 
daughter.  Sister  Pat  O’Donnell,  Port  Ar- 
thur; two  sons,  John  O’Donnell,  Richard- 
son, and  Bill  Green,  Woodbridge,  Va; 
three  sisters;  five  brothers;  and  12 
118  grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 


of  the  adolescent  and  young  adult. 

Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 

PSYCHIATRY 

Fred  H.  Jordan,  M.D. 

John  T.  Holbrook,  M.D. 

George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 

PSYCHOLOGY 

Tom  I.  Payton,  M.S. 

Patrick  R.  Barnes,  M.S. 

DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 

COURTESY  STAFF 

O.T.  AND  R.T.  THERAPY 

Director 

Christine  Schmitz,  ORT 

1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  f 
and/ or  severity  of  grand  mal  seiz 
require  increased  dosage  of  stanc 
convulsant  medication;  abrupt  wi 
may  be  associated  with  temporar 
crease  in  frequency  and/or  sever 
seizures.  Advise  against  simultan 
gestion  of  alcohol  and  other  CNS  > 
sants.  Withdrawal  symptoms  (sirr 
those  with  barbiturates  and  alcoh 
occurred  following  abrupt  discon 
(convulsions,  tremor,  abdominal . 
cle  cramps,  vomiting  and  sweatin 
addiction-prone  individuals  under 


pspcodtoaie 


!;ording  to  her  major 
’ Tis,  she  is  a psychoneu- 
jtient  with  severe 
I.  But  according  to  the 
jtionshe  gives  of  her 
I , part  of  the  problem 
bndlike  depression, 
pecause  her  problem, 
h primarily  one  of  ex- 
anxiety, is  often  accom- 
by  depressive  symptom- 
I.  Valium  (diazepam) 
vide  relief  for  both— as 
essive  anxiety  is  re- 
'the  depressive  symp- 
Isociated  with  it  are  also 
dieved. 

ere  are  other  advan- 
!i  using  Valium  for  the 
pment  of  psychoneu- 
ixiety  with  secondary 
dve symptoms:  the 
therapeutic  effect  of 
i is  pronounced  and 
rhis  means  that  im- 
lent  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium;  (g 

(diazepam)  ^ 

2-me,  5-nig,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


fnce  because  of  their  predisposi- 
abituation  and  dependence.  In 
cy,  lactation  or  women  of  child- 
age,  weigh  potential  benefit 
possible  hazard. 

ions:  If  combined  with  other  psy- 
ics  or  anticonvulsants,  consider 
y pharmacology  of  agents  em- 
drugs  such  as  phenothiazines, 
l;s,  barbiturates,  MAO  inhibitors 
ter  antidepressants  may  potentiate 
in.  Usual  precautions  indicated  in 
^ severely  depressed,  or  with  latent 
jiion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported: 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


On  any  new  car 

or  truck  you  lease 
through  the 
Texas  Medical 
Association, 
you’ll  save  time 
and  taxes. 


Texas  Medical  Association  Automobile  Lease  Program  features! 


• Low  lease  cost. 

• Tax  savings. 

• Positive  cash  flow. 

• No  required  record  keeping. 

• Choice  of  vehicle  and  equipment. 


• Custom-tailored  lease  to  your 
requirements. 

• Total  maintenance  on  all 
Lincoln-Mercury  products. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by; 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  •214/233-1441 
Southwest  Motor  Leasing,  Inc.  *6737  Southwest  Freeway  • Houston,  Texas  77036*713/777-3816 
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TEXAS  MEDICINE 


WELCOME  TO  THE 
LAND  OF  ABUNDANCE... 


WHERE  ONLY  ONE  PRESCHOOLER 


IN  20  GETS  ENOUGH  IRON! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


•First  Health  and  Nutrition  Examination  Survey,  DHEW  Pub.  No.  (HRA) 
74-1219-1,  National  Center  for  Haalth  Statistics,  Rockville,  Maryland.  (This 
report  indicates  that  approximately  95%  of  the  children  1-5  years  old  had 
iron  intakes  below  the  standard  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

_ Dietary  Supplement 

with  IRON  Syrup 


Each  teaspoonful  (5  cc)  contains; 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 30  mg 

1-Lysine  HCI  300  mg 

Thiamine  HCI  B ) 10  mg 

Pyridoxine  HCI  (Ba)  5 mg 

Vitamin  Bis 25  mcgm 

Sorbitol  3.5  gm 

Alcohol  0.75% 


DOSAGE:  Prevention  of  iron-deficiency  anemia— Children  and  Adults 
— 1 tsp.  (5  cc)  daily.  Treatment  of  iron  deficiency  anemia— Children:  1 
tsp.  t.i.d.;  Adults;  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Breast 

self-examination : 

OF  THE  PHYSICIAN 


item: 

Breast  cancer  is  a major  concern  of  American  women, 
according  to  a recent  Gallup  study  conducted  for  the  Ameri- 
can Cancer  Society. 

item: 

Although  aware  that  early  discovery  improves  the  chances  of 
cure,  and  that  BSE  can  lead  to  early  discovery,  fewer  than 

1 in  5 women  practice  BSE,  and  only  half  have  an  annual 
breast  examination  by  a physician. 

item: 

Only  35%  of  all  women  polled  reported  that  a physician  had 
ever  raised  the  subject  of  breast  self-examination,  and  only 
24%  had  received  instruction  from  the  physician  on  how  to 
do  it.  Even  among  women  who  regularly  see  a gynecologist, 
only  34%  had  been  instructed  on  BSE. 

item: 

But,  among  women  who  received  personal  instruction  from 
their  physicians,  the  overwhelming  majority  (92%)  practiced 

BSE  during  the  preceding  year. 

The  Gallup  study  revealed  that,  far 
more  important  than  increasing 
awareness  of  breast  self-examina- 
tion, is  the  problem  of  inducing 
women  to  practice  it  regularly.  The 
physician  plays  a key  role  in  this— 
by  teaching  women  the  correct 
technique,  and  instilling  in  them  the 
confidence  that  will  assure  their 
continued  practice  of  BSE. 

The  American  Cancer  Society  gives 


major  emphasis  to  breast  cancer 
through  research  and  a vast  array 
of  public  educational  materials,  de- 
signed to  give  women  life-saving 
information  about  the  disease.  Our 
latest  approach  is  via  a pioneering 
television  film  starring  Jennifer 
O’Neill,  “Breast  Cancer:  Where  We 
Are.”  Where  we  will  be  in  a few 
years  will  certainly  hinge  on  our 
joint  efforts. 


American  Cancer  Society 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  1.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 


FAMILY  PRACTICE  DEPARTMENT 

ENNIS,  TEXAS 
W.  B.  KINZIE,  M.D.* 

* DIPLOMATE  OF  THE  AMERICAN  BOARD 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  D.  Crawford,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

E.  L.  Mahon,  Jr.,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

M.  L.  Gray,  M.D. 

D.  B.  Turner,  M.D. 

Radiology  and  Radioactive  Isotopes: 

H.  Rives,  M.D. 

G.  T.  Kimmel,  M.D. 

L.  W^.  Ralston,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 

Vfe  have  your  best  interest  at  heart. 

Give  Heart  Fund 

American  Heart  Association 
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Texas  Physicians’  Directory 


Allergy  charlesa.  rush,  jr.,  m.d. 

Diplomate/American  Board  of  Allergy  & Immunology 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 

HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  Ramon  Garrido,  M.D. 

F.A.C.A.,  F .A. A. A.  (Certified  American  Board  of 

Richard  H.  Jackson,  M.D.,  F.A.C.A.  Pediatrics  and  American  Board  of 
Warren  J.  Raymer,  M.D.,  F.A.C.A.  Allergy  and  Immuno  ogy) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology— 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Consultants 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M D 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG.  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH.  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


EVAN  M.  HERSH,  M.D. 
JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 
Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 


WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 


Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 


Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone;  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 


Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D,  PA. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


ORTHOPEDICS 

C.  M,  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 
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MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

‘ C.  B.  Marcum,  M.D.,  F.A.C.S. 

! J.  E.  Mathews,  M.D.,  F.A.C.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

0.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy 


ADMINISTRATION 

C.  H.  “Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O'Bryant,  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 

and  Laboratory  Facilities 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Dscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 


Ill 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians’  Directory.” 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 
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C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C.  FAUSTINO  GOMEZ,  M.D. 

Surgery  of  the  Rectum  and  Colon  Dermatology  and  Dermatologic  Surgery 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504  M & S Tower Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


SOMMAI  SEHAPAYAK,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Doctors  Building,  Suite  318,  800  Fifth  Avenue 
Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 

SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatology  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


Endocrinology 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


GLENN  C.  COATES,  M.D.- 
GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


TMA  Members’  Retirement  Trust 

. . . Another  service  of  your  association 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  713  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

•Diplomate  American  Board  of  Family  Practice 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


128 


TEXAS  MEDICINE 


)RS.  BAILEY,  DOUGLAS  AND  DEVANEY 
\SSOCIATION 

1434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

•terbert  A.  Bailey,  M.D. 
r.  Clark  Douglas,  M.D. 
jeorge  T.  DeVaney,  M.D. 


General  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

.Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

I Diplomate  American  Board  of  Surgery 

'General  and  Peripheral  Vascular  Surgery 

I The  Saint  Joseph  Professional  Building 
11400  South  Main  Street,  Suite  104 
■Fort  Worth,  Texas  76104,  335-8311 


ROBERT  M.  STECKLER,  M.D. 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
, Dallas,  Texas  75246,  214  827-9880 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D, 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


SEAT  BELTS  DO  SAVE  LIVES— 
USE  THEM! 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 
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Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77025 
713  529-7321,  529-5828 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  j.  l.  Reed,  M.D 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Fairali,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  Dallas,  Texas 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Tayior,  M.D.  Bruce  L.  Weinberger.  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Raiph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Frank  R.  Vincenti,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
•Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


Otology 


JAMES  R.  FANCHER,  JR.,  M.D. 

Diplomate  of  The  American  Board  of  Otolaryngology 

Otology 

Neuro-Otology 

St.  Paul  Professional  Bldg.,  Suite  920,  5959  Harry  Hines  BIt/d., 
Dallas,  Texas  75235 
Telephone:  214  630-4871 


Pathology 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


LOUIS  W.  BRECK,  M.D..  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 
Fort  Worth,  Texas  76104 
Telephone  817  336-4019 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


THURSTON  DEAN,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 


Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngoiogy 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


TMA  Group  Insurance  Plan 

. . . Another  service  of  your  association 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

ARTHUR  L.  RAINES,  M.D,  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 

“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession" 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  U.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


Physical  Medicine  & Rehabilitation  francis  a.  morris,  jr.,  m.d. 

^ Diplomate  American  Board  of  Plastic  Surgery 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

WILLIAM  E.  HISEY,  Administrator 

LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 

PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Piastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas,  454-7659 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

LAURENCE  E.  WOLF,  M.D. 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 
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EDWARD  P.  MELMED,  M.D.,  M.B.,  CH.B., 
F.R.C.S.  (ENG.),  F.R.C.S.  (GLASG.) 

Plastic,  Reconstructive  & Cosmetic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230,  214  661-7755 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


SHUJAAT  All  KHAN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  Cosmetic  and  Hand  Surgery 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 
335-4751 


Psychiatry 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 

Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHACAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 


including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 
Houston,  Texas  77055 

Phone:  713  467-7013 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


1976  TMA  Annual  Session,  May  6-9,  Dallas 
. . . Another  service  of  your  association 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


MAURICE  C.  ARCHER,  M.D.,  D.A.B.R. 
X-Ray  Diagnosis 

1001  Pennsylvania  Ave.,  Phone  336-8952 

X-Ray  Therapy 

1015  Pennsylvania  Ave.,  Phone  338-9171 
Fort  Worth,  Texas  76104 
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Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.O.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D..  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D. 

DiplomatG  AmGrican  Boards  of  IntGrnal  Modicine  and  RhGumatotogy 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


^nald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Diplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E HURT  JR  M D 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES  ’ ’ 

L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 


Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St  El  Paso  Texac; 
Telephone  532-8130  & 533-4765  ^ ® 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 
Practice  Limited  to  Urology 


nerrnann  rrotessionai  Building 

77025^  Telephone;  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


n.  fKJUU, 


Diplomate  of  the  American  Board  of  Urology 
Fe  ow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 

DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230  Dallas  Texas  TRO^n 
Telephone:  214  233-7765  Answered  24  Hours  ’ 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  SIX  months.  A discount  of  5%  is  allowed  for  six  months'  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced- 
ing publication  month. 
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Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  In  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Conununity  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3696  for  Barnes,  Colwell  or  Cook. 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director.  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $45,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact  Chris 
S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6236. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan.  M.D..  Medical  Director, 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
In  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 


LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  6th  Street.  Carrizo  Springs.  Texas  78834.  612-876-6236. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  J.  E.  Hogan.  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmenary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 


PHYSICIANS  WANTED — Progressive  East  Texas  community  of  16,000 
with  100  bed  accredited  hospital.  Located  in  lake  resort  area.  Varied 
recreational  opportunities.  Group  or  solo  opportunities  available.  Medical 
community  will  assist  in  establishing  practice.  Please  contact  Joe  Ed 
Smith,  M.D.,  603  Bryson,  Athens,  Texas  76761;  214-676-2216. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modem  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000-)-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  0.  Box  318,  Rusk,  Texas  75786;  214-683-5481. 

WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan. 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan 
Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916- 
267-6361.  


WANTED:  GP  OR  PEDI.  Potentially,  lucrative  practice,  suburban 
area  of  about  20,000.  No  Pedi  in  area.  Willing  to  negotiate.  Paul  A. 
GrnnHv  M 10805  N.  Lamar  Blvd..  Austin,  Texas  78763;  512-83 1-2640. 


PHYSICIANS  WANTED — Progressive  gulf  coast  community  of  over 
12,000  with  new  66  be<l  accredited  hospital,  an  hours  drive  south  of 
Houston  metropolitan  facilities.  Good  schools,  excellent  beach  and  oth®*" 
varied  recreational  opportunities  close  by.  Contact:  Janies  Perry,  Ad- 
ministrator, Anpleton-Danbury  General  Hospital,  132  Hospital  Drive, 
Angleton,  Texas  77516;  713-849-7721.  


WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approv^  30  bed  hospita  . 
Airport.  New  junior-senior  high  complex.  Railro^  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting.  Country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague.  Texas  75860, 
817-739-2561.  


GENERAL  INTERNIST  WANTED;  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 


tor. 


IMMEDIATE  NEED  OF  GP,  FP  OR  INTERNIST  for  4 member  clinic, 
part  time  surgeon  group.  Major  hospitals.  $2,500  monthly/vs  percentage. 
Association  possible.  5th  member  residency  bound.  Two  months  vacation/ 
study.  Call  one  weekend  monthly,  one  night  weekly.  Limit  your  practice. 
Fort  Worth.  1-817-634-6616. 


PATHOLOGIST — part  time — excellent  opportunity  for  semi-retired, 
female,  sports  person.  Current  assistant  of  two  years  going  into  full 
time  practice.  190  be<l  general  hospital.  Very  congenial  practice  in 
suburban-rural  community.  Live  anywhere  in  Dallas-Fort  Worth  metro- 
plex.  Salary  adequate  for  good  living!  Arthur  L.  Raines,  M.D.,  P.O. 

Box  686,  Cleburne,  Texas  76031.  817-646-9181,  ext.  360. ^ 

WANTED:  GP  or  FP  for  medical  type  practice  with  no  obstetrics  or 
surgery  in  multi-specialty  group  in  beautiful  Tyler,  the  medical  center 
of  East  Texas.  Two  large  hospitals  with  600  beds  adjacent  to  clinic. 
Excellent  medical  climate  with  all  specialties  represented  in  oountv 
society.  Pension  plan.  Salary  one  year,  then  stockholder.  Contact  Carroll 
McCrary,  Administrator,  Medical  & Surgical  Clinic,  P.A.,  110  South 
Beckham  St..  Tyler,  Texas  75701. 

TEXAS  PRACTICES.  Have  requests  for  associates  from  Texas  physi- 

cians  and  some  solo  and  group  openings.  Small,  medium  and  large  size 
cities.  Excellent  economic  climate  produces  rapid  practice  growth.  Please 
send  C.V.  and  preferences  to  Sanford  Smith,  Professional  Practice 

Management,  Inc.,  1102  Kingwood  Drive.  Kingwood,  Texas  77339. 

DOCTOR  WANTED  FOR  GENE^L  PRACTICE  in  Poteet,  Texas.  28 
miles  south  of  San  Antonio,  Texas.  New  furnished  clinic  for  two  doctors. 

Free  rent  for  a limited  time.  Contact  A.  A.  Hollub,  512- <42-3315. 

STUDENT  HEALTH  PHYSICIANS.  Two  physicians  needed  to  help 
provide  primary  medical  care  for  student  i>opulation  of  22,000.  Stimulat- 
ing environment.  Medical  School  Ambulatory  Clinic.  Salary  a^ve 
$30  000-  position  includes  clinical  appointment  in  me<lical  school.  Call 
or  write  Reagan  H.  Gibbs,  M.D.,  Texas  Tech  University  Health  Sciences 

Centers,  Box  4049,  Lubbock,  Texas  79409:  phone  806-742-3327. 

"^PSYCHIATRY  RESIDENCY  AVAILABLE  at  Texas  Research  Institute 
of  Mental  Sciences.  Houston,  in  the  Texas  Medical  Center.  Applicant 
must  have  internship  or  equivalent  year  of  graduate  medical  education. 
First  year  stipend  without  service  obligation,  $15,000:  or  optional 
$19,000,  with  State  career  obligations.  TRIMS  features  cornprehensive 
programs  in  all  facets  of  service,  research,  and  training.  Affiliated  with 
local  medical  schools  and  other  institutions.  For  information  contact  Ed 
■lohnstone,  M.D..  Texas  Research  Institute  of  Mental  Sciences.  1300 

Moursund.  Houston.  Texas  77030.  

Mlli-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty:  family 
practitioner  neetled  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  frph  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 

Call  713-543-3367  or  write  P.fL  Box  405,  El  Campo,  Texas  77437. 

~WANTEd”iNTERNIST  TO^ JOIN  busy  solo  internist  in  new  office. 
Complete  clinical  laboratory  facilities  plus  x-ray.  City  of  25,000  popula- 
tion in  Northeast  Texas.  Drawing  area  of  100,000.  Two  new  hospitals. 
High  caliber  medical  community.  Excellent  recreational  facilities;  good 
schools  and  churches.  Ideal  family  city.  Please  reply  to  Ad-625.  Texas 

Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SEEKING  FAMILY  PHYSICIAN;  Group  of  eight  doctors  seeking 
family  physician.  $40,000  guaranteed  annual  income  bas^  on  percentage 
of  earnings  collected.  Please  reply  to  Ad-626,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


OCCUPATIONAL,  AEROSPACE.  PREVENTIVE  MEDICINE.  Board 
ertified  or  eligible  physician  in  occupational,  preventive  or  aviation 
nedicine  for  primary  care  practice  in  large,  60-man  clinic  and  satellites 
rith  opportunity  to  participate  in  executive  health,  family  practice, 
iccupational  medicine  and  prepaid  health  care  program.  Teaching  and 
esearch  opportunities  in  adjacent  Texas  Medical  Center.  Salary  neg^i- 
ible  (No  dual  compensation  involved  for  retired.)  Write  or  call  Dr. 
A,  B.  Johnston,  Kelsey-Seybold  Clinic,  6624  Fannin  Street,  Houston, 
"exas  77030:  telephone  713-797-1551. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  nunrbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mall.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  ban  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
tin. Modern  three  man  clinic:  adjacent  to  36  bed  hospital,  recently 
remodel^.  Salary  _ $40-48,000  per  year.  Partnership  available  after  trial 
period.  Contact  Willis  G.  Youens.  Jr.,  M.D.,  105  N.  Grohmann,  Weimar, 
Texas  78962;  713-725-8545. 


GENERAL  PRACTITIONER  NEEDED  for  solo  practice.  30  bed  gen- 
eral hospital.  Medicare  approved.  Quiet,  rural  town.  Free  office  space 
provided.  One  other  physician  on  active  staff.  Excellent  public  school 
system.  Good  hunting  and  fishing.  Friendly  people.  Contact  Administra- 
tor, Ihrockmorton  County  Memorial  Hospital,  P.O.  Box  487  Throck- 
morton, Texas  76083.  817-849-2151  or  817-345-3206. 


CAREER-ORIEl^ED  ER  PHYSICIANS  wanted  by  ACEP-oriented 
Texas  group.  Flexible  work  schedules,  competitive  remuneration.  Contact 
S.  Powers.  M.D..  2410  South  Voss,  Suite  G116,  Houston,  Texas  77057- 
(13-790-1420.  Ref.  Ad.  A. 


WANTED:  FAMILY  PRACTITIONER.  INTERNIST  OR  GENERAL 
SURGEON  willing  to  do  general  practice  to  join  the  only  two  family 
practitioners  in  community  and  modern  clinic.  Recently  completed  com- 
munity hospital.  Located  between  Houston  and  San  Antonio.  Salary 
negotiable  with  training.  Must  see  facilities  and  community  to  appre- 
ciate. Contact  Drs.  R.  Cecil  Marburger  or  C.  I.  Shult,  1220  Bowie 
Columbus,  Texas:  713-732-2318. 


GENERAL  INTERNISTS — Area  physicians  are  actively  seeking  two 
general  internists  to  practice  in  bedroom  community  of  80,000  in  North- 
east Dallas  in  affiliation  with  new  full  service  106-bed  private  hospital. 
Excellent  fringe  benefits,  liberal  salary  guarantees,  interview  trip  and 
relocation  expenses  are  offered.  Residents  enjoy  excellent  recreational 
facilities,  superior  public  schools,  and  a w-ide  range  of  housing.  Send 
detailed  curriculum  vitae  to  Ad-628,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE/GENERAL  PRACTICE— Excellent  private  prac- 
tice opportunity  exists  in  Northeast  Dallas  bedroom  community  of  80,000 
in^  affiliation  with  new  full  service  106-bed  private  hospital.  Excellent 
fringe  benefits,  liberal  salary  guarantees,  interview  trip  and  relocation 
expenses  are  offered.  Residents_  enjoy  excellent  recreational  facilities,  su- 
perior public  schools,  and  a wide  range  of  housing.  Send  detailed  curri- 
culum vitae  to  Ad-629,  Texas  Medicine,  1801  North  Lamar  Blvd.  Austin 
Texas  78701. 


private  practice  opportunity  with  guaranteed  success  now 
available  in  modern  twenty-five  bed,  JCAH-approved  private  hospital 
and  a new  four-doctor  clinic.  Located  in  the  heart  of  the  Gulf  Coast 
industrial  center,  twenty  minutes  from  both  downtown  Houston,  Texas 
and  the  Space  Craft  Center.  Clinic  furnishes  all  overhead  including  rent, 
suijplies  and  _ personnel.  To  insure  success,  a guarantee  of  $3000  per 
month  for  six  months  is  offered.  Earnings  limited  only  by  personal 
desire  as  you  maintain  a private  fee  for  service  practice.  For  details, 
contact  Floyd  D.  Pendergrass,  Ph.D.,  Executive  Director,  Deaton  Hos- 
pital, Inc.,  208  North  Main  Street,  Galena  Park,  Texas  77547.  Phone  or 
wire  collect  713-672-6311. 


DALLAS— INTERNAL  MEDICINE  OR  FAMILY  PRACTICE.  Ideal 
opportunity.  Doctor  leaving  practice,  July  1976.  In  medical  building  of 
25  doctors,  no  internist,  only  one  in  family  practice.  This  is  very  busy 
practice,  gross  $200,000  last  year.  I will  call  you  in  confidence.  Write 
to  Ad-631,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Situations  Wanted 


-ANESTHESIOLOGIST  49,  board  certified  with  Texas  license.  Desiring 
Gulf  location.  Will  be  available  in  the  summer  of  1976.  Please  reply  to 
Ad-606,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

.OB-GYN,  33,  marri^,  board  certified.  University  trained,  FLEX. 
Bilingual  English-Spanish.  Wish  to  relocate:  seeks  association  or  solo 
practice.  Prefers  south  Texas,  other  areas  considered.  Will  do  FP  to 
build  up  practice  if  needed.  Available  as  soon  as  reciprocity  licensing 
completed.  Please  reply  to  Ad-612,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST  46,  university  trained,  certified.  Two  years  NIH 
fellowships  in  cardiovascular  radiology  and  one  year  fellowship  in 
neuroradiology.  Publications.  Presently  head  of  cardiovascular  radiology 
section  with  an  active  echocardiographic  section  in  a major  north 
central  teaching  center.  Seek  challenging  position  in  private  practice, 
or  teaching  position.  Ad-614,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


MARRIED,  AGE  37  YEARS.  Immigrant  visa.  Finished  three  years 
of  residency  and  one  year  clinical  fellowship  in  anesthesiolo^.  Have 
Texas  and  Georgia  medical  licenses.  Would  like  to  settle  in  Texas.  Board 
eligible.  Available  immediately.  Call  216-229-2200  ext.  2650  or  write 
Avutu  R.  Reddy,  M.D.,  Cleveland  Clinic,  Cleveland,  Ohio  44106. 

BOARD  CERTIFIED,  DYNAMIC.  ECLECTIC.  bi-Iingual,  35  year  old 
psychiatrist  with  ample  experience  in  individual  psychotherapy  and 
institutional  psychiatry  and  with  excellent  recommendations  wishes  to 
PS-r^^rship  in  the  area  of  San  Antonio,  Texas.  Please  reply  to 
Ad-blb.  lexas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION:  35  year  old,  board  eligible  anesthesiologist 
looking  for  a place  in  Houston,  Texas.  No  OB.  please.  For  particulars, 
write  to  Ad-619,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  SURGERY  AND  PEDIATRIC  SURGERY.  FMG  ECFMG 
and  surgical  board  eligible.  34  years  old,  married.  Want  associate,  group 
% ^ middle  or  big  size  city.  Please  reply  to 

Ad-620,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

EXPERIENCED  BOARD  CERTIFIED  GENERAL  SURGEON  and  wife 
board  certified  OB/GYN  and  certified  cytologist  looking  for  a permanent 
position  in  medium  size  or  large  city  in  Texas.  Please  reply  to  Ad-610 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

and  PEDIATRICIAN — Team  of  young  husband  (board 
eligible  internal  medicine  and  one  year  fellowship  in  cardiology)  and 
wife  (board  eligible  pediatrician)  available  for  solo  or  group  practice 
immediately.  Call  201-333-6779  after  4 p.m. 


BOARD  (CERTIFIED  EXPERIENCED  DIAGNOSTIC  RADIOLOGIST 
with  extensive  experience  in  neuro-radiology,  vascular  procedures  and 
special  procisdures.  Wish  to  relocate  in  a metropolitan  or  medium-large 
university  city.  Curriculum  vitae  supplied  on  request.  Excellent  refer- 
ences. Wish  to  join  hospital  based  group  with  private  office.  Available 
XT  fu  months  time.  Please  reply  to  Ad-622,  Texas  Medicine,  1801 

North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  33,  board  certified,  with  experience  in  trauma 
leaving  military  in  July  1976.  Desires  position  in  private  practice  in  or 

Texas.  Please  reply  to  Arthur  Rosenthal, 
M.D.,  469  Graham  Road,  Fort  Sam  Houston,  Texas  78234. 


PHYSICIAN  ASSISTANT  looking  for  position  in  Austin 
or  Hill  Country  area.  Two  years  experience,  including  surgery.  Baylor 

fsm  Nn^rtb  T ' Ad-627,  Texas  Medicine, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


..  RATHOLOGIST— 45  year  old,  board  certified  AP-CP.  Also  board  cer- 
tified in  OB/GYN.  Experienced  in  clinical  medicine  as  well  as  laboratory 
medmine  and  laboratory  management.  Desires  hospital  laboratory  direc- 
torship to  provide  a firet  class  service  to  a progressive  medical  staff. 
Please  reply  to  Ad-630,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin 
lexas  78701.  * 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
A.venue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  vrith- 
out  cost.  Contact  Joe  MUtrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218. 

MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  $460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1416  Third 
^n?U8  Christi,  Texas  78404.  612-882-9278  or  412- 

882-8226s 

OPTICAL  ^COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  offices  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  ple^e  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd. 
Austin,  Texas  78701. 

DOCTORS  SUITES,  approximately  1,000  square  feet  at  46c  square  foot 
including  all  bills  and  janitor.  One  block  to  hospital.  Heights  Med  Arts 

Houston,  Texas.  Call  Irving  Richie,  781- 
77027  862-2662,  Write  to  2100  Fountain  View  #29,  Houston,  Texas 

FOR  ^LE:  Beta  Therapy  Source.  62.2  m.c.'s,  sealed  Strontium  90 
source.  Dose  42  Eads  per  second.  Dated  6-19-69.  Price  $600.  Call  C. 
Westphal,  M.D.,  at  612-276-2132,  after  9 p.m.  512-564-2660. 

NEW  OFFICE  SPACE  for  lease  in  northwest  San  Antonio.  One  block 
trom  Loop  410  and  Interstate  10.  Will  finish  out  to  suit  tenant.  Contact 
Mossrock  Professional  Building,  2803  Mossrock,  Suite  201,  San  Antonio, 
Texas  78230. 


FOR  SALE:  2 Beckman  Type  T EEGs.  $1250  each.  Available  now. 

1327  Medical  Arts  Building,  Houston.  Texas 
((02t,  713-225-4139.  8l^  inch  EEG  paper  also  for  sale  as  extra  item. 

, FOR  LEASE  OR  SALU— VERY  MODERN  CLINIC,  due  to  owner’s 
Furnished,  many  extras.  Latest  equipment  including  lab,  x-ray, 
3750  square  feet.  Grossed  $200,000-$300,000  annually.  Completely 
Staffed  with  lab,  x-ray,  office  personnel.  Reasonable  terms.  Ample  (5) 
open  staff  hospital  facilities.  One  block  from  Texas  Tech  University  and 
Medical  School.  Records  of  2400  families  on  file.  Contact  Clifford  E. 
Fayne,  Jr.,  4601  West  17th  Street,  Lubbock,  Texas  79416;  806-799-6789. 

OFFICE  SPACE  FOR  LEASE.  Excellent  location  in  medical  center 
area  which  includes  390  bed  hospital.  Medical  services  in  demand.  Write 
DDS,  305-A  North  Alleghaney,  Odessa,  Texas  79761; 

915-332-6994. 

F(5R  SALE  OR  TAKE  OVER  LEASE — Buy  payment.  NCR  Model  395 
Electronic  Accounting  Machine.  100  memory  banks.  Must  dispose  of  due 
to  partnership  dissolution.  John  C.  Koch,  M.D.,  P.O.  Box  388,  Lufkin 
lexas  75901. 

FOR  SALE:^  Family  practice  established  in  1946,  now  large  part  is 
industrial  medicine.  I wish  to  leave  this  practice  in  the  next  two  to 
three  years.  Please  reply  to  Ad-621,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OB-GYN  OR  FP:  Fully  equipped,  three  examining  rooms,  superb  loca- 
tion close  to  major  hospitals.  Utility  bills  and  cleaning  included.  Present 
practice  can  be  kept  and  will  introduce.  First  lease  to  October  1978, 
thereafter  on  a five  year  basis.  Coastal  city  of  South  Texas.  Reply  to 
Ad-624,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OFFICE  SPACE  FOR  LEASE  IN  GARLAND:  Over  1300  sq.  ft.  office 
space  m modern,  ambulatory  care  center  with  lab  and  x-ray  facilities. 
Located  m growing  residential  area  of  Dallas  County.  Ideal  for  family 

specialty.  3232  Broadway,  Garland,  Texas: 

214-271-3561 . 


DOCTOR  SHORTAGE — in  affluent  suburb  West  of  Austin,  Beautiful 
space  available  in  new  professional  building.  15  minutes  from  hospitals. 
Desired  with  no  architectural  barriers — your  office  customized.  Ample 
parking,  45^  per  square  foot.  Call  or  write  Marge  Yancy,  97  West  Bee 
Caves  Road,  Austin.  Texas  78746;  512-327-0350. 


Miscellaneous 


ABORTION  ALTERNATIVES  I Licensed  maternity  service  offers  resi- 
dential and  non-residential  progrrazn  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
510  West  26th  Street,  Austin.  Texas  78706.  Phone  612-472-9261. 
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If  you  don’t  like  thinking  about  safety, 
think  where  you  might  be  without  it. 
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Editorials 


INFLATION,  INADEQUATE  FUNDING 
CURTAIL  REHABILITATION  SERVICES 

A shortage  of  basic  support  funds  has  caused 
theTexas  Rehabilitation  Commission  to  curtail 
its  program  of  services  to  handicapped  citizens. 

The  fiscal  squeeze  that  triggered  a series  of 
TRC  cutbacks  starting  last  fall  was  eased  some 
when,  in  late  January,  Congress  voted  to  over- 
ride President  Gerald  Ford's  veto  of  an  appro- 
priation bill  that  included  HEW  money  for  re- 
habilitation efforts  throughout  the  nation. 

Even  though  this  action  authorized  an  addi- 
tional $1 .9  million  for  Texas,  the  Commission 
will  be  strugglingto  stay  within  the  limits  of  a 
tight  budget  at  least  through  the  end  of  its  fiscal 
year  in  June. 

The  crisis  has  been  caused  partly  by  an  in- 
creasing demand  for  TRC  services,  but  mostly 
by  inadequate fundingthat  has  lagged  critically 
behind  costs  boosted  by  inflation. 

While  the  federal  grant  supportingTexas’ 
general  rehabilitation  program  has  increased 
28%  during  the  past  half  decade — from  $29.2 
million  in  fiscal  1971  to  $37.4  million  now — this 
is  significantly  less  than  the  rate  of  increase  in 
operational  costs. 

Costs  of  doing  business  have  gone  up  by  large 
percentage  points  for  rent,  utilities,  salaries, 
mileage,  per  diem  rates,  and  postage.  Costs  for 
services  such  as  hospitalization,  professional 
fees,  tuition,  books,  tools,  and  evaluations  also 
have  increased  sharply. 

The  Medical  Consultation  Committee,  which 
has  12  MD  members,  works  closely  with  TRC  in 
recommending  maximum  affordable  payments 


for  compensation  to  physicians,  tryingto  be  fair 
to  the  doctor,  the  client,  and  the  taxpayer  in  or- 
derto  serve  as  many  handicapped  as  possible 
with  the  funds  available.  Medical  treatment- 
including  surgery,  hospitalization,  and  other 
therapies — has  always  been  a key  element  in  the 
commission’s  services  to  the  handicapped.  Re- 
ducingor  removingdisabilities  has  enabled 
thousands  to  enter  or  return  to  employment 
ranks. 

More  importantly,  perhaps.  Congress  has 
mandated  a greater  emphasis  on  helping  the 
severely  handicapped,  which  has  resulted  in 
more  strain  on  TRC  funds  budgeted  for  client 
service  expenditures. 

In  fiscal  1975,  earnings  of  TRC  clients  in- 
creased from  $21.2  million  at  referral  to  $123.8 
million  at  closure.  That’s  a gain  of  $102.6  mil- 
lion in  wages  for  more  than  26,000  individuals 
who  were  transferred  more  often  than  not  from 
tax  rolls  to  payrolls. 

And  yet,  health  care  payments — which  helped 
a lot  of  this  to  happen — have  been  drastically 
cut,  along  with  other  TRC  expenditures,  to  bal- 
ance the  year’s  budget. 

Due  to  financial  constrictions,  gallbladder 
operations,  hernia  repair,  and  other  so-called 
simple  surgery  is  restricted  from  time  to  time, 
and  only  those  who  qualify  as  severely  disabled, 
defined  by  federal  guidelines,  are  provided  need- 
ed medical  services  to  make  them  employable. 

Some  doctors  and  hospitals  cannot  provide 
care  for  what  TRC  can  afford,  at  this  time,  to  pay. 

The  problem  can  be  solved  only  with  adequate 
funding.  Basic  support  money  is  approximately 
80%  federal  and  20%  state;  Texas  receives  al- 
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most  6%  of  the  national  total  ($720  million  this 
year)  appropriated  by  Congress  for  rehabilitation 
services. 

HR  11045,  passed  by  the  House  of  Represen- 
tatives in  December,  authorizes  $740  million  for 
fiscal  1977  and  $760  million  forfiscal  1978. 

This  was  amended  in  the  Senate  to  extend  the 
present  appropriation  for  one  year — $720  mil- 
lion for  1977. 

Conferees  are  grappling overthe  differences, 
but  the  two-year  extension  and  higher  authoriza- 
tions of  $740  million  and  $760  million  would 
best  serve  the  handicapped  of  Texas  and  the 
nation. 

Texas  can  be  proud  of  its  aid  to  the  handi- 
capped. It  has  been  the  only  state  to  successfully 
rehabilitate  more  than  25,000  persons  in  each 
of  the  past  three  years,  but  advances  can  be 
made  only  atthe  pace  that  federal  and  state 
fundingwill  permit  inthe years  immediately 
ahead. 

Shelly  E.  Liss,  MD,  Houston,  Chairman, 

TMA  Committee  on  Rehabilitation. 

SCHOOL  FOR  POLITICAL  SUCCESS: 

MAKE  TIME  TO  LEARN,  ACT  AND  WIN 

We  are  constantly  admonished  to  learn  from 
our  personal  experiences  and  from  history,  so 
that  we  don’t  make  the  same  mistake  twice. 

Politically,  oureducation  has  been  minimal, 
at  best.  Most  physicians  continue  to  make  the 
mistake  of  not  getting  involved  in  politics;  and 
as  a result  of  this  noninvolvement,  we  and  our 
patients  suffer  from  an  ever  increasing  gov- 
ernmental control  overthe  practice  of  medi- 
cine. 

Governmental  interference  merely  reflects 
the  attitudes  of  those  elected  to  public  office.  If 
we  don’t  like  what’s  happeningto  medicine,  why 
don’t  more  of  us  meet  our  responsibilities, 
face  the  realities  of  the  times,  and  get  aggres- 
sively involved  in  politics? 


Specifically,  what  can  we  do  in  the  election 
process?  First,  we  must  be  sure  that  we’re  reg- 
istered to  vote.  The  laws  have  been  changed  re- 
cently, so  the  proper  step  to  take  (if  in  doubt 
about  your  registration)  is  to  contact  your 
county  voting  officer  (usually  the  tax-assessor- 
collector)  to  be  positive  that  you  are  eligible  to 
vote  in  the  1976  elections. 

Second,  take  whatever  time  is  necessary  to 
learn  aboutthe  candidacies  of  the  various  indi- 
viduals who  seek  to  represent  you  in  local, 
state,  and  national  government. 

Third,  take  the  few  minutes  needed  to  vote  on 
May  1,  June  5 (run-off  elections),  and  Nov  2, 
1976. 

Fourth,  support  the  Texas  Medical  Associa- 
tion’s political  action  committee,  TEXPAC.  Give 
direct  personal  support  to  favored  candidates. 
Check  with  your  TEXPAC  county  chairman  to 
see  who  is  receiving  organizational  support, 
and  offer  your  own  opinions  for  consideration 
by  the  candidate  evaluation  committee. 

Fifth,  volunteer  some  time  (as  much  as  pos- 
sible!) to  help  favored  candidates  with  their 
campaigns. 

Texas  physicians  have  been  talking  politics 
since  before  the  closing  gavel  of  the  last  session 
of  the  Texas  Legislature.  For  increased  effec- 
tiveness, TEXPAC  has  expanded  its  statewide 
organization  to  involve  more  physicians  and 
Woman’s  Auxiliary  members. 

We  can  ill  afford  to  make  the  mistake  of  polit- 
ical default  yet  another  time;  the  future  of  qual- 
ity medical  care  depends  upon  all  of  us — pro- 
fessionally and  politically. 

We’re  well  organized.  We  know  what  needs  to 
be  done.  Now  is  the  time  to  do  it — and  do  it  well! 

Sam  A.  Nixon,  MD,  Floresville, 

Chairman,  TEXPAC. 
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Family  Practice:  A Laudable  Preference 

Dear  Ms.  Baker: 

The  article,  “Preferences  for  Family  Practice 
Among  Entering  Medical  Students,”  by  George  G. 
Meyer  and  associates  (TEXAS  MEDICINE,  March 
1976)  is  an  interesting,  informative  work  and  I 
hope  that  the  promise  of  a long-term  (lifetime?) 
study  of  this  class  will  ensue.  There  are  a number 
of  points  in  the  article  which  call  for  questions 
as  well  as  comments. 

With  a group  as  well  controlled  as  an  entering 
class  in  medical  school,  one  wonders  why  only 
96%  of  the  class  are  participating  in  this  study. 
Did  the  absent  4%  refuse  to  take  part?  Possibly 
ill?  Certainly  not  cutting  class  on  the 
first  day! 

No  less  than  twice  in  this  article  appears  the  an- 
cient canard  of  family  practice  offering  “the  least 
financial  reward  and  the  poorest  working  condi- 
tions.” It  is  high  time  that  this  myth  perpetrated 
by  those  who  roam  the  fluorescent-lit  halls  of  the 
ivory  tower  should  be  laid  to  rest.  We  have  fluor- 
escent lighting  in  our  offices,  too,  and  more  than 
that,  money  to  pay  the  electric  bill.  Having  been 
in  any  number  of  family  physicians'  offices  in  this 
state,  I can  testify  that  their  equipment  is  excel- 
lent, the  working  conditions  are  pleasant,  and  the 
quality  of  care  rendered  is  more  than  acceptable. 
Their  homes  and  families,  farms  and  ranches, 
and  airplanes  and  boats  in  some  instances  attest 
to  an  appropriate  income  commensurate  with  the 
family  physician’s  knowledge,  skills,  and  time 
spent  in  serving  those  who  seek  him  out — and 
many,  many  do  seek  him  out.  The  challenge 
of  first-contact  medicine,  the  pleasure  of  holistic 
care  in  a continuum,  and  the  fulfillment  of  serv- 
ing families  through  all  the  joys  and  sorrows  of 
life’s  experiences  are  equally  as 
rewarding. 

Concerning  finances,  I wonder  what  our  legisla- 
tors and,  behind  them,  the  taxpayers,  will  think 
when  they  read  that  27%  of  the  class  of  1977  of 
UTMSSA,  a state-supported  school,  plan  to  prac- 
tice elsewhere  than  in  Mother  Texas,  which  is  as- 
suaging their  educational  hunger  through  the  use 
of  that  most  popular  milk,  public  funds.  With  the 
shortage  of  physicians,  particularly  those  in  pri- 
mary care  fields  in  this  state  at  this  time,  it  does 
not  appear  logical  for  Texas  to  be  a donor  state  in 


medical  manpower.  If  this  class  is  typical  of  the 
other  state-supported  medical  schools,  this  wouli 
mean  that  several  years  from  now  Texas  will  be 
donating  to  other  states  1 % graduating  classes 
per  year,  representing  who  knows  how  many  mil- 
lions of  tax  dollars  leaving  home.  One  might  say 
that  physician  flow  into  Texas  tends  to  equalize 
this  loss,  but  such  logic  probably  carries  very  lit- 
tle weight  with  the  House  Appropriations  or  Sen- 
ate Finance  Committees. 

Another  surprise,  this  on  the  part  of  the  authors, 
is  that  physicians  have  time  to  spend  with  pre- 
medical students.  We  give  them  time — often  with 
out  knowing  it — as  we  deliver  services  ranging 
from  infant  immunizations  through  caring  for  the 
knocks  of  childhood  and  adolescence  to  college 
physicals  and  premarital  counseling  for  budding 
premeds.  College  students  have  been  known  to 
make  personal  visits  over  many  miles,  write  let- 
ters, and  utilize  the  telephone  to  discuss  the  field 
of  medicine  with  practicing  physicians.  These 
young  men  and  women  are  interested  in  learning 
about  medicine,  and — not  so  surprising — physi- 
cians are  interested  in  discussing  the  pros  and 
cons  of  the  profession  with  them. 

One  last  comment:  The  1,600  family  practice  res- 
idency openings  mentioned  have  grown  and 
grown  and  grown  until  presently  there  are  274 
programs  offering  1,680  first-year  openings  and 
some  4,200  residency  positions. 

Dr.  Meyer  and  his  associates  are  to  be  commend- 
ed for  undertaking  this  study,  and  should  be  en- 
couraged to  continue  it  throughout  the  medical 
education  and  professional  lives  of  students  in 
this  as  well  as  other  classes.  These  young  men 
and  women  also  should  be  commended  for  hav- 
ing the  interest  of  their  fellow  man  at  heart  and 
choosing  that  early  date  to  decide  on  service  both 
in  the  specialty  and  in  areas  where  the  need 
is  great. 

Sam  A.  Nixon,  MD,  Floresville. 


Who  Checks  Up  on  Government? 

Dear  Ms.  Baker: 

Various  checks  and  systems  are  placed  on  the 
quality  of  the  service  provided  by  physicians  to 
patients  (consumers).  By  what  means,  or  provi- 
sions, may  physicians  be  assured  of  the  quality  ol 
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accuracy,  fairness,  and  responsibility  of  Medi- 
care in  their  day-to-day  conduct  of  fiscal  busi- 
ness with  both  consumers  (patients)  and  provid- 
ers (physicians)? 

What  authoritative  body  has  the  power  and/or  re- 
sponsibility to  oversee  Medicare’s  provision  of 
payments  in  accordance  with  promises,  implied 
and  documented,  to  the  public?  At  present.  Medi- 
care has  managed  to  maneuver  Texas  physicians 
into  a position  where  the  physician  appears  to  be 
at  fault  at  any  time  Medicare  chooses  to  withhold 
a part  of  payment.  The  resultant  undermining  of 
public  confidence  in  physicians  must  be  intoler- 
able to  the  TMA,  and  such  deceptive  and  harmful 
practices  must  be  eliminated.  Medicare  has  ca- 
priciously and  repeatedly  withheld  monies  from 
both  physicians  (assigned  claims)  and  patients 
(nonassigned  claims).  Upon  inquiry,  the  explana- 
tion invariably  implies  overcharging  of  the  patient 
by  the  physician.  When  the  physician  or  the  pa- 
tient is  underpaid,  the  physician  has  no  right  or 
means  of  appeal  unless  the  amount  in  question  is 
over  $100  per  service,  or  per  claim. 

The  TMA  should  demand  that  the  fiscal  practices 
of  Medicare  be  properly  policed,  monitored,  and 
managed  in  a responsible,  unbiased  manner.  If 
Medicare  simply  lacks  the  fiscal  resources  to  pro- 
vide what  the  public  is  promised,  then  the  public 
must  be  informed,  by  Medicare,  that  Medicare  is 
unable  to  provide  its  coverage  “as  advertised” 
due  to  shortage  of  money,  and  that  failure  to  pay 
claims  is  due  to  that  shortage.  If  funds  are  indeed 
available,  failure  by  Medicare  to  pay  claims  prop- 
erly and  fairly  must  be  explained. 

The  pursuit  of  these  injustices  cannot  practically 
be  the  province  of  an  individual,  but  must  be  the 
responsibility  of  a larger  organization  with  proper 
legal  and  investigative  resources.  This  matter 
surely  is  important  enough  to  be  discussed  at  the 
higher  levels  of  organized  medicine,  and  to  merit 
a follow-up  statement  to  the  public. 

In  the  meantime,  I suggest  that  these  injustices 
be  pointed  out  to  our  patients  in  a responsible  and 
truthfully  worded  note,  which  should  also  include 
names  and  addresses  of  appropriate  governmen- 
tal representatives.  Our  patients  should  be  urged 
to  demand  fair  treatment  by  Medicare.  They  pay 
taxes  in  small  towns  as  well  as  in  large  cities,  but 
few  are  aware  of  Medicare’s  penalty  for  living  in 
smaller  cities  and  towns.  This  is  only  one  of  many 


injustices  for  which  we  physicians  are  ultimately 
being  blamed  (“more  than  allowable  charge”). 
Tom  F.  Bryant,  MD,  Paris. 

Editor’s  Note:  Dr.  Bryant’s  letter  addresses  the 
problem  with  which  TMA  has  been  at  issue  with 
the  fiscal  intermediary  for  Medicare  and  the  Bu- 
reau of  Health  Insurance  of  HEW  for  several  years. 
This  is  the  procedure  of  profiling  a physician 
according  to  the  area  in  which  he  practices  rather 
than  the  nature  of  his  service  regardless  of  where 
he  practices.  The  requirement  imposed  upon  the 
fiscal  intermediary  for  Medicare  charges  is  deter- 
mined by  selecting  the  lower  of  (1)  the  physi- 
cian’s customary  charge  for  that  service;  (2)  the 
“prevailing”  charge  (that  charge  made  75%  of 
the  time  by  physicians  of  like  specialty  in  the 
same  geographic  locality):  or  (3)  the  actual 
charge  made  for  the  service.  If  the  prevailing 
charge  for  an  area  is  lower  than  the  physician’s 
customary  charge,  the  prevailing  charge  is  used. 
TMA  has  been  arguing  that  the  physician’s  custo- 
mary charge  is  the  one  which  should  be  used  to 
determine  his  profile.  We  have  not  been  success- 
ful in  having  our  views  adopted,  but  we  continue 
to  press  for  this  objective.  As  it  now  stands,  the 
only  time  a physician’s  customary  charge  is  used 
is  when  it  is  lower  than  the  geographical  area  pre- 
vailing charge.  Thus,  we  no  longer  have  the  UCR 
fee  concept  (usual,  customary  and  reasonable). 
Instead,  it  is  replaced  by  the  “prevailing  charge” 
for  the  geographic  area,  or  phrased  another  way, 
we  have  area  fee  schedules. 
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Good  assistants  are  valuable  assets 


Good  medical  assistants  are  worth 
keeping-.  Their  warmth,  desire  to  be 
helpful,  courtesy,  and  efficiency  tell 
each  patient  in  a hundred  subtle  ways, 
“The  doctor  cares  about  you;  all  of  us 
do.” 

Compassion  is  wonderful  for  pub- 
lic relations,  but  today’s  medical  as- 
sistant needs  special  skills  and  knowl- 
edge as  well.  An  assistant’s  duties  may 
range  from  scheduling  appointments 
to  explaining  diagnostic  procedures, 
from  taking  a medical  history  to  main- 
taining equipment,  from  handling  the 
telephone  to  handling  emergencies, 
from  sorting  the  mail  to  taking 
care  of  practically  all  financial  as- 
pects of  the  practice. 

Every  physician  trains  his  assist- 
ants to  do  things  his  way,  and  teaches 
them  what  they  need  to  know.  That  is 
fine,  but  there  is  no  permanent  guar- 
antee in  any  office  situation,  and 
medical  assistants  need  to  be  profes- 
sionally prepared  to  step  into  new 
positions  with  competence  and  profi- 
ciency. 

Realizing  the  necessity  for  continu- 
ing education,  many  physicians  en- 
courage their  assistants  to  join  the 
American  Association  of  Medical  As- 
sistants, Inc. 

The  purpose  of  this  organization  is 
to  improve  skills  and  elevate  profes- 
sional status;  it  has  nothing  to  do  with 
trade  unionism  or  collective  bargain- 
ing. 

Continuing  education  for  medical 
assistants  is  good  business  and  it 
rnakes  good  sense;  in  fact,  many  physi- 
cians are  so  pleased  with  the  benefits 
that  they  pay  AAMA  dues  for  their 
assistants  and  encourage  them  to  take 
full  advantage  of  the  educational  op- 
portunities that  it  offers. 

The  objectives  of  this  worthy  group 
are  ( 1 ) to  inspire  its  members  to  give 
honest,  loyal  and  efficient  service  to 
the  profession  and  to  the  public  which 
they  serve;  (2)  to  strive  at  all  times  to 


cooperate  with  the  medical  profession 
in  improving  public  relations;  and 
(3)  to  provide  educational  services  to 
increase  the  knowledge  and  profes- 
sionalism of  its  members  and  to  stimu- 
late a feeling  of  fellowship  and  coop- 
eration among  its  state  societies  and 
local  chapters. 

One  of  the  AAMA’s  current  pro- 
jects is  cosponsored  by  the  Texas  Medi- 
cal Association;  it  is  a series  of  medi- 
cal-legal seminars  for  all  physicians 
and  their  medical  assistants  and  other 
employees,  and  the  aim  is  to  help  pre- 
vent malpractice  claims. 

In  short,  our  medical  assistants  are 
worth  keeping,  and  their  professional 
development  is  just  as  advantageous 
for  us  as  it  is  for  them. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 
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LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALL  THE  RIGHT 
REASONS. 


• prompt  and  specific  action 

• documented  benefit- to-risk  ratio 


three  dosage  strengths  to  meet  most  therapeutic  needs 


Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  aione  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  aicohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 


alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
h^ve  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dysorasias  (including  agranu-, 
locytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q./.d.;  severe  states,  20 
or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  1 0 mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  contain- 
ing 10  strips  of  10;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00  and 
500.  With  respect  to  clinical  activity,  cap- 
sules and  tablets  are  indistinguishable. 
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LIBRIUM 

(chlordiazepoxide  HCI) 

FOR  ALLTHE  RIGHT 
REASONS. 


Yesterday’s  decision  to  use  Librium  for  a clinically  anxious 
patient  was  based  on  several  good  reasons.  Safety.  Effectiveness. 
Versatility.  And  the  reasons  you  chose  it  yesterday  are  as  valid  today. 

Librium  has  accumulated  an  unsurpassed  clinical  record.  A 
record  validated  in  several  thousand  papers  published  both  here 
and  abroad. 

Librium,  when  used  in  proper  dosage,  rarely  interferes  with  a 
patient’s  mental  acuity  or  ability  to  perform.  However,  as  with  all  CNS' 
acting  agents,  good  medical  practice  suggests  that  patients  be  cautioned 
against  hazardous  activities  requiring  complete  mental  alertness. 

Librium  has  an  established  safety  record  and  a documented 
benefit' to-risk  ratio.  And  Librium  is  used  concomitantly  with  such  drugs 
as  cardiac  glycosides,  diuretics,  anticholinergics  and  antacids. 

So  when  you  consider  antianxiety  therapy,  consider  Librium. 

It’s  a good  choice.  For  today.  And  tomorrow. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 

LIBRIUM  c 

chlordiazepoxide  HCI/Roche 

Please  see  preceding  page  for  summary  of  product  informatiorL 
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One  of  the  important  devel- 
opments in  diagnosing 
asymptomatic  cases  of 
gonorrhea  is  the  use  of 
transport  media,  which  will 
keep  the  gonococcus  viable 
long  enough  to  allow  the 
physician  to  inoculate 
material  and  mail  it  to  a 
laboratory  where  it  can  be 
cultured  properly.  An  article 
on  gonorrhea  begins  on 
page  45. 

NEXT  MONTH 

Articles  scheduled  for  June 
include  malpractice  insula- 
tion in  Texas;  how  your  in- 
stitution can  get  the  most 
for  the  least  from  its  tele- 
vision facility;  an  exercise 
program  for  senior  adults; 
and  the  hemodialysis  of 
children. 
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Delegates  to  study  Texas  utilization  review  situation 

A significant  number  of  Texas  hospitals  and  physicians  face  denial  of 
payment  for  medical  care  given  to  Medicare,  Medicaid,  and  Title  V 
patients  unless  utilization  review  programs  are  placed  into  operation 
in  the  near  future. 

Responding  to  the  need  for  coordinated  action  to  meet  this  impend- 
ing problem,  a special  reference  committee  of  the  Texas  Medical  As- 
sociation’s House  of  Delegates  will  meet  May  6 in  Dallas  to  consider 
all  aspects  of  the  issues  surrounding  utilization  review.  It  is  estimated 
that  30%  to  40%  of  Texas  patients  participate  in  tax-financed  health 
care  programs. 

The  most  recent  development  in  the  utilization  review  situation  was 
HEW’s  March  30  announcement  of  new  proposed  regulations  for  fed- 
eral programs.  These  regulations  replace  those  withdrawn  for  rewrit- 
ing in  1975  after  the  American  Medical  Association  sued  HEW  con- 
cerning the  then  final  utilization  review  regulations. 

The  following  are  major  requirements  of  the  newly  proposed  regula- 
tions. (1)  Each  hospital  medical  staff  must  establish  a list  of  condi- 
tions and  diagnoses  for  which  hospitalization  is  appropriate  and 
needed.  Hospitalization  for  a condition  or  diagnosis  on  this  list  will  be 
presumed  to  be  necessary.  (2)  Each  hospital  medical  staff  must  adopt 
criteria  for  admission  based  upon  regional  norms.  These  criteria  will 
be  used  to  screen  admissions  made  for  purposes  not  on  the  list  of 
conditions  and  diagnoses.  (3)  The  screening  of  admissions  must  be 
done  within  three  hospital  working  days.  (4)  Elective  surgery  or  elec- 
tive procedures  must  be  screened  for  necessity  before  the  elective 
surgery  or  procedure  is  performed,  and  this  screening  must  also  be 
done  within  three  hospital  working  days.  (5)  A date  for  continued  stay 
review  must  be  established  by  diagnosis  or  condition.  If  it  is  neces- 
sary for  the  patient  to  continue  in  the  hospital  beyond  the  initial  pe- 
riod, then  review  for  that  extended  stay  must  be  completed  within  two 
hospital  working  days. 

The  regulations  will  serve  as  interim  rules  for  utilization  review  pro- 
grams until  Professional  Standards  Review  Organizations  (PSROs) 
are  fully  implemented. 

Various  utilization  review  programs  are  required  by  laws  at  both  the 
national  and  state  levels.  Among  these  are  requirements  encompass- 
ing PSROs  and  the  Texas  Admissions  and  Review  Program 
(TARP). 

PSROs  were  scheduled  for  implementation  on  Jan  1 , but  whether  or 
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when  PSRO  will  get  off  the  ground  in  Texas  this  year  remains  uncer- 
tain. After  hearing  a TMA  law  suit,  US  District  Court  declared  nine 
PSRO  areas  for  Texas  unlawful  and  invalid.  The  court  enjoined  HEW 
from  implementation  of  PSRO  until  full  reconsideration  of  designated 
areas  has  been  completed.  HEW  appealed  the  decision  to  the  U S 
Court  of  Appeals,  Fifth  Circuit,  in  March.  Texas  is  awaiting  further 
developments  in  its  long-pursued  quest  for  a single  statewide  PSRO 
directed  by  physicians. 

TARP  was  developed  in  Texas  in  anticipation  of  required  admissions 
review  and  concurrent  evaluation  based  upon  developed  criteria. 
More  than  100  sections  of  the  subsequently  passed  National  Health 
Planning  and  Resources  Development  Act  of  1974  (PL  92-603)  relat- 
ed to  health  care  delivery  includinga  provision  which  called  for  utiliz- 
ation review  of  all  Medicare  and  Medicaid  admissions.  The  section 
permitted  a waiver  for  Medicaid  if  the  state  had  a utilization  review 
program  more  effective  than  Medicare.  The  Texas  Department  of 
Public  Welfare  applied  for  and  received  such  a waiver  based  upon  its 
implementation  of  TARP. 

In  addition  to  the  present  government  programs,  it  is  anticipated  that 
physicians  will  have  to  deal  with  other  aspects  of  utilization  review  in 
the  future.  Commercial  carriers  and  all  health  care  insurers  are  ex- 
pected to  request,  and  contract  for,  utilization  review  assistance. 
National  hospital  and  training  program  accrediting  agencies  have  a 
continuing  need  for  realistic  utilization  review  assistance.  The  con- 
tinuing education  potential  of  utilization  review  activities  will  be  en- 
hanced significantly  by  standardization  of  procedures. 

In  a report  to  the  House  of  Delegates,  the  TMA  Executive  Board  point- 
ed out  the  common  aspects  of  utilization  review  programs:  (1)  Texas 
and  federal  laws  require  periodic  review  of  tax-supported  medical 
programs,  collection  of  medical  statistical  data,  and  justification  of 
admissions,  treatment,  medical  necessity,  propriety  of  setting,  effi- 
cacy of  treatment,  and  length  of  stay;  (2)  federal  and  state  agencies 
must  promulgate  regulations  to  comply  with  the  laws;  and  (3)  the 
statutory  and  the  regulatory  mandates  require  review  procedures  for 
all  phases  of  tax-financed  health  care. 

In  its  evaluation  of  the  situation  the  Executive  Board  concluded  that 
physicians  must  participate  in  the  collection  and  evaluation  of  medi- 
cal data  to  preserve  quality  medical  care.  The  board  further  stated 
that  it  is  vital  that  physicians  become  involved  in  the  systems  designs 
so  that  accurate  data  is  collected. 
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Rural  loans  awarded 

The  State  Rural  Medical  Education 
Board  has  awarded  a total  of  more 
than  $84,000  in  loans  to  19  medical 
students  for  fiscal  year  1976  with  an- 
other $100,000  committed  to  the 
needs  of  these  and  other  students  in 
fiscal  year  1977.  The  most  recent 
grants  were  approved  at  the  March  28 
meeting  of  the  board. 

The  rural  medical  education  board, 
established  by  the  legislature  in 
1973,  is  authorized  to  make  loans  to 
medical  students  with  the  stipulation 
that  they  will  serve  in  rural  areas  upon 
completion  of  their  training.  The  stu- 
dents will  receive  credit  for  one-fifth 
of  the  loan  for  each  year  of  rural  prac- 
tice, thus  the  loan  is  retired  in  five 
years. 

The  goals  of  the  program  are  to  pro- 
vide needy  students  assistance  with 
the  high  cost  of  medical  education 
and  to  provide  a strong  incentive  for 
practicing  in  rural  areas. 

According  to  recent  figures,  15  of 
Texas'  254  counties  have  no  doctors. 
In  addition,  32  Texas  counties  or  por- 
tions have  been  designated  as  “cri- 
tical medical  shortage  areas’’  by  the 
Department  of  Health,  Education,  and 
Welfare. 

The  students  are  not  required  to  at- 
tend a Texas  medical  school,  but  their 
practice  must  be  in  the  state.  Approxi- 
mately 188  Texas  counties  have  few- 
er than  25,000  persons,  qualifying  as 
“rural.” 

The  board  is  close  to  having  com- 
mitted all  of  its  $200,000  biennium 
appropriation  and  will  be  looking 
for  a new  budget  appropriation  when 
the  legislature  meets  in  1977.  The 
board  is  also  authorized  to  receive 
donations  to  the  loan  fund  from  any 
group  or  individual. 


TMA  supports 
immunization  plan 

The  Texas  Medical  Association  has 
announced  its  full  support  of  the 
8 planned  nationwide  immunization 


against  swine  influenza  as  proposed 
by  President  Ford. 

Dr.  N.  L.  Barker,  TMA  president,  said 
swine  flu  in  humans  poses  a serious 
potential  health  problem.  A swine  flu 
epidemic  in  1918  killed  20  million 
people  worldwide. 

Dr.  Barker  urged  the  medical  and 
pharmaceutical  professions  to  make 
all  possible  efforts  to  have  the  vaccine 
itself  and  a means  of  distributing  it 
ready  to  immunize  all  215  million  U S 
citizens  before  next  winter’s  flu 
season. 

At  its  meeting  in  early  May  the  TMA 
Council  on  Community  Health  Affairs 
is  expected  to  formulate  a plan  of  ac- 
tion for  Texas  physicians  in  regard  to 
the  immunization  program. 

An  estimated  48  million  fertilized 
chicken  eggs  may  be  used  to  produce 
enough  vaccine  . . . Health  officials 
say  they  foresee  few  problems  in  get- 
ting enough  fertilized  eggs  and  mak- 
ingthe  vaccine  in  time  for  next  win- 
ter, when  experts  predict  the  flu  will 
begin  to  spread. 

At  press  time,  a bill  carrying  $135 
million  to  provide  vaccine  to  immu- 
nize most  Americans  against  swine 
flu  had  been  sent  to  the  White  House. 
President  Ford  is  expected  to  sign  it. 


Medicare  assignments 
decreasing  in  Texas 

According  to  Fred  W.  Rodgers,  vice 
president  for  government  programs 
of  Blue  Cross-Blue  Shield  of  Texas, 
the  number  of  Texas  physicians  who 
accept  assignment  of  Medicare  claims 
is  decreasing. 

During  January,  1976,  the  percentage 
of  assigned  physicians  claims  was 
49.4  % , as  contrasted  with  the 
51.6%  national  figure.  In  the  past, 
the  percentage  of  assigned  Medicare 
Part  B claims  in  Texas  has  usually 
been  a little  higherthan  the  national 
average.  During  January,  1970, 
65.78%  of  the  Part  B claimsfiled  by 
physicians  were  assigned. 
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This  brochure  was  recently  mailed  to 
members. 

Following  our  custom,  the  brochure  is 
lengthy  and  specific  as  far  as  benefits 
and  restrictions  are  concerned  so  that 
you  will  have  sufficient  information  on 
which  to  pursue  your  insurance  re- 
quirements. 

Remember,  when  an  insurance  claim  is 
paid  is  a poor  time  to  learn  the  benefits 
you  have  — or  worse,  what  ];ou  do  not 
have. 


For  information  or  service 
contact 

Insurance  Service  Office 

TEXAS  MEDICAL  ASSOCIATION 

1801  N-  Lamar  Blvd. 

Austin,  Texas  78701 


Pmdential 

U roup  Insurance 
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Medical  school 
applications  drop 

Forthe  first  time  since  the  inception 
of  the  Medical  and  Dental  Application 
Center  of  The  University  of  Texas  Sys- 
tem, there  has  been  a drop  in  the  total 
number  of  applicants.  The  drop  oc- 
curred for  both  medical  and  dental 
applicants  forthe  entering  classes  of 
1976. 

The  center  had  a total  of  2,713  medi- 
cal applications,  down  16  from  1975. 
The  average  grade  of  the  applicant 
pool  was  3.36  (on  4.0  scale);  the 
average  of  those  selected  was  3.60. 
The  average  MCAT  score  of  the  appli- 
cant pool  was  562;  the  average  of 
those  selected  was  602.  Of  the  1 ,899 
Texas  resident  and  814  nonresident 
applications,  567  residents  and  60 
nonresidents  were  accepted  to  the 
system’s  four  schools. 

Baylor  College  of  Medicine,  Houston, 
reported  an  applicant  pool  of  3,670 
for  168  entering  places.  Texas  resi- 
dents traditionally  compose  70%  of 
the  school's  entering  class.  The  aver- 
age grade  point  average  of  the  appli- 
cant pool  was  3.37;  the  average  MCAT 
score  was  581. 

Texas  Tech  University  School  of  Medi- 
cine has  l,416applicantsfor40 
places  in  the  upcoming  entering  class. 

Survey  on  families  released 

The  Early  Childhood  Development 
Division  of  the  Texas  Department  of 
Community  Affairs  has  published 
Texas’  Youngest  Children,  a summary 
report  highlighting  majorfindings  of 
a survey  of  Texas  families  with  chil- 
dren under  six. 

The  information  in  the  publication  is 
designed  to  stimulate  discussion 
about  the  needs  of  young  children  and 
their  families  and  to  promote  exam- 
ination of  alternative  methods  of 
meeting  those  needs. 

Several  common  characteristics  of 
families  emerged  from  the  survey 
data.  Among  these  characteristics 
were  (1)  families  were  mobile;  (2) 


families  too  often  were  poor;  (3)  par- 
ents were  hardworking;  (4)  many 
parents  had  limited  education;  (5) 
one-parent  families  were  raising  chil- 
dren under  unusually  stressful  cir- 
cumstances; (6)  many  families  were 
not  covered  by  health  insurance;  and 
(7)  many  families  needed  care  ar- 
rangements for  their  children  outside 
the  home. 

A longer,  technical  report  of  the  find- 
ings of  the  survey  is  available  for  re- 
searchers and  others  who  may  wish 
to  explore  the  findings  in  depth. 

TEXPAC  receives 
top  national  award 

The  Texas  Medical  Political  Action 
Committee  (TEXPAC)  has  received  for 
the  second  consecutive  year  the  “All 
Events”  first  place  award  from  the 
American  Medical  Political  Action 
Committee  (AMPAC).  The  recognition 
is  the  top  membership  honor  given 
by  AMPAC  to  state  political  action 
organizations. 

In  addition,  Texas  set  an  AMPAC  rec- 
ord for  membership  category  awards 
by  placing  first  in  contributions  per 
member;  second  in  largest  increase 
over  prior  year;  second  in  sustaining 
membership;  and  third  in  total 
contributions. 

TEXPAC  set  new  records  in  1975  in 
contributions  and  membership  fig- 
ures. Political  dollarcontributions  in- 
creased 33.5%  over  1974. 

The  top  membership  award  was  pre- 
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sented  to  Dr.  Sam  A.  Nixon  TEXPAC 
board  chairman,  duringthe  AMA/ 
AMPAC  Public  Affairs  Workshop  in 
Washington,  DC  in  April. 

Medical  administration 
program  started 

The  nation’s  first  medical  administra- 
tion graduate  program  will  be  estab- 
lished by  the  Northwestern  University 
School  of  Management  in  cooperation 
with  the  American  Medical 
Association. 

The  two-year  program  leading  to  a 
masters  degree  is  being  designed  and 
prepared  by  medical  executives  for 
the  rapidly  increasing  complications 
and  challenges  in  medical  organiza- 
tion work,  according  to  the  AMA. 

In  addition  to  the  degree  program, 
Northwestern  is  considering  an  an- 
nual three-week  certification  summer 
course  for  medical  administrators  and 
a yearly  two-day  management  updat- 
ing seminarfor  medical  society  exe- 
cutive staff. 

Inquiries  should  be  directed  to  the 
Office  of  the  Executive  Vice  President, 
AMA,  535  N Dearborn  St,  Chicago 
60611. 


Citizens’  group  fighting 
health  planning  law 

A grassroots  movement  to  inform  the 
public  about  the  adverse  effects  of  the 
National  Health  Planning  and  Devel- 
opment Act  of  1974  (PL  93-641)  on 
rural  health  care  is  under  way  in 
Northeast  Texas. 

A group  of  Cass  County  citizens  who 
are  not  engaged  in  the  health  care 
field  has  organized  to  seek  repeal  of 
the  law.  From  its  base  in  Linden,  the 
Organization  for  Preservation  of  Local 
Medical  Services,  Inc  is  organizing 
town  meetings,  telephone  commit- 
tees, volunteer  help,  media  cam- 
paigns, and  various  other  activities 
to  inform  people  about  the  law. 

In  particular,  the  group  objects  to  the 
plan  because  it  is  viewed  by  the  group 
as  establishing  a two-level  system  of 


medical  care.  The  group  is  fearful 
that  the  smaller  hospitals  will  be  rele- 
gated to  providing  primary  care  and 
the  “center”  hospitals  will  then  pro- 
vide advanced  care  on  a geographical- 
ly integrated  basis  with  centers  for 
the  treatment  of  obstetrics,  intensive 
and  coronary  care,  and  emergency 
medical  and  radiation  therapy 
services. 

The  citizens’  group  feels  that  medical 
consumers  in  the  rural  areas  of  the 
country  will  be  adversely  affected  by 
the  plan  for  a variety  of  reasons  in- 
cludingthe  resulting  reduction  in 
rural  hospital  and  probable  departure 
of  physicians.  The  residents  of  Cass 
County  hope  to  generate  a national 
movement  for  repeal  of  health  plan- 
ning legislation. 

Brand-name  prescribing 
for  children  urged 

Physicians  treating  children  should 
generally  prescribe  specific  brand- 
name  drugs,  because  “the  data  which 
would  allow  the  pediatrician  to  pre- 
scribe generically  and  expect  consis- 
tent therapeutic  results  do  not  exist,” 
according  to  the  American  Academy 
of  Pediatrics’  Committee  on 
Drugs. 

For  several  years,  some  consumers, 
legislators,  and  health  administrators 
have  advocated  generic  prescribing, 
which  would  allow  pharmacists  to 
substitute  less  expensive,  generically 
equivalent  drugs  for  more  expensive, 
brand-name  medications. 

However,  the  AAP  committee  said, 
“few drug  products  have  been  ap- 
propriately studied  for  bioavailability 
ortherapeutic  equivalence  in  infants 
and  children.”  The  committee  made 
the  statement  in  the  February  issue  of 
Pediatrics,  the  academy’s  monthly  sci- 
entific journal. 

The  committee  said  that  certain  types 
of  drugs,  antibiotics  for  example,  have 
been  tested  enough  sothat  “generic 
prescribing  may  be  used  with  relative- 
ly more  confidence.” 

The  statement  also  pointed  out  that 
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pharmacist’s  fees,  overhead,  the  size 
of  the  prescription,”  and  innumerable 
other  variables  may  determine  the 
cost  (of  the  medication)  to  the  patient 
more  than  the  wholesale  list  price  of 
a drug.” 

The  committee  said  it  “strongly  sup- 
ports the  use  of  the  least  expensive 
medication  which  provides  effective 
therapy.  However,  the  physician’s 
duty  to  the  patient  is  to  prescribe  re- 
liable drugs  with  reproducible  thera- 
peutic effects  at  a given  dose.  There- 
fore, until  suitable  bioavailability  data 
in  children  are  determined  and  thera- 
peutic importance  recognized,  the 
physician  should  continue  to  pre- 
scribe the  products  which  have  shown 
significant  clinical  effectiveness  in 
his  hands  or  in  published  clinical 
trials.” 

Insurance  to  pay 
for  second  opinions 

Blue  Cross-Blue  Shield  of  New  York 
has  initiated  a small-scale  plan  to  pay 
for  a second  opinion  about  the  need 
for  any  non-emergency  operation.  The 
program  was  started  in  an  attempt  to 
answer  some  of  the  controversial 
questions  regarding  whether  unneces- 
sary surgery  is  being  performed  in  the 
United  States. 

The  New  York  plan  is  believed  to  be 
the  first  of  its  kind  for  Blue  Cross-Blue 
Shield  in  the  country.  The  target  is  to 
sign  up  six  or  seven  large  groups  with 
a total  of  about  150,000  individuals 
forthe  program.  Negotiations  are  un- 
derway currently. 


Football  injuries  ' 
reported  by  schools 

Ninety-five  percent  of  the  high  schools 
reporting  to  the  University  Interschol- 
astic League  on  the  1975  football  sea- 
son indicated  some  occurrence  of 
injuries.  Eighty-eight  percent  of  Texas 
schools  were  represented  in  the 
report. 

Leading  the  list  of  injuries  were 
sprains  (35%),  bruises  (27%),  and 
fractures  (14%).  The  majority  of  the 
injuries  (82%)  occurred  during  game 
time.  The  knee  was  the  part  of  the 
body  most  often  injured  (22%),  fol- 
lowed bythe  ankle  (17%),  and  the 
shoulder  (10%). 

Other  statistics  revealed  bythe  report- 
ingprocess  included:  (1)43%  of  the 
injuries  occurred  in  October,  39%  in 
September,  16%  in  November  and 
December;  (2)  43  % of  the  injured 
players  were  17  years  old,  25%  were 
16,  and  17%  were  18  or  above;  (3) 

1 1 % of  the  injured  players  were  hos- 
pitalized; and  (4)  5%  required 
surgery. 

The  largest  number  (28%)  of  injuries 
occurred  in  AAAA  schools  followed  by 
AA  (24%),  A (19%),  and  AAA 
(15%). 


Ethics  committee 
established 

A National  Advisory  Committee  on 
Ethics  will  beset  up  by  the  American 
Medical  Association  in  an  effort  to 
focus  attention  on  the  moral  and 
ethical  challenges  facing  American 
institutions. 

The  AMA  will  help  launch  and  finance 
the  independently  functioning  com- 
mittee, to  be  headed  by  Fred  T.  Allen, 
chairman  of  the  Pitney  Bowes  Corp, 
Stamford,  Conn. 

The  stated  purpose  of  the  committee 
is  to  call  attention  to  the  importance  of 
the  ethical  underpinnings  of  business, 
law,  medicine,  journalism,  education, 
and  society  as  a whole.  The  committee 
is  in  the  developmental  stages. 
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...WHERE  ONLY  I ONE  I PRESCHOOLER 
IN  20  GETS  ENOUGH  IRON! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


•First  Health  and  Nutrition  Examination  Survey,  DHEW  Pub.  No.  (HRA) 
74-1219-1,  National  Center  for  Health  Statistics,  Rockville,  Maryland.  (This 
report  indicates  that  approximately  95%  of  the  children  1-5  years  old  had 
iron  intakes  below  the  standard  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

_ Dietary  Supplement 

with  IRON  Syrup 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 

(as  Ferric  Pyrophosphate)  . . 

1-Lysine  HCI  

Thiamine  HCI  Bi)  

Pyridoxine  HCI  (Bb)  

Vitamin  Bi 2 

Sorbitol  

Alcohol  


. . .30  mg 
. .300  mg 
. . .10  mg 
. . . .5  mg 
25  mcgm 
. . 3.5  gm 
. . . 0.75% 


DOSAGE:  Prevention  of  iron-deficiency  anemia— Children  and  Adults 
— 1 tsp.  (5  cc)  daily.  Treatment  of  iron  deficiency  anemia— Children:  1 
tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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In  Defense  Of  The  Texas  Physician 


SURETY  CORPORA  TION  OF  AMERICA 

HOUSTON,  TEXAS 


PROFESSIONAL  LIABLITY  INSURANCE  IS  NOW  AVAILABLE  TO  QUALIFYING  TEXAS  PHYSICIANS  AND  SURGEONS  ON  A LIMITED 
BASIS.  TO  DETERMINE  YOUR  ELIGIBILITY,  CONTACT  OUR  MEDICAL  INSURANCE  DIVISION  FOR  NAME  OF  INSURANCE  AGENT 
NEAREST  YOU.  1-713— 526-4863. 


Virgil  M.  Cox,  Jr,,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


PSYCHIATRIC  INSTITUTE  OF  FORT  WORTH 
A FULL  SERVICE  PSYCHIATRIC  HOSPITAL 

Vfiih  Separate  Comprehensive  Units  For  Adults  and  Adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 

AN  OPEN  STAFF  52  bed  fully 
equipped  private  psychiatric  hospital. 

LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 

ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


OFFERING 

Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drugs  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiatry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 


815  EIGHTH  AVENUE  FORT  WORTH,  TEXAS  76104  (817)  335-8222  j 5^,,^ 

ADMINISTRATIVE  OFFICE  1510  WEST  TERRELL  (817)  335-4040  Administrator 
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Health  department 
offers  film,  slides 

A film  and  a slide  presentation  of  in- 
teresttothe  medical  community  are 
now availablefrom  theTexas  Depart- 
ment of  Health  Resources. 

“Heimlich  Maneuver”  is  a ten-minute 
movie  illustratingthe  technique  for 
on-the-spot  treatment  of  the  “cafe 
coronary.”  TheTexas  Medical  Asso- 
ciation’s Committee  on  Emergency 
Medical  Services  recently  endorsed 
the  film  and  recommended  it  be 
shown  to  medical  societies,  restaura- 
teurs, and  the  general  public.  Copies 
are  available  from  thefilm  library  of 
TDHR. 

“To  Save  a Life,”  is  a sound-slide 
presentation  of  the  Emergency  Medi- 
cal Services  Division  of  TDHR.  The 
filmstrip  describes  the  basic  com- 
ponents of  an  effective  emergency 
medical  services  system.  The  TMA 
committee  also  recommended  this 
program’s  presentation  to  medical 
and  civic  organizations. 


Public  favors  physicians 
in  health  care  sector 

A new  Harris  survey  shows  that  the 
public  favors  physicians  more  than 
any  other  element  of  their  health 
care. 

Medical  specialists  top  the  survey. 
They  were  viewed  favorably  by  83  % 
of  the  public  and  unfavorably  by  only 
9%.  General  practitioners  followed 
closely  with  an  81%  favorable  and 
16%  unfavorable  response.  Confi- 
dence in  general  practitioners  has 
increased  in  the  past  five  years,  from 
72%  favorable  and  19%  unfavorable 
in  1968,  to  this  year’s  figures. 
Hospitals  in  general  came  in  fourth  in 
the  poll,  with  a 70%  favorable,  27% 
unfavorable  rating.  The  survey  show- 
ed that  while  the  public  is  generally 
satisfied  with  its  health  care,  nearly 
two-thirds  of  those  responding  are  not 
willingtopay  10-15%  higher  hospital 
costs,  even  if  guaranteed  better  qual- 


ity service  and  more  personal 
attention. 

The  poll  was  conducted  forthe  Feder- 
ation of  American  Hospitals  in  mid- 
December  and  was  presented  by  Har- 
ris at  the  group’s  recent  annual 
meeting. 


Report  shows  TB 
costly,  significant 
from  public  health  view 

Tuberculosis  remainsthe  most  expen- 
sive communicabledisease  in  Texas 
and  is  the  infectious  disease  of  great- 
est importance  from  the  public  health 
standpoint,  accordingtothe  recently 
released  annual  report  of  the  Bureau 
of  Tuberculosis  Services  of  the  Texas 
Department  of  Health 
Resources. 

The  closing  of  the  1974-1975  annual 
report  period  concluded  the  tenth 
yearof theTuberculosis Control  Pro- 
gram in  the  state.  The  annual  state- 
ment reports  that  the  achievement  of 
the  goal  of  eradicatingtuberculosis  as  ' 
a public  health  problem  is 
progressing. 

The  annual  report  covers  the  progress 
of  the  bureau  forthe  past  ten  years 
with  emphasis  on  the  past  year  includ- 
ing morbidity  and  mortality  rates, 
program  objectives  and  accomplish- 
ments, and  regional  activities. 


“I  have  an  intangible  discomfort  which  defies 
description  by  such  trite  words  as  ache  or  pain.” 
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License  statement 
facilitates 
anatomical  gifts 

Texans  may  now  donate  their  bodies, 
or  parts  of  their  bodies,  to  hospitals, 
physicians,  medical  schools,  or  organ 
banks  by  executing  a statement  on  the 
reverse  side  of  new  driver’s 
licenses. 

An  amendmenttotheTexas  Anatomi- 
cal Gift  Act,  effective  Jan  1 , has  now 
been  implemented  in  the  state.  The 
statement  must  be  signed  and  wit- 
nessed to  comply  with  the  act.  The 
gift  is  invalid  on  expiration,  cancel- 
lation, revocation,  or  suspension  of 
the  licenses  and  to  be  valid,  the  state- 
ment must  be  executed  each  time  the 
license  is  renewed. 

Houston  researcher  designs 
self-test  for  oral  cancer 

A graduate  student  researcher  at  The 
University  of  Texas  School  of  Public 
Health,  Houston,  has  designed  a sim- 
ple self-test  which  is  aimed  toward 
helping  individuals  to  examine  them- 
selves for  signs  of  oral  cancer. 

Helene  Bednarsh,  a licensed  dental 
hygienist  who  is  now  completing  work 
on  her  masters  degree  in  public 
health,  recently  demonstrated  her  test 
to  Houstonians  in  a month-longteach- 
ing/screening  drive  aimed  at  people 
35  years  old  and  older.  Ms.  Bednarsh 
has  also  designed  an  illustrated 
pamphlet  which  shows  the  user  how  to 
check  various  parts  of  his  mouth, 
face,  and  neck  for  symptoms.  She 


plans  to  evaluate  the  success  in  teach- 
ing the  self-check  method  to  Houston- 
ians as  the  basis  of  her  master’s  de- 
gree thesis. 

Physicians  support 
continuation 
of  Medicaid  program 

More  than  half  of  U S physicians  poll- 
ed by  the  American  Medical  Associa- 
tion say  they  support  continuation  of 
Medicaid — the  federal  government’s 
program  forfinancing  medical  care 
for  the  poor. 

The  problem  facing  doctors  who  did 
not  give  unanimous  support  is  basic 
— government  reimbursement  for 
services  often  does  not  cover 
costs. 

Results  of  the  poll  were  published  in 
the  March  22  issue  of  American  Medi- 
cal News’  monthly  section  on  socio- 
economic issues  of  medicine. 

Impact. 

Over  three-fourths  of  the  doctors  poll- 
ed declared,  however,  they  would  like 
to  see  modifications  in  the  Medicaid 
program  as  now  administered.  A ma- 
jor objection  cited  is  that  reimburse- 
ment for  medical  services  by  the  gov- 
ernment is  sometimes  too  lowto  cov- 
er costs. 

So  strong  are  physicians’  feelings 
about  Medicaid  reimbursement  levels 
and  their  inadequacythatfourout  of 
ten  physicians  said  that  unless  fees 
are  adjusted  upward  in  1976,  they 
will  see  fewer  Medicaid  patients  in 
the  next  12  months. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 

1976  3 Years  5 Years  Current 

Through  Ended  Ended  Dividend 

Investment  Media*  3/31/76  12/31/75  12/31/75  Yield 


Loomis-Sayles  Capital  Dev.  Fund 

+ 11.2% 

-33.0% 

- 6.2% 

1.3% 

Loomis-Sayles  Mutual  Fund 

+ 9.9% 

-21.0% 

- 3.7% 

3.1% 

Mercantile  Bank  Equity  Fund 

+14.5% 

-35.8% 

-16.5% 

3.4% 

Mercantile  Bank  Fixed  Income  Fund 

+ 3.9% 

-13.5% 

- 8.6% 

7.8% 

T Rowe  Price  Growth  Stock  Fund 

-f  9.0% 

-34.1% 

- 1.9% 

2.1% 

T Rowe  Price  New  Income  Fund 

+ 2.0% 

N/A 

N/A 

7.9% 

Stein  Roe  & Farnham  Balanced  Fund 

-flO.5% 

-24.9% 

+ 4.1% 

3.0% 

Standard  & Poor  500  Stock  Average 

+ 13.9% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

+17.2% 

-16.4% 

+ 1.6% 

•Includes  reinvested  capital  gains  distributions. 
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^'^AIUEB  wMlC  Scrapbook 
of  Vitamin  Facts  8.  Failacies 


Northern  and  Central  Europeans  must  obtain  their  vitamin  C 
primarily  from  cabbage  because  these  countries  don't  have 
a Florida  or  California  as  a source  of  citrus  fruits.  These 
inhabitants  get  about  twice  as  much  ascorbic  acid  when  they 
eat  their  cabbage  raw  as  when  they  boil  it. 


Hippocrates  was  probably  the  first 
person  to  observe  and  record  the 
symptoms  of  scurvy  In  about 
400  B.C.  he  wrote  that  he  was 
perplexed  by  the  large  number  of 
soldiers  suffering  from  gangrene 
of  the  gums. 


People  in  more  primitive,  less  commercialized 
societies  often  eat  better  balanced  diets  than 
affluent  Americans.  These  natives  instinctively 
choose  nourishing  foods  because  their  bodies  tell 
them  what  they  need.  The  dietary  habits  of  Ameri- 
cans are  often  influenced  by  television  commer- 
cials that  appeal  to  our  wants  instead  of  our  needs. 


Vitamins  are  so 
potent  that  a day’s 
supply  weighs  only 
1 /237th  of  an  ounce! 


Look  for  the  monogram 
"AHR"  on  every  Allbee 
with  C capsule.  It  is  your 
assurance  that  this  is  the 
original  and  genuine 
product  and  not  an 
imitation. 


Available  on  your 
prescription  or 
recommendation 

AlUiE^MC 

High  Potency 
B-Complex  and 
Vitamin  C 
Formula 


AllbeewithC 

MULTIVITAMINS 


E»ch  capsule  coniams  ^ 

Thitmme  mononitrate  <B.)  15  IW' 
ftibollavintBt)  10  mg 

Pyridonne  hydrochloride  (9.)5  mg  * 
NiKinamide  50  mg  5^ 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Viiamirt  C)  300  mg  1000' 


30  CAPSULES 
/l4f[^OBINS^ 


.A. II.  Robins  Company.  Kichnioncl. 


\ a.  2.^22(l 


each  tablet, 
capsule  or  5 cc. 
teaspoonful  each 

of  elixir  Donnatal  each 

C23%  alcohol] No,  2 Extentab 

liyoscyamine sulfate  0.1037  mg.  0,1037  mg.  0.31 1 1 mg. 

atropine  sulfate  0,01 94  mg.  0.0194  mg.  0.0582  mg, 

hyosdnehydrobromide  0.0065  mg.  0.0065  mg,  0.01 95  mg. 

phenobarbital  (ii  gr]  1 6.2  mg,  gr.)  32.4  mg  grj  48.6  mg. 

Cwarning:  may  be  habit  forming} 


Brief  summary.  Adverse  Reactions:  Blurring  of  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  on 
higher  dosage  levels,  rarely  on  usual  dosage.  Contraindications: 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (for  ex- 
ample, bladder  neck  obstruction  due  to  prostatic  hypertrophy):  or 
hypersensitivity  to  any  of  the  ingredients 

y^-HTOB!NS  A H Robins  Company,  Richmond.  Virginia  23220 


CAPITAL  COMMENTS 

AUSTIN:  TMA  MALPRACTICE  SURVEY  PRESENTED.  The  Texas  Medical  Liability 
Study  Commission  held  its  ninth  official  meeting  March  19.  Dr.  N.  L.  Barker, 
president  of  the  Texas  Medical  Association,  officially  presented  to  the  18  com- 
mission members  copies  of  the  1975  TMA  Medical  Professional  Liability  Insur- 
ance Survey.  TMA  representatives  presented  the  results  of  the  survey  in  sum- 
mary form. 

WASHINGTON:  HEW  REGULATION.  The  Department  of  Health,  Education  and 
Welfare  has  set  up  a new  office  to  smooth  the  way  for  its  department’s  regula- 
tions. The  goal  of  the  Office  of  Regulatory  Review,  according  to  Douglas  Harlan, 
PhD,  special  assistant  to  the  HEW  secretary  and  project  director,  is  to  involve 
people  who  will  be  affected  by  regulations  before  the  regulations  are  written.  The 
office  is  considering  a procedure  called  “notice  of  intent  to  publish  proposed 
rule-making.”  Underthis  plan,  an  announcement  of  the  intent  to  write  regula- 
tions would  be  published  in  the  Federal  Register.  The  announcement  would  de- 
scribe the  issues  to  be  covered  and  comments  would  be  solicited. 

AUSTIN:  MALPRACTICE  REVIEWED  BY  TEXAS  HOUSE.  The  House  Insurance 
Committee’s  Subcommittee  on  Malpractice  met  in  Austin  March  26  to  hear  status 
reports  relating  to  the  activities  of  the  Texas  Medical  Liability  Study  Commission 
and  the  Joint  Underwriting  Association. 


Editor’s  note: 
“Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  HEALTH  PLANNING  REGULATIONS.  Pending  regulations  for  im- 
plementation of  the  new  health  planning  law  were  listed  by  a delegation  of  nine 
governors  as  their  number  one  concern  when  the  group  recently  visited  President 
Ford  and  Cabinet  officers.  The  delegation  was  led  by  Gov  Robert  D.  Ray  of 
Iowa,  chairman  of  the  National  Governor’s  Conference.  In  a statement  prepared 
for  the  meeting,  the  governors  said  they  agree  with  the  objectives  of  the  National 
Health  Planning  and  Resources  Development  Act  of  1974  but  are  greatly  concern- 
ed that  the  law  has  reduced  their  ability  to  set  health  policy.  The  emphasis  of  the 
ongoing  dispute  between  governmental  bodies  and  provider  groups  amounts  to 
a powerful  lobbying  effort  for  the  position  of  the  states  in  final  formation  of 
planning  regulations.  If  HEW  implements  a restrictive  policy  in  setting  national 
planning  guidelines,  states  will  not  be  able  to  structure  a program  for  their  in- 
dividual needs.  The  governors  said  they  will  stand  behind  efforts  to  make  the  law 
workable  including  legislative  amendments. 


AUSTIN:  NEW  MALPRACTICE  COMMISSION  MEMBERS.  George  Reed  of  Houston 
and  Landon  Alexander  of  Arlington  have  resigned  for  business  reasons  from  the 
Texas  Medical  Liability  Study  Commission.  Appointed  in  their  places  are  William 
Mizell  of  Houston,  a representativeof  Travelers  Insurance  Company  and  Robert 
Bezucha  of  Dallas,  a representative  of  Hartford  Accident  and  Indemnity 
Company. 
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WASHINGTON:  NHI.  Rep  Brock  Adams  (D-Wash),  chairman  of  the  House  Budget 
Committee  has  cast  gloom  on  prospects  for  national  health  insurance.  In  a recent 
speech  before  the  American  Hospital  Association,  he  said  that  Congress  will 
have  at  most  $15  billion  forall  new  spending  programs.  Forthese  reasons  he 
said,  “We  must  be  realistic  and  admit  we  cannot  enact  a new  and  comprehensive 
national  health  insurance  program  unless  and  until  we  also  enact  successful 
measures  to  bring  in  new  budget  revenues  or  to  attain  significant  savings  that 
would  allow  us  to  support  that  program  on  a continuing  basis.”  Meanwhile,  the 
House  and  Senate  budget  committees  have  been  notified  to  earmark  funds  for 
national  health  insuranceduringfiscal  1977.  The  House  Ways  and  Means  Com- 
mittee suggested  to  the  House  Budget  Committee  that  $200  million  be  set  aside. 
The  Senate  Finance  Committee  notified  the  Senate  Budget  Committee  that  an 
estimated  $400  million  should  be  allocated.  These  estimates,  which  are  tenta- 
tive and  not  binding,  could  permit  some  action  on  national  health  insurance 
laterthis  year. 

AUSTIN:  JUA  BOARD  ELECTED.  William  Mizell  of  Travelers  Insurance  Company, 
Houston,  and  Robert  Bezucha  of  Hartford  Accident  and  Indemnity  Company, 
Dallas,  have  been  named  chairman  and  vice  chairman  respectively  of  the  Joint 
Underwriting  Association.  0.  A.  Edgeworth  of  State  Farm  Insurance,  Austin,  has 
been  elected  secretary-treasurer.  The  newly  elected  nine  member  Board  of  Direc- 
tors also  includes  Leroy  Heer,  United  Services  Automobile  Association;  0.  V. 
McDonald,  Employers  Casualty  Company,  Dallas;  0.  V.  Bennett,  Great  Southern 
Fire  and  Casualty  Insurance  Company,  Austin;  Dave  Wilson,  Medical  Protective 
Company,  Fort  Wayne,  Ind;  J.  Paul  Cooke,  St.  Paul  Insurance  Company,  Lubbock; 
and  Roy  C.  McCullogh,  American  General  Insurance  Company,  Houston. 

IDAHO:  MALPRACTICE  LIMITS.  The  American  Medical  Association  will  file  an 
amicus  curiae  brief  before  the  Idaho  Supreme  Court  appealing  a district  court 
decision  on  Idaho’s  professional  liability  insurance  legislation.  The  Idaho  Medical 
Association  is  seeking  to  overturn  the  district  court’s  ruling  that  a provision  of 
the  law  limiting  malpractice  recoveries  is  unconstitutional  underthe  Idaho  Con- 
stitution. The  AMA  brief  seeks  to  reaffirm  a district  court  ruling  that  held  that 
the  equal  protection  and  due  process  guarantees  of  the  U S Constitution  are  not 
violated  by  the  Idaho  legislation. 

WASHINGTON:  CABINET  OFFICE  PROPOSAL.  The  AMA  Board  of  Trustees,  after 
reviewing  recommendations  of  the  Council  on  Legislation,  recently  voted  to  sup- 
port a draft  bill  creating  a Cabinet  level  department  of  health,  as  called  for  by  the 
AMA  House  of  Delegates.  The  department  would  administer  all  health  programs 
now  under  HEW  jurisdiction.  A coordinating  commission  would  work  toward 
eliminating  wasteful  duplication  of  health  services  and  resources.  The  board  also 
approved  draft  legislation  to  correct  inequities  in  the  method  of  calculating 
coverage  in  the  average  earnings  of  physicians  under  social  security. 
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Doyou 

thMcenough 

of  your 
employees 
to  provide 
the  best? 


Blue  Cross 
Blue  Shield 

Ot  Tonas 

Mentlllcation  Cird 


JAMES  B,  MARTIN 

inAS  AFBXS 


024781070 

01-15-75 


You  might  get  other  group 
health  insurance  at  lower  rates. 
But  in  a dollar-for-dollar 
comparison,  there  are  three 
simple  reasons  why  Blue  Cross 
and  Blue  Shield  coverage  Is 
better: 

1 . It  returns  more  of  its  premiums 
in  claim  payments  to 
policyholders  than  most  other 
major  insurance  companies. 

2.  And  it  doesn't  set  maximum 
dollar  limits  on  most  hospital 
services. 

3.  The  Blue  Cross  and  Blue 
Shield  ID  card  admits  members 
to  most  hospitals  anywhere  in  the 
country,  as  simply  as  possible. 

Blue  Cross  and  Blue  Shield 
coverage  means  a lot  to  your 
employees.  And  it  shows  they 
mean  a lot  to  you. 


Blue  Cross 

GROUP  HOSPITAL  SERVICE.  INC 

Blue  Shield 

GROUP  LIFE  & health  insurance  COMPANY 

of  Texas 

Registered  Mark  Blue  Cross  Association 
Registered  Service  Mark  of  the 
National  Association  of  Blue  Shield  Plans 
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On  any  new  car 
or  truck  you  lease 
through  the 
Texas  Medical 
Association, 
you’ll  save  time 
and  taxes. 
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1 
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Texas  Medical  Association  Automobile  Lease  Program  features: 

• Low  lease  cost.  • Custom-tailored  lease  to  your 

• Tax  savings.  requirements. 

• Total  maintenance  on  all 

Lincoln-Mercury  products. 


• Positive  cash  flow. 

• No  required  record  keeping. 

• Choice  of  vehicle  and  equipment. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Southwest  Motor  Leasing,  Inc.  *6737  Southwest  Freeway  • Houston,  Texas  77036  • 713/777-3816 
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PAVAKEY-300 

(papaverine  HCI,300  mg.) 

Sustained-Action  Capsules 

More 
efficient 

management  for 
difficult  cases  of 
cerebral  and  peripheral 
ischemia  associated  with  arterial  spasm. 

More  effective  patient  compiiance. 
Significantiy  less  cost  per  300  mg., 
b.i.d.  dosage. 

Actions  and  Uses:  The  main  actions  of  papaverine  are  exerted  on  cardiac  and  smooth  muscle  Like 
quinidine.  papaverine  acts  directly  on  the  heart  muscle  to  depress  conduction  and  prolong  the  refractory 
period  Papaverine  relaxes  various  smooth  muscles  This  relaxation  may  be  prominent  if  spasm  exists 
The  muscle  cell  is  not  paralyzed  by  papaverine  and  still  responds  to  drugs  and  other  stimuli  causing 
contraction.  The  antispasmodic  effect  is  a direct  one,  and  unrelated  to  muscle  innervation  Papaverine  is 
practically  devoid  of  effects  on  the  central  nervous  system 
Papaverine  relaxes  the  smooth  musculature  of  the  larger  blood  vessels,  especially  coronary,  systemic 
peripheral  and  pulmonary  arteries  Perhaps  by  its  direct  vasodilating  action  on  cerebral  blood  vessels  papaverine 
increases  cerebral  blood  flow  and  decreases  cerebral  vascular  resistance  in  normal  subjects,  oxygen  consumption 
IS  unaltered  These  effects  may  explain  the  benefit  reported  from  the  drug  in  cerebral  vascular  encephalopathy 
The  direct  actions  of  papaverine  on  the  heart  to  depress  conduction  and  irritability  and  to  prolong  the  refractory 
period  of  the  myocardium  provide  the  basis  for  its  clinical  trial  m abrogating  atrial  and  ventricular  premature  systoles 
and  ominous  ventricular  arrhythmias.  The  coronary  vasodilator  action  could  be  an  additional  factor  of  therapeutic 
value  when  such  rhythms  are  secondary  to  insufficiency  of  occlusion  of  the  coronary  arteries. 

In  patients  with  acute  coronary  thrombosis,  the  occurrence  of  centricular  rhythms  is  serious  and  requires  measures 
designed  to  decrease  myocardial  irritability  Papaverine  may  have  advantages  over  quinidine,  used  for  a similar  purpose,  in 
that  It  may  be  given  in  an  emergency  by  the  intravenous  route,  does  not  depress  myocardial  contraction  or  cause 

cinchonism,  and  produces  coronary  vasodilation 

indications:  For  the  relief  of  cerebral  and  peripheral  ischemia  associated  with  arterial  spasm  and  myocardial  ischemia 

complicated  by  arrhythmias 

Precaution:  Use  with  caution  in  patients  with  glaucoma  Hepatic  hypersensitivity  has  been  reported  with  gastrointestinal 
symptoms,  jaundice,  eosmophilia  and  altered  liver  function  tests  Discontinue  medication  if  these  occur 
Adverse  Reactions:  Although  occurring  rarely,  the  reported  side  effects  of  papaverine  include  nausea,  abdominal  distress,  anorexia, 
constipation,  malaise,  drowsiness,  vertigo,  sweating,  headache,  diarrhea  and  skin  rash 
Dosage:  PAVAKEY  - 300  *'  - One  capsule  every  twelve  hours  for  difficult  cases. 

Please  arrange  to  provide  starter  samples  and/or  complimentary  “Starter”  prescriptions  for: 

PAVAKEY-300®  Samples  “Starter”  Rx’s 
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(papaverine  HCL,  300  mg.) 


□ 

Specialty 


Mail  to:  Key  Pharmaceuticals,  Inc.  50  N.W.  176th  Street,  Miami,  Florida  33169 
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KEY 

PHARMACEUTICALS,  INC. 

Miami,  Florida  33169:  (U  S A ) 
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COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION 

Fifty-two  guest  speakers,  20  section  programs,  22  curbstone 
consultations,  13  continental  breakfast  presentations,  and  live 
teaching  demonstrations  will  be  featured  at  the  1976  Annual 
Session  of  the  Texas  Medical  Association.  The  meeting  will  take 
place  in  Dallas,  May  6-9,  1976.  The  program  emphasizes  con- 
tinuing education,  and  physicians  who  attend  will  be  eligible 
for  Category  I credit  toward  the  AMA  Physician’s  Recognition 
Award.  For  further  details,  see  information  in  this  section 
regarding  meetings  of  related  societies,  and  Continuing  Educa- 
tion Courses,  pp  35-39. 


Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd, 
Austin  78701. 


CURRENT  MEETINGS  IN  TEXAS 

AMERICAN  ASSOCIATION  FOR  THE 
HISTORY  OF  MEDICINE,  51st  Annual 
Meeting-,  May  12-14,  1976,  Flagship  Hotel, 
Galveston;  May  15,  1976,  Texas  Medical 
Center,  Houston,  Papers  dealing  with  medi- 
cine and  the  medieval  church  councils,  re- 
lationships between  midwives  and  physi- 
cians during  the  Renaissance,  depopulation 
in  Polynesia,  19th  century  pathological 
theories,  public  health  doctors  in  Napoleon- 
ic France,  early  19th  century  medical 
education  in  Egypt,  American  medical 
education,  medical  malpractice  in  Texas, 
other  topics.  Two  continuing  education 
courses  acceptable  for  8 hours  credit  under 
Category  II,  AMA  Physician’s  Recognition 
Award;  A AFP  elective.  Contact:  Dr. 
Chester  R Burns,  Institute  for  the  Medical 
Humanities,  UT  Medical  Branch,  Galveston 
77550. 


AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS 

The  American  College  of  Obstetricians  and  Gynecologists  will 
meet  in  Dallas,  May  10-13,  1976.  Among  the  highlights  of  the 
meeting  are  the  inauguration  of  Dr.  TN  Evans,  Detroit,  as 
president  of  ACOG,  and  a presentation  by  Alexander  McMahon, 
President,  American  Hospital  Association,  Chicago.  Continuing 
education  courses  are  planned  for  May  8 and  9.  These,  as  well 
as  other  activities  during  the  meeting,  are  accredited  for  Cate- 
gory I,  AMA  Physician’s  Recognition  Award  and  ACOG  cognate 
credits. 

Contact:  Dr.  Warren  H Pearse,  Exec  Off,  1 E Wacker  Dr,  Suite 
2700,  Chicago  60601. 


SOUTHWEST  ALLERGY  FORUM 

San  Antonio  is  the  site  of  the  1976  Southwest  Allergy  Forum, 
scheduled  for  May  22-25,  1976,  at  the  Hilton  Palacio  del  Rio 
Hotel.  The  scientific  program,  formulated  by  Drs.  Max  I Michels 
and  Ted  Kniker,  will  be  divided  into  three  morning  sessions. 

Contact:  Dr.  Peter  B Kamin,  Chmn,  Publicity  Committee,  601 
Oak  Hills  Medical  Bldg,  San  Antonio  78229. 


CONFERENCE  OF  CITY  AND  COUNTY 
HEALTH  OFFICERS,  Fairmont  Hotel, 
Dallas,  2:30-5  pm.  May  7,  1976.  Meeting 
with  TMA  Section  on  Public  Health. 
Guest  speaker  is  Dr.  John  F Finklea, 
Dir.  Natl  Institute  for  Occupational  Safety 
and  Health,  Dept  of  Health,  Education 
and  Welfare,  Rockville,  Md.  Topic  will 
be  Medical  Surveillance  Requirements  in 
OSHA  Standards.  Contact:  Dr.  Fratis  L 
Duff,  Dir,  Tex  Dept  of  Health  Resources, 
1100  W 49th,  Austin  78756. 


FLYING  PHYSICIANS  ASSOCIATION, 
TEXAS  CHAPTER,  Fairmont  Hotel,  Dal- 
las, 9 am-5  pm.  May  6,  1976.  Joint  ses- 
sion with  Texas  Air-Medics  Association. 
Dr.  Robert  L Wick,  Jr,  Assoc  Prof  of 
Preventive  Medicine,  Dept  of  Preventive 
Medicine,  Ohio  State  University  College 
of  Medicine,  Columbus,  to  speak.  Topics: 
Passenger  Response  to  Airline  Cabin  De- 
pressurization and  In  Flight  Drug  In- 
vestigations. Contact;  Dr.  Lawrence  H 
Wilk,  Pres,  1001  Louisiana  203,  Corpus 
Christi  78404. 


INSTITUTE  FOR  THE  MEDICAL  HU- 
MANITIES OF  UT  MEDICAL  BRANCH, 
Fourth  Symposium  on  Philosophy  and  Medi- 
cine, Galveston,  May  16-18,  1976.  Theme: 
mental  health — philosophical  perspectives. 
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Featured  speakers  include  Dr.  Chester  R 
Bums.  UT  Medical  Branch;  Dr.  Alan 
Donagan,  University  of  Chicago;  Dr. 
Horacio  Fabrega,  Michigan  State  Univer- 
sity; Dr.  Leonard  Feldstein,  Fordham  Uni- 
versity. Bronx,  NY;  Dr.  Thomas  S Szasz, 
State  University  of  New  York,  Syracuse; 
Dr.  Irving  Thalberg.  University  of  Illinois; 
Dr.  Stephen  Toulmin,  University  of  Chi- 
cago; Dr.  JH  van  den  Berg,  University  of 
Leiden.  No  registration  charge.  Contact: 
Dr.  H Tristram  Engelhardt.  Jr.  Institute 
for  the  Medical  Humanities.  UT  Medical 
Branch,  Galveston  77550;  or  Dr.  Stuart  F 
Spicker.  Dept  of  Community  Medicine  and 
Health  Care,  The  University  of  Connecticut 
Health  Center,  Farmington,  Conn  06032. 

INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS, TEXAS  STATE  SURGICAL  DI- 
VISION. Sheraton-Dallas  Hotel.  Dallas,  2- 
4:10  pm.  May  6,  1976.  Contact:  Dr.  Casey  E 
Patterson,  Pres,  6011  Harry  Hines  Blvd, 
Dallas  76236. 


TEXAS  ACADEMY  OF  FAMILY  PHYSI- 
CIANS, Parisian  Room,  Fairmont  Hotel, 
Dallas,  8:16  am-5  pm.  May  6,  1976.  Sem- 
inar on  Renal  Diseases.  Topics  include 
Proteinuria  and  Hematuria — Patient  Eval- 
uation; Glomerulonephritis:  Management 
of  Chronic  Renal  Failure;  others.  All 
guest  speakers  are  members  of  The  Uni- 
versity of  Texas  Medical  Branch  faculty. 
Program  acceptable  for  six  hours  pre- 
scribed credit,  AAFP.  Registration  fee, 
$20.  No  advance  registration.  Contact: 
Donald  C Jackson,  Exec  Dir,  1906  N 
Lamar  Blvd,  Austin  78706. 

TEXAS  AIR-MEDICS  ASSOCIATION, 
Fairmont  Hotel,  Dallas,  9 am-6  pm.  May 
6,  1976.  See  details.  Flying  Physicians 

Association. 


TEXAS  ASSOCIATION  OF  HOMES  FOR 
THE  AGING,  17th  Annual  Meeting,  Shera- 
ton-Dallas Hotel  and  Dallas  Convention 
Center,  May  18-20,  1976.  David  Crowley, 
executive  vice-president,  American  Associa- 
tion of  Homes  for  the  Aging,  to  speak  on 
turning  challenges  into  victories.  Special 
training  institute  on  total  patient  care 
plans.  Board  of  directors  meeting  May  17. 
Awards  luncheon  May  19.  Contact:  Box 
16587,  Austin  78761. 


TEXAS  ASSOCIATION  OF  NEUROLOGI- 
CAL SURGEONS,  Fairmont  Hotel,  Dallas. 
8 am-4  pm.  May  7,  1976:  and  2-6  pm. 
May  8,  1976  (in  conjunction  with  TMA 
Section  on  Neurological  Surgery.  Texas 
Society  of  Anesthesiologists).  May  8 meet- 
ing features  Dr.  John  M Tew,  Clinician 
in  Neurosurgery.  Mayfield  Neurological 
Institute  of  Cincinnati,  Inc,  Cincinnati. 
Contact:  Dr.  Earl  H Rafes,  Pres,  3260 
Fannin  St,  Beaumont  77701. 

TEXAS  ASSOCIATION  OF  PUBLIC 
HEALTH  PHYSICIANS,  Fairmont  Hotel. 
Dallas,  6:30  pm.  May  6.  1976.  Contact: 
Dr.  Bernard  F Rosenblum,  Pres,  222  S 
Campbell  St,  El  Paso  79901. 


TEXAS  DERMATOLOGICAL  SOCIETY. 
Fairmont  Hotel.  Dallas.  9 am-noon.  May  8, 
1976.  Guest  speaker.  Dr.  Walter  R Nickel, 
Clinical  Prof  of  Medicine  and  Pathology; 
Acting  Chmn,  Division  of  Dermatology, 
University  of  Calif  at  San  Diego.  Three 
topics  to  be  announced.  Contact:  Dr.  HF 
Johnson,  Pres,  6 Medical  Dr,  Amarillo 
79106. 

TEXAS  DIABETES  ASSOCIATION,  Fair- 
mont Hotel,  Dallas,  2-4:30  pm.  May  6, 
1976:  and  8:16  am-12:30  pm.  May  7,  1976. 
Dr.  Peter  H Forsham,  Prof  of  Medicine 
and  Pediatrics,  Chief  of  Endocrinology, 
Dept  of  Medicine;  Dir,  Metabolic  Research 
Unit,  University  of  Calif  Hospital,  San 
Francisco,  is  guest  speaker.  Contact:  Dr. 
Sherman  B Lindsey.  Pres,  Scott  and  White 
Clinic,  Temple  76601. 

TEXAS  HOSPITAL  ASSOCIATION,  47th 
Annual  Convention,  Dallas  Convention 
Center,  May  16-20,  1976.  Theme:  A Past 
to  Honor:  A ITiture  to  Mold.  Features 
commercial  exhibits,  board  of  trustees  meet- 
ing, luncheon  for  house  of  delegates,  past 
chairman's  dinner.  Contact:  Box  16687, 
Austin  78761. 

TEXAS  OCCUPATIONAL  MEDICAL  AS- 
SOCIATION, Sheraton-Dallas  Hotel,  Dal- 
las. 2-6  pm.  May  7,  1976.  Speakers  in- 
clude Drs.  Charles  Ryan,  Corporate  Med- 
ical Dir,  Sun  Oil  Co,  Philadelphia,  speak- 
ing on  Interrelationship  of  HMO  Practice 
and  Occupational  Medicine  (2:30-3  pm); 
and  Carl  Zenz,  Medical  Dir,  Allis-Chal- 
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mers  Corporation,  Milwaukee,  speaking  on 
Physiological  Response  to  Occupational 
Heat  Stress  (3:16-3:35  pm).  Contact:  Dr. 
Frank  J Kelly,  Sec-Treas,  Box  647,  Am- 
arillo 79177. 

TEXAS  OPHTHALMOLOGICAL  ASSOCI- 
ATION, Fairmont  Hotel,  Dallas,  8:30  am. 
May  7,  1976;  and  10  am-noon.  May  8, 
1976.  Meeting  jointly  with  TMA  Section 
on  Ophthalmology.  Dr.  William  G Everett, 
Clinical  Assoc  Prof  of  Ophthalmology, 
University  of  Pittsburgh  School  of  Medi- 
cine, Pittsburgh,  will  present  four  30-40 
minute  papers,  topic  selections  pending. 
Contact:  Dr.  Whitney  G Sampson,  Pres, 
637  W 20th  St,  Houston  77008. 

TEXAS  ORTHOPAEDIC  ASSOCIATION, 
Sheraton-Dallas  Hotel,  Dallas,  8 am-4:30 
pm.  May  8,  1976.  Featured  speakers:  Drs. 
Lanny  L Johnson,  Orthopaedic  Surgery, 
East  Lansing,  Mich;  Robert  L Larson,  Dir 
of  Athletic  Medicine  and  Orthopedic  Con- 
sultant, Athletic  Dept,  University  of  Ore- 
gon, Eugene;  G Dean  MacEwen,  Medical 
Dir  and  Surgeon-in-Chief,  Alfred  I duPont 
Institute,  Wilmington,  Del.  Topics  to  be 
discussed  include  Reconstruction  of  the 
Acetabulum  for  CDH;  The  Turco  Pro- 
cedure— A Review  of  Cases  and  End  Re- 
sults; Scottish  Rite  Hospital — Experience 
with  CDH;  Patellar  Compression  Subluxa- 
tion and  Chondromalacia  of  Patella;  Ar- 
thography;  Arthroscopy — Its  Use.  Tech- 
nique and  Interpretation.  Contact:  Dr.  E 
Burke  Evans,  Pres,  UT  Medical  Branch, 
Galveston  77650. 

TEXAS  OTOLARYNGOLOGICAL  ASSO- 
CIATION, Fairmont  Hotel,  Dallas,  9 am. 
May  7,  1976;  and  9 am.  May  8,  1976.  Joint 
meeting  with  TMA  Section  on  Otolaryngol- 
ogy. Dr.  Karl  M Morgenstein,  Clinical 
Assoc  Prof  of  Otolaryngology,  University 
of  Miami  School  of  Medicine,  Miami,  Fla, 
featured  speaker.  Contact:  Dr.  James  L 
Baldwin,  Pres,  712  N Washington,  Dallas 
76246. 

TEXAS  RHEUMATISM  ASSOCIATION, 
Sheraton-Dallas  Hotel,  Dallas,  9 am-6  pm. 
May  8,  1976.  Dr.  Gerald  P Rodnan,  Prof 
of  Medicine  and  Chief.  Division  of  Rheu- 
matology and  Clinical  Immunology,  Dept 
of  Medicine,  University  of  Pittsburgh 
School  of  Medicine,  Pittsburgh,  to  speak 
on  Progressive  Systemic  Sclerosis — Vari- 
ants and  Pretenders;  Dr.  Daniel  J Mc- 
Carty, Jr,  Prof  and  Chairman,  Dept  of 
Medicine,  The  Medical  College  of  Wis, 
Milwaukee,  to  discuss  Clinical  Variances 
of  Arthritis  Associated  with  Calcium 
Pyrosphosphate  Crystal  Deposition.  Con- 
tact: Dr.  J Donald  Smiley,  Pres,  6323 
Harry  Hines,  Dallas  76235. 

TEXAS  SOCIETY  OP  ANESTHESIOLO- 
GISTS, Fairmont  Hotel,  Dallas,  2-6  pm. 
May  8,  1976  (Joint  session  with  TMA  Sec- 
tion on  Neurological  Surgery) ; and  9 am- 
noon,  May  9,  1976.  May  8 session  features 
Dr.  Richard  G Black,  Assistant  Dir,  Uni- 


versity Hospital  Pain  Clinic,  University 
of  Washington  School  of  Medicine,  Seattle, 
speaking  on  The  Chronic  Pain  Syndrome. 
Also  on  program  for  May  8 is  Dr.  Her- 
bert A Saltzman,  Prof  of  Medicine;  Dir, 
FG  Hall  Laboratory  for  Environmental 
Research,  Duke  University  Medical  Center, 
Durham,  NC,  speaking  on  Oxygenation  of 
Body  Tissues.  May  9,  Dr.  Earl  F Rose, 
MD,  LLB,  Prof  of  Pathology,  Dept  of 
Pathology,  The  University  of  Iowa  Col- 
lege of  Medicine,  Iowa  City,  speaks  on 
Products  Liability  for  the  Anesthesiolo- 
gist. Contact:  Dr.  Cecil  R Glass,  Pres, 
Box  6587,  Beaumont  77702. 


TEXAS  SOCIETY  OF  PATHOLOGISTS, 
INC,  Fairmont  Hotel,  Dallas,  9 am-noon. 
May  9,  1976.  Contact:  Dr.  James  C Stin- 
son, Pres,  2401  S 31st,  Temple  76601. 


TEXAS  SOCIETY  OF  PLASTIC  SUR- 
GEONS, Sheraton-Dallas  Hotel,  Dallas,  10 
am-6  pm.  May  7,  1976;  and  9 am-1  pm. 
May  8,  1976.  Three  papers  to  be  presented 
by  Dr.  Ray  A Elliott,  Jr,  Albany  Plastic 
Surgeons  Associated,  PC,  Albany,  NY. 
Contact:  Dr.  Jeff  R Moore,  Pres,  Box  3766, 
Amarillo  79106. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  CANCER  SOCIETY,  Natl 
Conference  on  Radiation  Oncology,  San 
Francisco  Hilton  and  Tower,  San  Francis- 
co, May  27-29,  1976.  Stress  on  new  develop- 
ments and  contributions  that  radiation 
oncologists  can  make  in  diagnosis,  treat- 
ment of  cancer.  Sessions  open  to  all  mem- 
bers and  students  of  medical  and  dental 
professions.  No  registration  fee.  16  hours. 
Category  I,  AMA  Physician’s  Recognition 
Award;  16  hours,  AAFP  elective;  CME 
hours.  Category  II-D,  American  Osteopathic 
Association.  Contact:  Dr.  Sidney  L Arje, 
American  Cancer  Society,  777  Third  Ave, 
New  York  10017. 


AMERICAN  LUNG  ASSOCIATION,  joint 
Annual  Meeting  with  American  Thoracic 
Society,  Braniff  Place  Hotel,  New  Orleans, 
May  16-19,  1976.  Symposium  on  health  ef- 
fects of  oxides  of  sulfur  and  sulfates  May 
17.  Panel  on  newer  techniques  in  diagnosis 
of  pulmonary  embolism  May  19.  Scientific 
sessions.  238  papers  presented.  Scientific 
session  on  occupational  and  environmental 
health.  Contact:  Helen  Jones,  American 
Lung  Association,  1740  Broadway,  New 
York  10019. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  43-46. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


MAY 


AMERICAN  ACADEMY  OF  MEDICAL  DIRECTORS, 
San  Francisco,  May  6-7,  1976.  Box  949,  Alexandria, 
Va  22313. 

a AMERICAN  ASSOCIATION  FOR  THE  HISTORY  OF 
MEDICINE,  Galveston.  May  12-14,  1976.  Dr.  Chester  R 
Burns,  Institute  for  the  Medical  Humanities,  UT  Medical 
Branch,  Galveston  77550. 

AMERICAN  CANCER  SOCIETY,  San  Francisco,  May 
27-29,  1976.  777  3rd  Ave,  New  York  10017. 

■ AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Dallas.  May  10-13,  1976.  Dr.  Warren 
H Pearse,  Exec  Off,  1 E Wacker  Dr,  Suite  2700,  Chicago 
60601, 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER.  Dallas,  May  15,  1976.  Dr.  RC  Jones, 
Sec.  5323  Harry  Hines,  Dallas  75235. 

AMERICAN  LUNG  ASSOCIATION,  New  Orleans,  May 
16-19,  1976.  Helen  Jones,  American  Lung  Association, 
1740  Broadway,  New  York  10019. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  McAllen,  May  20-23,  1976.  Geraldine 
Midgley,  Exec  Off,  Box  1287,  Uvalde  78801. 

AMERICAN  RED  CROSS,  Portland,  Ore,  May  9-12, 
1976.  Convention  Office,  American  Red  Cross,  431  18th 
St,  NW,  Washington,  DC  20006. 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL 
ENDOSCOPY,  Miami  Beach.  Fla,  May  27-28.  1976. 
Charles  B Slack,  Inc,  6900  Grove  Rd,  Thorofare,  NJ 
08086. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS.  Texas 
Chapter,  Dallas,  May  6,  1976.  Dr.  George  E Holladay, 
626  Bryan  St,  Denton  76201. 

CONFERENCE  ON  AMBULATORY  MONITORING,  At- 
lanta, May  20-21,  1976.  Nancy  Jacohsen,  Conference 
Coordinator,  316  University  District  Bldg,  1107  NE  46th, 
Seattle,  Wash  98106. 

■ CONFERENCE  OF  CITY  AND  COUNTY  HEALTH 
OFFICERS,  Dallas,  May  7.  1976.  Dr.  Fratis  L Duff, 
Dir.  Tex  Dept  of  Health  Resources,  1100  W 49th, 
Austin  78766. 


CONFERENCE  ON  CUTANEOUS  TOXICITY,  AMERI- 
CAN MEDICAL  ASSOCIATION,  Washington,  DC,  May 
17-18,  1976.  Dept  of  Drugs,  AMA,  636  N Dearborn  St, 
Chicago  60610. 

■ FLYING  PHYSICIANS  ASSOCIATION,  TEXAS 
CHAPTER,  Dallas,  May  6,  1976.  Dr.  Lawrence  H Wilk, 
Pres,  1001  Louisiana  203,  Corpus  Christ!  78404. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS STATE  SURGICAL  DIVISION.  Dallas,  May  6.  1976. 
Dr.  Casey  E Patterson,  Pres,  6011  Harry  Hines 
Blvd,  Dallas  76236. 


SOUTHEAST  EMERGENCY  MEDICINE  CONGRESS, 
Atlanta,  May  3-6,  1976.  Registrar,  1919  Beachway  Rd, 
Suite  6C,  Jacksonville,  Fla  32207. 

■ SOUTHWEST  ALLERGY  FORUM.  San  Antonio,  May 
22-26,  1976.  Dr.  Peter  B Kamin,  601  Oak  Hills  Medical 
Bldg.  San  Antonio  78229. 

■ SOUTHWESTERN  SURGICAL  CONGRESS,  Houston. 
May  3-6,  1976.  Dr.  Jack  A Barney,  Sec-Treas,  708  Physi- 
cians & Surgeons  Bldg,  Oklahoma  City  73103. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, May  6,  1976.  Donald  C Jackson,  Exec  Dir,  1906  N 
Lamar  Blvd,  Austin  78705. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Dallas,  May  6, 
1976.  Dr.  Neall  O Simpson,  111  S 18th,  Waco  76701. 

■ TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SUR- 
GEONS, Dallas,  May  7-8,  1976.  Dr.  Earl  H Rafes, 
Pres,  3260  Fannin  St,  Beaumont  77701. 

B TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Dallas,  May  6,  1976.  Dr.  Bernard  F Rosen- 
blum.  Pres,  222  S Camijbell  St,  El  Paso  79901. 

■ TEXAS  DERMATOLOGICAL  SOCIETY.  Dallas.  May 

8,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 

78701. 

■ TEXAS  DIABETES  ASSOCIATION,  Dallas,  May  6-7, 
1976.  Dr.  Sherman  B Lindsey,  Pres,  Scott  and 
White  Clinic,  Temple  76501. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas.  May  16- 
20,  1976.  Box  16687,  Austin  78761. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Dallas,  May  6-9.  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd.  Austin  78701. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION, 
Dallas,  May  7,  1976.  Dr.  Frank  J Kelly,  Sec-Treas,  Box 
647,  Amarillo  79177. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Dal- 
las, May  7-8,  1976.  Dr.  Whitney  G Sampson,  Pres, 

637  W 20th  St,  Houston  77008. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Dallas,  May 
8.  1976.  Dr.  E Burke  Evans,  Pres,  UT  Medical  Branch, 
Galveston  77660. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Dallas,  May  7-8,  1976.  Dr.  James  L Baldwin,  Pres, 
712  N Washington,  Dallas  76246. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  Dallas,  May  8. 
1976.  Dr.  J Donald  Smiley,  Pres,  6323  Harry  Hines, 
Dallas  75235. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Dal- 
las, May  8-9,  1976.  Dr.  Cecil  R Glass,  Pres,  Box  6587, 
Beaumont  77702. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC.  Dallas, 
May  9,  1976.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin 
78701. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Dallas, 
May  7-8,  1976.  Dr.  Jeff  R Moore,  Pres,  Box  3766, 
Amarillo  79106. 
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■ UT  MEDICAL  BRANCH,  Symposium  on  Philosophy 
and  Medicine,  Galveston,  May  16-18,  1976.  Dr.  H Tris- 
tram Engelhardt,  Jr,  Institute  for  the  Medical  Humani- 
ties, UT  Medical  Branch,  Galveston  77660. 


JUNE 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  Dallas,  June.  1976.  Dr.  CB  Shuey, 
Jr,  Sec,  3600  Gaston  Ave,  Dallas  76246. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILI- 
ATE. INC,  Houston.  Jun  17-18,  1976,  Box  15186,  Austin 
78761. 

■ AMERICAN  MEDICAL  ASSOCIATION,  Dallas,  Jun  27- 
Jul  1,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Francisco,  Jun  18-19,  1976.  636  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Bos- 
ton, Jun  21-23,  1976.  Dr.  Elliot  L Sagall,  464  Brookline 
Ave,  Boston  02216. 

CANADIAN  ASSOCIATION  OF  RADIOLOGISTS. 
Quebec,  Jun  12-17,  1976.  Suite  806,  1440  St.  Catherine 
St  W,  Montreal,  Quebec  H3G  1R8. 

EYE  RESEARCH  INSTITUTE  OF  RETINA  FOUNDA- 
TION, Boston,  Jun  17-19,  1976.  Dr.  H MacKenzie 

Freeman,  20  Staniford  St,  Boston  02114. 

INTERNATIONAL  CONGRESS  ON  GROUP  MEDICINE, 
Paris,  Jun  21-26,  1976.  Domestic  Coordinating 

Body,  American  Group  Practice  Association,  20  S 
Quaker  Lane,  Box  949,  Alexandria.  Va  22313. 

■ NUECES  COUNTY  MEDICAL  SOCIETY,  Corpus 

Christi,  Jun  10-11,  1976.  Box  6280,  Corpus  Christ! 

78405. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY,  INC. 
Las  Vegas.  Nev,  Jun  13-16,  1976.  Dr.  Richard  H Moiel, 
Sec,  601  Medical  Towers,  1709  Dryden  St,  Houston  77026. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Houston,  Jun  16-17,  1976.  Dr.  A Bryan  Spires,  Southwest 
Tower  Bldg,  Suite  900,  211  E 7th  St,  Austin  78701. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Mescalero,  NM,  Jul  19-22, 
1976.  Box  466,  Sunland  Park,  NM  88063. 


AMERICAN  ASSOCIATION  FOR  REHABILITATION 
THERAPY.  INC,  Cleveland,  Jul  12-16,  1976.  Box  93, 
N Little  Rock,  Ark  72116. 


AMERICAN  CANCER  SOCIETY.  COLORADO  DIVI- 
SION, Denver,  Jul  16-17,  1976.  1809  E 18th  Ave,  Denver 
80218. 


AMERICAN  SOCIETY  OF  ORAL  SURGEONS,  Chicago, 
Jul  17-18,  1976.  211  E Chicago  Ave,  Ste  930,  Chicago 
60611. 


INDIANA  UNIVERSITY,  Institute  for  Sex  Research, 
Inc,  Bloomington,  Ind,  Jul  21-30,  1976.  416  Morrison 
Hall,  Indiana  University,  Bloomington,  Ind  47401. 

INSTITUTE  FOR  CONTINUING  EDUCATION,  Heidel- 
berg/Mainz/Hamburg, W Germany,  Jul  13-24,  1976.  2406 
Westwood  Ave,  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  UROLOGY  CONGRESS,  Johannes- 
burg, South  Africa,  Jul  26-30,  1976.  c/o  Festivals  & 
Conventions  Trust  (Pty)  Ltd,  Box  61326,  Marshalltown, 
2107  Transvaal,  Rep  of  South  Africa. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE,  Philadelphia,  Jul  1-3, 
1976.  Dr.  Martin  T Ome,  The  institute  of  Pennsylvania 
Hospital,  111  N 49th  St,  Philadelphia  19139. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
Colo,  Jul  23-24,  1976.  1764  Gilpin  St,  Denver,  Colo 
80210. 

■ TEXAS  REHABILITATION  ASSOCIATION,  Dallas, 
Jul  11-14,  1976.  Box  20040,  Dallas  76220. 


AUGUST 


■ AMERICAN  ASSOCIATION  OF  CLINICAL  CHEM- 
ISTS, Houston,  Aug  1-6,  1976.  1726  K St,  NW,  Wash- 
ington, DC  20006. 


AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE.  Boston,  Aug  7-12,  1976.  Box  230, 
Stockton,  Calif  96201. 


■ AMERICAN  PODIATRY  ASSOCIATION,  Dallas,  Aug 
12-17,  1976.  20  Chevy  Chase  Circle,  NW,  Washington, 
DC  20016. 


■ AMERICAN  SOCIETY  OF  PARASITOLOGISTS,  San 
Antonio,  Aug  22-27,  1976,  UT  Health  Science  Center  at 
Dallas,  Dallas  76236. 

ASPEN  MUSHROOM  CONFERENCE,  Aspen,  Colo,  Aug 
8-13,  1976.  1818  Gaylord  St,  Denver  80206. 


MEDICAL  WOMEN’S  INTERNATIONAL  ASSOCIA- 
TION, Tokyo,  Aug  22-28,  1976.  c/o  Japan  Medical  Wom- 
en’s Association,  19  Kawadacho,  Ichigayan,  Shinjuku-ku 
Tokyo. 

TRANSPLANTATION  SOCIETY,  New  York,  Aug  22-28, 
1976.  Felix  T Rapaport,  New  York  University  Medi- 
cal Center,  660  First  Ave  (Room  H-438),  New  York 
10016. 


SEPTEMBER 

AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  Los 
Angeles,  Sep  12-16,  1976.  1266  New  Hampshire  Ave 
NW,  Room  1030,  Washington,  DC  20036. 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Boston,  Sep  20-23,  1976.  1740  W 92nd  St,  Kansas 
City,  Mo  64114. 
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■ AMERICAN  ACADEMY  OF  MEDICAL  ADMINIS- 
TRATORS, Dallas,  Sep  19-20,  1976.  6 Beacon  St, 

Boston  02108. 

AMERICAN  CANCER  SOCIETY-NATIONAL  CANCER 
INSTITUTE,  St.  Louis,  Sep  20-22,  1976.  Dr.  Sidney  L 
Arje,  American  Cancer  Society,  777  Third  Ave, 
New  York  10017, 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  New 
Orleans,  Sep  24,  1976.  3422  Bienville  St,  New 

Orleans  70119. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Dearborn,  Mich,  Sep  30-Oct  2,  1976.  4137  Erie 
St,  Willoughby,  Ohio  44094. 

AMERICAN  FRACTURE  ASSOCIATION,  Acapulco. 
Mexico,  Sep  6-10,  1976.  Box  10202,  Atlanta  30319. 

■ AMERICAN  HOSPITAL  ASSOCIATION,  Dallas,  Sep 
20-23,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Atlanta, 
Sep  19-23,  1976.  1700  18th  St,  NW,  Washington,  DC 
20009. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washing- 
ton, DC,  Sep  18-26,  1976.  20  N Wacker  Dr,  Chicago 
60606. 

AMERICAN  SOCIETY  OF  PLASTIC  & RECONSTRUC- 
TIVE SURGEONS.  Boston,  Sep  26-Oct  1,  1976.  29  E 
Madison  St,  Ste  807,  Chicago  60602. 

NATIONAL  ASSOCIATION  OF  NEIGHBORHOOD 
HEALTH  CENTERS,  INC,  Atlanta,  Sep  20-24,  1976. 
1626  I St,  NW,  Ste  403,  Washington,  DC  20006. 

SOCIETY  FOR  PEDIATRIC  RADIOLOGY,  Washing- 
ton, DC,  Sep  19-20,  1976.  c/o  Johns  Hopkins  Hos- 
pital, Baltimore  21206. 

■ TEXAS  MEDICAL  ASSOCIATION.  Fall  Conference, 
Austin,  Sep  17-19,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sep  23-26, 
1976.  Mary  E Greene,  1801  N Lamar  Blvd,  Austin 
78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Sep  29-Oct  1,  1976.  Drs.  Sergio  Henao 
and  Mae  F McMillan,  1300  Moursund  Ave,  Houston  77030. 


OCTOBER 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington, 
DC,  Oct  18-23,  1976.  5320  Pine  Ridge  Ave,  Cheyenne, 
Wyo  82001. 

AMERICAN  ASSOCIATION  OP  BLOOD  BANKS,  San 
Francisco,  Oct  31-Nov  6,  1976.  1828  L St,  NW,  Wash- 
ington, DC  20036. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IM- 
MUNOLOGY AND  ALLERGY.  Tuscon,  Ariz,  Oct  3-6, 
1976.  Box  912,  DTS,  Omaha  68101. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Certifica- 
tion examination.  Seven  cities  throughout  the  US,  Oct 
30-31,  1976.  Dr.  Nicholas  J Pisacano,  Exec  Dir-Sec,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington,  Ky  40506. 


AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lanta, Oct  24-28,  1976.  911  Busse  Highway,  Park  Ridge, 
111  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
New  Orleans,  Oct  12-14,  1976.  241  E Saginaw,  E Lansing, 
Mich  48823. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Montreal,  Oct  24-30,  1976.  299  Broadway,  New  York 
10007. 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct 
11-15,  1976.  55  E Erie  St,  Chicago  60611. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION.  Bal 
Harbour,  Fla,  Oct  5-9,  1976.  20  S Quaker  Lane,  Alex- 
andria,  Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY, 
Chicago,  October,  1976.  535  N Dearborn  St,  Chicago, 
60610. 

■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Aus- 
tin, Lakeway  World  of  Tennis,  Oct  16-23,  1976.  Box  13, 
Alton,  111  62002. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  De- 
troit, Oct  6-10,  1976.  9650  Rockville  Pike,  Bethesda,  Md 
20014. 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION.  New 
Orleans,  Oct  7-10,  1976.  Box  708,  Kent,  Ohio  44240. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct  9-13,  1976.  515  Busse  Hwy,  Park  Ridge, 
111  60068. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Los  Angeles,  Oct  15-22,  1976.  2100  W Harrison  St, 

Chicago  60612. 

■ AMERICAN  SOCIETY  FOR  MICROBIOLOGY,  Austin, 
Oct  6-8,  1976.  1913  I St.  NW,  Washington,  DC  20006. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  Washington,  DC,  Oct  11-13, 
1976.  200  Berkeley  St,  Boston  02117. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES.  San  Antonio,  Oct  31-Nov  4,  1976. 
10605  Concord  St,  Kensington.  Md  20795. 

GERONTOLOGICAL  SOCIETY,  New  York,  Oct  13-17, 
1976.  1 Dupont  Circle,  Ste  520,  Washington,  DC  20036. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY,  Wash- 
ington. DC,  Oct  17-23,  1976.  c/o  Dept  of  Pathology,  Uni- 
versity of  Indiana  Medical  Center,  Indianapolis  46202. 

INTERNATIONAL  CONGRESS  OF  ALLERGOLOGY, 
Buenos  Aires,  October,  1976.  Dr.  LL  Henderson,  Sec 
Gen,  Mayo  Clinic,  Rochester,  Minn  55901. 

INTERNATIONAL  FEDERATION  OF  GYNECOLOGY 
& OBSTETRICS,  Mexico  City,  October,  1976.  Av  Baja 
California  317-301,  Mexico  11  DF,  Mexico. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY, 
Amarillo,  Oct  2,  1976.  Box  3276,  Amarillo  79106. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, Oct  17-19,  1976.  Donald  C Jackson,  Exec  Dir,  1905 
N Lamar  Blvd,  Austin  78705. 
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Testing  in  Humans: 
Who,Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11, 1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

I,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate  ^ 
disciplines  familiar  with  the  industry  s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

l.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3»When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5* PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers  rights. 

10. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

H.PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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i¥en  for  custom 
iiospital  forms, 
Whatever 
form  it 
takes 


Even  though  Hart  Graphics  stocks  some  150 
hospital  specialty  forms,  you  may  need  some- 
thing extra  special  now  and  then,  and  that’s 
when  ya’  gotta  have  Hart.  That’s  why  we’re  the 
experts  in  handling  custom  form  orders.  With 
60  years  experience,  we  are  quick  to  under- 
stand your  everyday  needs  and  your  every- 
once-in-a  while  needs.  So  whatever  form  it 
takes  - specialty  or  custom,  you  can  call  us  toll- 
free,  and  we’ll  get  the  job  done  right. 

hart  - . 

& OFFICE  CENTERS,  INC. 

P.O.  Box  968  Austin,  Texas  78767 
or  toll  free  1-800-292-2963 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH;  ACCREDITED. 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13^tg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings,  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration,  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  11  mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 

ROGRIG  ^ 

A division  of  Rizer  Pharmaceuticals 
New  York,  New  York  10017 
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TEXAS  MEDICINE 


eliminates  Pinworms  and  Roundworms  with  a single  dose 


■ Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■ Nonstaining— to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  — pleasant- tasting 
caramel  flavor. 


■ Convenient  — just  1 tsp.  for  every 
50  lbs.  of  body  weight.  May  be  taken  with- 
out regard  to  meals  RO©RIG 

or  time  of  day.  ^ division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  1001 7 

Please  see  prescribing  information  on  facing  page.  NSN  6505-00- U8-6967 


Antimilith' 

(pyrantel  pamoate)  equivcilent  to  50mg  pyrantel/ml 


ORAL 

SUSPENSION 


Information  for  authors 

Texas  Medicine  is  a scientific,  clinical  journal 
published  primarily  for  members  of  the  Texas 
Medical  Association.  In  addition,  it  informs  mem- 
bers— through  editorials,  news  pages,  and  regu- 
lar departments — about  medical  events,  legisla- 
tive and  governmental  news,  coming  meetings, 
continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  article  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  reject- 
ed on  the  basis  of  its  individual  merit  and  the 
availability  of  other  material.  Reviews  usually  take 
six  to  eight  weeks. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with 
ample  margins  on  firm  paper.  Two  copies  should 
be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable 
for  indexing  the  article  in  ‘‘Index  Medicus,” 
should  stress  the  main  point,  and  should  be  brief. 
Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the 
title,  and  their  mailing  addresses  should  be  listed 
at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  re- 
quired. 

Text  should  be  narrative  with  complete  senten- 
ces, few  abbreviations,  and  logical  subheadings. 
For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,”  25th  edi- 
tion, and  “Webster’s  Third  New  International  Dic- 
tionary, Unabridged.” 

References 

Reference  lists  should  contain  in  this  order  (1) 
author’s  last  name,  initials,  (2)  title  of  article  or 
book,  (3)  name  of  journal,  (4)  volume  and  inclu- 
sive page  numbers,  written  33:156-160,  (5)  year. 
For  books,  the  title  should  be  followed  by  place  of 
publication,  name  of  publisher,  and  year. 

Illustrative  Material 

Illustrations  should  be  black  and  white  drawings 
or  positive  photographs,  with  neat,  uniform,  fairly 
large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  au- 
thor’s name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences, 
numbered,  and  typed  on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  similar- 
ity; side  headings,  points  of  difference. 

Previously  Published  Material 
Written  permission  should  be  obtained  from  the 
publishers  and  the  authors  for  use  of  any  pre- 
viously published  material  (extensive  textual  mat- 
ter, illustrations,  tables)  used.  Short  verbatim 
quotations  in  the  text  may  be  used  without  per- 
mission, but  should  be  quoted  exactly  with  the 
source  credited.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 
Editorials 

Editorials  should  be  prepared  in  the  same  general 


manner,  and  should  be  written  in  clear,  concise 
language.  Length  should  be  about  two  or  three 
pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the 
Managing  Editor  and  consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Of- 
fices, 1801  North  Lamar  Blvd.,  Austin  78701. 
Continuing  Education,  Meetings 
Continuing  education  courses  and  medical  meet- 
ings are  listed  in  each  issue.  Information  about 
courses  should  include  title,  sponsor,  location, 
dates,  duration,  fee,  how  many  may  enroll,  for 
whom  the  course  is  designed,  teaching  methods, 
type  and  number  of  hours  credit,  and  name  and 
mailing  address  of  a person  to  contact. 

Information  about  meetings  should  include  the 
name  of  the  organization,  place  and  inclusive 
dates,  and  name  and  mailing  address  of  a person 
to  contact.  Program  topics  and  names  of  speak- 
ers may  be  included  as  space  permits. 

Material  should  be  submitted  in  writing  six 
weeks  before  publication;  for  example,  informa- 
tion for  the  June  issue  (published  June  1)  is  need- 
ed by  April  15. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  pub- 
lished if  adequate  information  is  received  within 
four  months  of  date  of  death.  When  notifying  the 
editors  of  a member’s  death,  please  give  the 
name  and  address  of  next  of  kin. 

Policy  on  Columns 

Few  contributors  recognize  beforehand  the 
demands  of  producing  a monthly  column  that  will 
consistently  be  of  interest  and  value  to  the  reader. 
Although  a few  regular  columns  appear,  it  has  not 
been  the  policy  to  grant  monthly  pages  to  spe- 
cific committees,  councils,  or  groups. 

The  Scientific  Publication  Committee  and  the 
editors  do,  however,  encourage  committees, 
councils,  and  individuals  to  submit  original  mate- 
rial which  they  consider  valuable  to  readers. 
Should  regular  publication  in  column  form  be 
deemed  appropriate,  the  Committee  and  the  edi- 
tors will  consider  development  of  a column. 
Editing 

All  material  is  subject  to  editing,  but  authors  re- 
ceive typescripts  to  check  before  publication.  Af- 
ter the  article  is  sent  to  the  printer,  only  minimal 
revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at 
an  established  schedule  of  costs.  Authors  auto- 
matically receive  order  blanks  when  their  articles 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  COURSES 


MAY 

EDITOR'S  NOTE:  The  majority  of  the 
programs  at  the  Texas  Medical  Associa- 
tion’s Annual  Session  in  Dallas,  May 
6-9,  1976,  qualify  for  hour  for  hour 
credit  under  Category  I of  the  American 
Medical  Association  Physician’s  Recog- 
nition Award.  Section  meetings,  special- 
ty society  programs,  special  programs 
and  symposia  are  among  the  accredited 
continuing  education  activities.  The 
AMA,  in  cooperation  with  TMA,  will  con- 
duct six  courses  Sunday,  May  9,  8 am-1 
pm,  at  the  Fairmont  Hotel.  Descriptions 
of  these  courses  are  included  in  the 
listings  below.  Those  registered  in  ad- 
vance may  secure  course  tickets  and 
registration  material  at  the  AMA-TMA 
Postgraduate  Registration  Desk,  Regen- 
cy Ballroom  Lobby,  Fairmont  Hotel. 

Anesthesiology 

Title:  23rd  Annual  Anesthesiology  Re- 
view Course 

Sponsor:  Society  of  Air  Force  Anesthe- 
siologists, Lackland  AFB 
Location  of  Course:  Convention  Center, 
Hemisfair  Plaza;  Hilton  Hotel 
San  Antonio  (headquarters) 

Dates:  May  24-28,  1976 
Duration:  Continuous,  5 days,  30  total 
course  hours 
Fee:  $100 

Designed  For:  Specialists  in  Anesthesi- 
ology 

Credit:  30  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel, 
seminar 

Contact:  Dr.  Francis  J Dannemiller,  Pro- 
gram Director,  Society  of  Air  Force 
Anesthesiologists,  PSC  8,  Box  368865, 
Lackland  AFB  78236 


Cardiology 

Title:  Basic  Electrocardiography 
Sponsors:  Texas  Medical  Association 
(Annual  Session),  American  Medical  As- 
sociation 


Location  of  Course:  Parisian  Room, 
Fairmont  Hotel,  Dallas 
Date:  May  9,  1976 
Duration:  5 hours,  8 am-1  pm 
Fee:  $55 

Credit;  5 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Contact:  Mr.  Dale  K Jewett,  Director, 
Department  of  Education  Seminars, 
AMA,  535  N Dearborn,  Chicago  60610 


Chest  Disease 

Title:  Wheezing — Obstructive  Lung  Dis- 
ease in  Adults  and  Children 
Sponsors:  American  College  of  Chest 
Physicians,  Chicago;  Baylor  College  of 
Medicine 

Location  of  Course:  Texas  Children’s 
Hospital,  Texas  Medical  Center, 
Houston 

Dates:  May  13-15,  1976 
Duration;  Continuous,  3 days 
Fee:  Members,  $125;  Nonmembers, 
$125;  Residents,  $50 
Designed  For:  General  practitioners: 
Specialists  in  Internal  Medicine,  Pedi- 
atrics, Family  Medicine 
Enrollment:  To  be  determined 
Credit:  AAFP;  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  1200  Moursund 
Ave,  Houston  77025 


Dermatology 

Title:  Dermatology  for  Nondermatolo- 
gists 

Sponsors;  Texas  Medical  Association 
(Annual  Session),  American  Medical  As- 
sociation 

Location  of  Course;  Executive  Room, 
Fairmont  Hotel,  Dallas 
Date:  May  9,  1976 
Duration:  5 hours,  8 am-1  pm 


Fee:  $55 

Credit:  5 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Contact:  Mr.  Dale  K Jewett,  Director, 
Department  of  Education  Seminars, 
AMA,  535  N Dearborn,  Chicago  60610 


Emergency  Care 

Title:  Life-Saving  Measures  for  the  Criti- 
cally Injured 

Sponsors:  Texas  Medical  Association 
(Annual  Session),  American  Medical  As- 
sociation 

Location  of  Course:  French  Room,  Fair- 
mont Hotel,  Dallas 
Date;  May  9,  1976 
Duration:  5 hours,  8 am-1  pm 
Fee:  $55 

Credit:  5 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Contact:  Mr.  Dale  K Jewett,  Director, 
Department  of  Education  Seminars, 
AMA,  535  N Dearborn,  Chicago  60610 


Family  Medicine 

Cancelled:  Anesthesia  for  the  Family 
Physician,  UT  Health  Science  Center  at 
San  Antonio,  May  5-7,  1976 

Postponed:  Office  Gynecology,  UT 
Health  Science  Center  at  San  Antonio, 
May  22-23,  1976 


General  Medicine 

Title:  Course  in  Nuclear  Medicine — Its 
Use  in  Defining  Disease 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD  An- 
derson Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  Health  Science 
Center  at  Houston 
Dates:  May  6,  13,  20,  & 27,  1976 
Duration:  Intermittent,  2 hours 
Fee:  $35 
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Designed  For:  Full- or  part-time  special- 
ists in  Nuclear  Medicine;  Postgraduate 
traineeship 

Credit:  AAFP  Prescribed;  Category  I, 
AMA  Physician’s  Recognition  Award; 
Society  of  Nuclear  Medicine;  American 
College  of  Radiology;  American  Society 
of  Clinical  Pathologists 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  pane! 
Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Obstetrics  & Gynecology 

Title:  Office  Gynecology 
Sponsors:  Texas  Medical  Association 
(Annual  Session),  American  Medical  As- 
sociation 

Location  of  Course:  Far  East  Room,  Fair- 
mont Hotel,  Dallas 
Date:  May  9,  1976 
Duration:  5 hours,  8 am-1  pm 
Fee:  $55 

Credit:  5 hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Contact:  Mr.  Dale  K Jewett,  Director, 
Department  of  Education  Seminars, 
AMA,  535  N Dearborn,  Chicago  60610 


Occupational  Medicine 

Title:  Texas  Occupational  Medical  Asso- 
ciation Scientific  Program 
Sponsor:  Texas  Occupational  Medical 
Association 

Location  of  Course:  Fairmont  Hotel, 
Dallas 

Date:  May  7,  1976 
Duration;  1 day,  3 hours 
Fee:  None 

Designed  For:  Full-  or  part-time  special- 
ists in  Occupational  Medicine 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel 
Contact:  Dr.  Francis  J Kelly,  Secretary, 
Texas  Occupational  Medical  Associa- 
tion, Box  647,  Amarillo  79177 


Pediatrics 

Title:  Pediatrics  for  the  Practitioner 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  St.  Anthony  Hotel; 
UT  Health  Science  Center  at  San  An- 
tonio; Santa  Rosa  Children’s  Hospital 
Dates:  May  21-23,  1976 
Duration:  Continuous,  3 days 
Fee:  $125 

Designed  For:  General  practitioners. 
Specialists 

Enrollment:  Maximum,  150 
Credit:  13  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  materi- 
als, lecture,  panel 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 

Physical  Medicine  and  Rehabilitation 

Title:  Tenth  Comprehensive  Review 
Course  in  Physical  Medicine  and  Re- 
habilitation 

Sponsors:  Veterans  Administration  Hos- 
pital, Houston;  Baylor  College  of  Medi- 
cine, Dept  of  Physical  Medicine, 

Houston 

Location  of  Course:  Auditorium,  Texas 
Woman’s  University  College  of  Nursing, 
Houston 

Dates:  May  17-27,  1976 
Duration:  Continuous,  10  days,  2 weeks, 
8 hours  instruction  per  day,  80  total 
course  hours 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  30;  Maximum, 
100 

Credit:  Category  1,  AMA  Physician’s  Rec- 
ognition Award 

Teaching  Methods:  Audiovisual  materi- 
als, lecture,  live  clinic,  seminar 
Contact:  Dr.  William  P Blocker,  Jr,  Chief, 
Rehabilitation  Medicine  Service,  Vet- 
erans Administration  Hospital,  2002 
Holcombe  Blvd,  Houston  77211 


Psychiatry  ' 

Cancelled:  WISC-R  Workshop,  UT  Heal^ 
Science  Center  at  San  Antonio,  May  1, 
1976 


Title:  Colloquium  in  Psychological  Di-  ^ 
agnosis 

Sponsor:  UT  Health  Science  Center  at  • 
San  Antonio 

Location  of  Course:  UT  Health  Scienct! 
Center  at  San  Antonio 
Dates:  May  15-16,  1976  | 

Duration:  Continuous,  2 days,  5-6  houl 
instruction  per  day,  11  total  course  I 
hours  ! 

Fee:  $75  I 

Designed  For:  Specialists  ! 

Credit:  11  hours.  Category  I,  AMA  Phyl 
sician’s  Recognition  Award  I 

Teaching  Methods:  Audiovisual  materi 
als,  clinical  conference,  enrollee  ob-  | 
serves  procedure,  open  question,  tele-i 
vision 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  f( 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio,! 
7703  Floyd  Curl  Dr,  San  Antonio  78281 


Other:  Alcoholism 

Title:  Workshop  on  Alcoholism  and  Dru' 
Abuse:  D^  — R^^ 

Sponsors:  Texas  Department  of  Menta 
Health  and  Mental  Retardation;  Baylof 
College  of  Medicine,  Houston 
Location  of  Course:  Kerrville  State  Hos 
pital,  Kerrville 
Date:  May  13,  1976 
Duration:  1 day 
Fee:  To  be  determined 
Designed  For:  General  practitioners; 
Mental  health  professionals 
Teaching  Methods;  Lecture,  discussior 
Contact:  Office  for  Medical  Services 
Continuing  Education,  Texas  Depart- 
ment of  Mental  Health  and  Mental  Re- 
tardation, Box  12668,  Capitol  Station, 
Austin  78711 
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then  Gero-Psychiatry 

I tie:  Side  Effects  and  Implications  for 
se  of  Neuroleptics  in  Gero-Psychiatry 
id  Community  Care  Aspects  of  Gero- 
sychiatric  Patients 

ponsors:  Texas  Department  of  Mental 
ealth  and  Mental  Retardation;  Baylor 
ollege  of  Medicine,  Houston 
^ocation  of  Course:  Wichita  Falls  Coun- 
.y  Club,  Wichita  Falls 
Itate:  Apr  24,  1976 
jiuration:  1 day 
ee:  To  be  determined 
►esigned  For:  General  practitioners: 
tiental  health  professionals 
eaching  Methods:  Lecture,  discussion 
';ontact:  Office  for  Medical  Services 
i;ontinuing  Education,  Texas  Depart- 
nent  of  Mental  Health  and  Mental  Re- 
ardation.  Box  12668,  Capitol  Station, 
ustin  78711 


Other 

, itie:  Acid-Base,  Fluid  and  Electrolyte 
lalance 

'Sponsors:  Texas  Medical  Association 
4 Annual  Session),  American  Medical  As- 
sociation 

-ocation  of  Course:  Oak  Room,  Fair- 
nont  Hotel,  Dallas 
late:  May  9,  1976 
Duration:  5 hours,  8 am-1  pm 
li-ee:  $55 

predit:  5 hours.  Category  1,  AMA  Physi- 
jcian’s  Recognition  Award 
Contact:  Mr.  Dale  K Jewett,  Director, 
Department  of  Education  Seminars, 
*^MA,  535  N Dearborn,  Chicago  60610 


Title:  Antibiotics — The  Proper  Selection 
Sponsors:  Texas  Medical  Association 
(Annual  Session),  American  Medical  As- 
sociation 

I Location  of  Course:  Continental  Room, 

: Fairmont  Hotel,  Dallas 
i Date:  May  9,  1976 
j Duration:  5 hours,  8 am-1  pm 
' Fee:  $55 


Credit:  5 hours.  Category  I,  AMA  Physi- 
cian's Recognition  Award 
Contact:  Mr.  Dale  K Jewett,  Director, 
Department  of  Education  Seminars, 
AMA,  535  N Dearborn,  Chicago  60610 


JUNE 

EDITOR’S  NOTE:  The  American  Medical 
Association’s  125th  Annual  Convention, 
scheduled  for  Jun  26-30,  1976,  in  Dal- 
las, will  offer  57  postgraduate  courses. 
Due  to  space  limitations,  TEXAS  MEDI- 
CINE is  able  to  list  only  a portion  of 
these.  More  detailed  information  is 
available  from  the  AMA,  535  N Dearborn 
St,  Chicago  60610. 


Allergy 

Title:  Immunotherapy  of  Allergic 
Disease 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  28-29,  1976 
Duration:  3 total  course  hours 
Fee:  $30 

Designed  For:  General  practitioners; 
Specialists  in  Allergy 
Credit:  AAFP  Elective;  Category  1,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coor- 
dinator, 535  N Dearborn  St,  Chicago 
60610 


Anesthesiology 

Title:  Refresher  Course  for  Recovery 
Room  Nurses 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 


Fee:  $60 

Designed  For:  General  practitioners; 
Nurses 

Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coor- 
dinator, 535  N Dearborn  St,  Chicago 
60610 


Basic  Sciences:  Microbiology  & Im- 
munology 

Title:  Workshop  in  Immunodiagnosis 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jun  10-13,  1976 

Duration:  Continuous,  4 days,  7V2  hours 

instruction  per  day,  30  total  course 

hours 

Fee:  $150 

Designed  For:  Specialists 
Enrollment:  Minimum,  20;  Maximum,  50 
Credit:  30  hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, enrollee  observes  procedure,  labor- 
atory work,  lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Cardiovascular  Disease 

Title:  Texas  Heart  Institute  Seventh  An- 
nual Symposium:  Cardiovascular  Diag- 
nosis— 1976 

Sponsor:  Texas  Heart  Institute,  Houston 
Location  of  Course:  Texas  Children’s 
Hospital  Auditorium,  Houston 
Dates:  Jun  3-5,  1976 
Duration:  Continuous,  17  total  course 
hours;  Pre-symposium  auscultation  clin- 
ic (optional),  continuous,  3 total  course 
hours 
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Fee:  $75;  Auscultation  clinic,  $35 
Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  275 
Credit:  17  hours,  AAFP 
Teaching  Methods:  Audiovisual  materi- 
als, programmed  instruction,  lecture, 
open  question,  panel,  seminar,  tele- 
vision 

Contact:  Dr.  Robert  J Hall,  Medical  Di- 
rector, Texas  Heart  Institute,  Box 
20269,  Houston  77025 


Title:  Cardiology  for  the  Internist 
Sponsors:  American  College  of  Cardiol- 
ogy; Baylor  College  of  Medicine;  Memo- 
rial Medical  Center  of  Corpus  Christi 
Location  of  Course:  Red  Carpet  Inn, 
North  Padre  Island 
Dates:  Jun  21-24,  1976 
Duration:  Continuous,  4 days,  5 hours 
instruction  per  day,  20  total  course 
hours 

Fee:  Members,  $175;  Nonmembers, 
$200 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  150 
Credit:  20  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sem- 
inar 

Contact:  Mary  Anne  Mclnerny,  Director, 
Dept  of  Continuing  Education  Programs, 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Md  20014 


Title:  Basic  Electrocardiography 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  3 total  course  hours 
Fee:  $30 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 


Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Chest  Disease 

Title:  Bronchogenic  Carcinoma 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners; 
Specialists  in  Chest  Disease 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Critical  Care  Medicine 

Title:  Basic  Life  Support — Cardiopulmo- 
nary Resuscitation 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  26,  1976;  Jun  28,  1976;  Jun 
30,  1976 

Duration:  5 total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, enrollee  performs  procedure,  lec- 
ture, open  question,  patient  demonstra- 
tion, syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Dermatology 

Title:  Cutaneous  Surgery  for  the  Derma- 
tologist 

Sponsor:  American  Medical  Association 

Location  of  Course:  UT  Southwestern 

Medical  School,  Dallas 

Date:  Jun  26,  1976 

Duration:  6 total  course  hours 

Fee:  $60 

Designed  For:  General  practitioners; 
Specialists  in  Dermatology 
Enrollment:  Maximum,  100 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods;  Audiovisual  materi- 
als, enrollee  performs  procedure,  lec- 
ture, open  question,  panel,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Emergency  Care 

Title:  Life-Threatening  Injuries;  Their 
Emergency  Management 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 
Enrollment:  Minimum,  50 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  pati- 
ent demonstration,  syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Family  Medicine 

Cancelled:  Laboratory  Assistance  in 
Medical  Practice;  LIT  Health  Science 
Center  at  San  Antonio;  Jun  26-27,  1976 


38 


TEXAS  MEDICINE 


General  Medicine 

Title:  Day-to-Day  Problems  with 
Diabetes 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician's  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Internal  Medicine 

Title:  Total  Care  of  the  Burn  Patient 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners: 
Specialists  in  Internal  Medicine 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Medical  Writing 

Title:  Writing  for  Scientific  Journals 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 


Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Enrollee  performs 
procedure,  lecture,  open  question,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Neurology 

Title:  Bedside  Clinics  in  Neurology 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners: 
Specialists  in  Neurology 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  patient  dem- 
onstration, syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Obstetrics  & Gynecology 

Title:  Reproductive  Endocrinology 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  28-30,  1976 
Duration:  5 total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners: 
Specialists  in  Obstetrics  & Gynecology 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus 
provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Ophthalmology 

Title:  Ophthalmoscopy  for  Non-Oph- 
thalmologists 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Orthopedic  Surgery 

Title:  Primary  Treatment  of  Injuries  of 
the  Hand 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  Specialists  in  Orthopedic 
Surgery,  Plastic  Surgery 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician's  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Psychiatry 

Postponed:  Sex  Counseling  by  Physi- 
cians: Office  Management  of  Common 
Sexual  Problems;  UT  Health  Science 
Center  at  San  Antonio;  June,  1976 
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^Specictfized  •Service 

IN 

PROFESSIONAL  LIABILITY  INSURANCE 

is  a 

distincti 


lion 


TEXAS  REPRESENTATIVES 

Robert  F.  Reiman,  3201  Cleorview,  Austin  78703 

A.  F.  Ennis,  Jr.,  B.  C.  Crim  and  G.  C.  Desorcy,  Suite  210,  712  N.  Washington,  Dallas  75246 
Richard  B.  Ross  and  Wayne  L.  Kirk,  1508  Hermann,  Prof.  Bldg.,  Houston  77025 
Michael  C.  Rollans,  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 

_ 


Whatever  form 
it  takes 

Hospital 
Forms 
Catalogue 

When  you’re  looking  for  a particular  hospital 
form,  and  we’ve  got  about  150  hospital 
specialty  forms,  there’s  got  to  be  a common 
ground.  And  there  is.  Just  call  us  - toll-free  - and 
we’ll  see  that  you  get  our  handy  catalogue.  That 
makes  referencing  and  ordering  easy  for  both 
of  us,  and  you’ll  see  we  can  meet  whatever  re- 
quest you  have.  Of  course,  if  you  still  need  a 
form  not  listed  in  the  catalogue,  you  aren’t  out 
of  luck  because  Hart  Graphics  designs  custom 
forms.  So  whatever  form  it  takes,  ya’  gotta  have 
Hart. 

& OFFICE  CENTERS,  INC 

P.O.  Box  968  Austin,  Texas  78767 
or  toll  free  1-800-292-2963 


Research  scientists  in 
university  laboratories  throughout  the 
country  need  thousands  of  mice 
to  help  save  lives  from  cancer. 


Will  you  help? 
GIVE  TO  YOUR 
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can 

ALCOHOUSM 
be  treated 
in  2 weeks? 

The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors:  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high";  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 

SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 

• Member  American  Hospital  Association  & Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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BANK  LOANS  TO 
PROFESSIONALS 


BY  MAIL 


QUICK,  QUIET 
EFFICIENT 


We  make  unsecured  loans  to  professionals  like  you. 
What  you  need  the  money  for  is  your  business  . . . 
perhaps  a down  payment  on  a lake  house  or  an 
airplane,  to  buy  equipment,  invest  in  the  stock  market, 
or  a vacation  to  Europe.  Optional  dollar 
amounts  (up  to  $10,000),  optional  payment  schedules 
■—  select  the  amount  to  suit  your  needs.  We 
charge  bank  rates,  and  they  are  tax  deductible. 

Our  credit  checks  will  be  discrete.  You  won’t  spend 
half  a day  of  your  valuable  time  at  a bank 
talking  to  a loan  officer,  and  you’ll  reserve  your 
regular  bank  credit  for  times  when  you  really 
need  it.  For  further  information,  write 
on  your  letterhead  to: 

Professional  Services  Division 
P.^.  Box  101  • Jacksonville,  Texas  75766 

TEXAS  BANK 

AND  TRUST  COMPANY 

(You  may  be  interested  in  our  equipment  leasing 
and  financing  plans.  Write  for  our  free  brochure.) 


THE  PSYCHIATRIC  INSTITUTE 


OF  MEXICO  CITY 

In  beautiful  Lomas  de  Chapultapec 

• U.S.  trained  bilingual  medical  staff 

• High  staff-to-patient  ratio 

• Conforms  to  highest  U.S.  standards  of  mental 
health  care 

• Restful,  therapeutic  surroundings 

• Modern,  comfortable  accommodations,  including 
private  bungalows 

Treatment  programs  include: 

Individual  and  Group  Psychotherapy 
Alcohol  Detoxification  and  Rehabilitation 


Psychological  Testing 
Individual  Psychoanalysis 


For  information  contact:  Rod  O'Connor,  Administrator,  Psychiatric  Institute  of  Mexico  City,  Paseo  de  la  Reforma  2600,  Lomas  de  Chopul- 
tapec,  Mexico  10,  D.F . Affiliate  of  The  Psychiatric  Institutes  of  America. 
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dro^  of  water 


help  make 

COLACE'the 

most  widely  used 
stool  softener. 


. GOIAGE' 

dioctyl  sodium  sulfosuccinate 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 


chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 


anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 


long-term  therapy.  COLACE-the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid,  , 


l„  A B O « ATO  R t e S 


,, , 

lau*" 


500341 


! contains  aspirn. 
One  doesn’t. 


Darvocet-N^lOO 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Dorvon*’ 

Compound-65 

65  mg,  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32,4  mg,  caffeine 


Additional  information  available  to  the  profession  on  request, 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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New  developments  in  our  knowledge 
of  gonorrhea;  their  implications 
for  controlling  the  disease 


John  C.  Hume,  MD,  DrPH 

While  the  late  1800’s  and  early  1900’s 
brought  much  knowledge  concerning  the 
bacteriology  of  gonorrhea  and  excellent 
clinical  descriptions  of  the  disease  and  its 
complications,  very  little  of  value  had  been 
added  to  our  therapeutic  armamentarium 
or  our  understanding  of  the  immunology 
of  the  disease.  My  first  observations  of 
gonorrhea  were  in  male  genitourinary 
clinics  in  the  pre-sulfonamide  era.  A typi- 
cal clinic  was  a single,  large  room  around 
two  or  three  walls  of  which  were  troughs 
of  runningwatersimilarto  those  still  used 
as  urinals  in  some  of  our  more  antiquated 
men’s  toilets.  High  over  the  trough,  at  in- 
tervals of  76  to  91  cm  (2V2-3  ft),  were  re- 
ceptacles filled  with  potassium  permanga- 
nate solution;  from  each,  a rubber  tube 
hung  down  to  an  appropriate  level.  On  a 
busy  day,  each  receptacle  was  in  use  by  a 
man  who  had  been  given  a sterilized  glass 
tube,  one  end  of  which  was  fitted  into  the 
rubber  tube  and  the  other  used  for  irri- 
gating the  urethra.  On  a table  in  the  cen- 
ter of  the  room  lay  a man  who  has  having 
sounds  passed  or  dorsal  slits  made.  Men 
lined  upawaitingtheirturns.  It  was  pos- 
sibly the  most  revolting  and  undignified  of 
the  clinics  operated  in  those  days. 

Peoluze,  probably  the  most  capable 
specialist  interested  in  gonorrhea  during 
the  last  25-30  years  of  the  pre-penicillin 
era,  claimed  that  gonorrhea  had  been  bet- 
ter treated  by  the  Arabian  School  of  Med- 
icine under  Rhazes,  who  wrote  in  approxi- 
mately 900  AD.  Rhazes  used  instillations 
of  bland  substances  such  as  diluted  honey, 
while  the  20th  century  physicians  used  ir- 
ritating chemicals  and  were  far  more  en- 
thusiastic about  introducing  instruments 
into  the  urethra.  While  probably  neither 


Presented  before  the  Conference  of  City  and 
County  Health  Officers,  Texas  Medical  Associa- 
tion Annual  Session,  San  Antonio,  May  2,  1975. 


group  did  much  good  for  their  patients 
with  anterior  urethritis,  the  Arabian 
School  at  least  did  little  harm. 

The  advent  of  the  sulfonamides  and  pen- 
icillin did  changethings  considerably,  and 
for  a brief  period  it  was  believed  that  with 
these  new  agents,  it  should  be  possible  to 
control  the  disease  in  the  population  or  at 
least  cure  the  individual  and  eliminate 
complications.  However,  most  physicians 
have  considered  the  disease  to  be  rather 
distasteful  and  dull,  and  investigators 
have  tended  to  work  with  organisms  that 
possessed  more  charm.  Fortunately  there 
have  always  been  a few  capable,  hardy 
souls  who  have  studied  the  gonococcus 
even  when  funding  has  been  scarce.  Their 
contributions  have  advanced  our  knowl- 
edge of  this  unpleasant  microbe,  and  not 
only  have  made  possible  improvements  in 
our  methods  of  treatment  and  control  but 
lent  more  scientific  excitement  to  the  field 
and,  if  you  will  pardon  the  expression,  sex 
appeal,  to  the  gonococcus  as  an  object  of 
study. 

Some  of  the  more  recent  findings  give 
promise  of  improving  our  management 
and  control  measures,  or  have  already  led 
to  some  progress. 

Studies  of  the  Organism 

In  the  first  group  of  developments  are 
those  which  provide  new  opportunities  for 
studying  the  organism  itself.  Possibly  the 
most  significant  recent  finding  was  re- 
ported by  Kellogg  and  his  associates  at  the 
Venereal  Disease  Research  Laboratory  of 
the  Communicable  Disease  Center  in 
1963.1 

This  study  demonstrated  that  there  is  a 
relationship  between  the  morphology  of 
colonies  of  cultured  gonococci  and  their 
infectiousness  for  human  volunteers.  The 
researchers  were  able  to  differentiate  the 
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colonies  into  four  groups  designated  as 
types  1,  2,  3,  and  4.  The  first  two  types 
have  sharp  borders  and  are  pigmented, 
convex,  and  smallerthan  T3  and  T4.  T3  is 
less  pigmented,  has  blurred  borders,  and 
is  less  convex  than  T1  and  12;  T4  is  not 
pigmented,  is  relatively  flat,  has  blurred 
margins,  and  is  transparent  in  compari- 
son to  the  other  three,  which  are  translu- 
cent. Types  3 and  4 are  seen  after  repeat- 
ed nonselective  passage  on  artificial  me- 
dia. Repeated  passage  of  T1  orT2  colonies 
transferred  selectively  will  result  in  their 
predominance.  EitherTl  orT2,  if  inocu- 
lated into  human  volunteers,  will  produce 
acute  gonococcal  urethritis,  but  the  oth- 
ers will  not.  A later  study  by  Kellogg  and 
associates^  demonstrated  that  even  after 
three  years  of  maintenance  on  artificial 
media  and  several  hundred  passages,  T1 
and  T2  retained  their  virulence  for  man. 
This  work  laid  the  foundation  for  several 
other  lines  of  significant  investigation. 

One  of  the  great  deficiencies  in  our 
study  of  the  gonococcus  has  been  the  diffi- 
culty of  working  with  an  animal  model.  In 
1973,  Lucas  and  his  coworkers  at  the  Cen- 
ter for  Disease  Control'^  reported  the  in- 
fection of  chimpanzees  by  the  transfer  of 
gonococcal  exudate  from  human  males. 
Later  Brown  and  others^  demonstrated 
that  gonococcal  urethritis  could  be 
caused  in  male  chimpanzees  by  the  inocu- 
lation of  cultivated  T1  colonies  of  N gonor- 
rhoeae  and  that  female  chimpanzees  could 
be  infected  by  males  as  a result  of  sexual 
intercourse.  This  does  provide  an  animal 
model,  and  while  the  animal  is  too  difficult 
to  manage  and  too  expensive  for  wide- 
spread use,  it  does  make  available  a host 
in  which  important  studies  of  the  immunol- 
ogy of  the  disease  can  be  carried  out. 

Meanwhile,  in  1972  and  1973,  Arko®  ® 
successfully  inoculated  the  gonococcus, 
90%  of  the  inoculum  being  colony  Tl,  in 


subcutaneous  chambers  of  various  types 
implanted  in  rabbits,  guinea  pigs,  ham- 
sters, mice,  and  rats.  This  technique 
should  allow  more  rapid  and  intensive 
study  of  immune  mechanisms  in  those 
species. 

A third  type  of  animal  study  has  been 
pursued  by  Buchanan  and  Gotschlich'^  at 
the  Rockefeller  University,  New  York. 
These  investigators  have  successfully  in- 
oculated the  chorioallantoic  membrane  of 
ten-day  old  chick  embryos  and  recovered 
the  gonococcus  48  hours  later  from  the 
chorioallantoic  fluid.  This  technique  yields 
more  positive  cultures  when  inocula  are 
from  Tl  and  T2  colonies. 

Each  of  these  findings  has  its  advan- 
tage, but  together  they  should  make  possi- 
ble more  rapid  advances  in  our  knowledge 
of  the  immunology  and  pathogenesis  of 
gonorrhea. 

Another  group  of  studies  emerging 
from  Kellogg's  work  deals  with  the  ultra- 
structure of  the  gonococcus,  and  has  been 
pioneered  by  two  groups,  Jephcott  and  as- 
sociates® at  the  State  Serum  Institute  in 
Copenhagen,  and  Swanson  and  colleagues® 
in  New  York.  Both  groups  demonstrated 
pili,  hair-  or  flagella-like  extensions  from 
the  surface  of  the  cell.  These  are  found 
primarily  if  not  exclusively  on  cells  from 
Tl  and  T2  colonies.  The  precise  role  of 
these  extensions  in  the  gonococcus  is  not 
known,  although  in  E coli,  for  example, 
they  are  hollow,  protein  tubes  and  trans- 
port DNA  from  one  cell  to  another.  They 
also  are  antigenic.  The  piliated  cells  are 
sticky  and  adherent.  This  obviously  sug- 
gests that  the  pili  are  related  to  pathogeni- 
city. 

As  a result  of  the  foregoing  experi- 
ments, efforts  have  been  made  to  use  the 
pili  as  antigens  in  serologic  tests;  results 
have  been  promising. Other  workers 
have  been  studying  other  serologic  tests, 
phagocytosis,  and  other  immune  mechan- 
isms. Also,  efforts  to  elucidate  the  under- 
lying mechanisms  of  resistance  to 
antibiotics  are  under  way. 

When  the  virulent  strains  were  identi- 
fied, Greenberg^  tried  to  use  autolyzed 
Tl  strains  of  the  gonococcus  in  a vaccine. 
This  proved  to  be  safe  but  also,  unfor- 
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tunately,  ineffective. Such  work  will  un- 
doubtedly continue  and  one  should  not  rule 
out  the  possibility  of  success. 

Brinton-'^  of  the  University  of  Pitts- 
burgh, who  has  been  a leading  figure  in  the 
study  of  piliated  gram-negative  bacteria 
and  first  applied  the  name  to  these  struc- 
tures, recently  reported  to  the  American 
Society  for  Microbiology  on  his  studies  of 
the  gonococcus.  He  and  his  colleagues  iso- 
lated and  removed  the  pili  from  more  than 
20  virulent  strains  of  the  organism  and 
used  this  material  as  an  antigen  both  for  de- 
tecting antibody  in  serum  of  infected  pa- 
tients and  to  produce  antibody  in  animals 
and  human  volunteers.  Their  preliminary 
results  indicate  that  the  antigen  does  work 
successfully  in  a simple  agglutination  test, 
but  only  after  the  infection  has  been  pre- 
sent for  a week  or  more.  Of  even  greater  in- 
terest isthefactthat  injection  of  the  anti- 
gen, which  appears  to  be  nontoxic  and  non- 
allergenic,  does  provide  a degree  of  protec- 
tion estimated  to  be  60-fold  higher  than 
that  of  the  normal  controls,  although  a high 
enough  dose  level  can  overwhelm  the 
immunity. 

Control  Programs 

While  the  studies  cited  are  exciting,  they 
have  not  yet  led  to  results  immediately 
transferable  to  the  management  of  pa- 
tients or  to  control  programs.  There  have 
been,  however,  several  significant  devel- 
opments which  are  of  such  a nature.  Some 
of  these  are  the  result  of  many  years  of 
work  by  a whole  series  of  investigators. 
Possibly  the  most  striking  of  these  is  the 
use  of  transport  media,  making  culture  fa- 
cilities available  to  practitioners  or  clinics 
without  appropriate  laboratories  of  their 
own.  It  has  long  been  known  that  many  in- 
fected women  are  asymptomatic  and  that 
clinical  observation  and  smears  are  unre- 
liable diagnostic  tools,  especially  in  wo- 
men. For  this  reason,  efforts  have  been 
made  to  develop  media  which  would  “hold” 
or  keep  the  gonococcus  viable  long  enough 
to  allow  a physician  in  his  office  to  inocu- 
late material  and  mail  it  to  a laboratory 
where  it  could  be  properly  cultured.  Cer- 
tainly such  media  were  tested  during 


World  War  II  and  possibly  earlier,  but 
were  not  really  feasible  on  a large  scale 
until  recently.  The  VDRL,  after  several 
years  of  endeavor,  reported  the  develop- 
ment of  a transport  medium,'-  T ransgrow, 
which  is  available  commercially.  Experi- 
ence with  its  production  has  finally  led  to  a 
remarkably  reliable  system.  According  to 
“Today’s  VD  Control  Program,  1975,” 
published  by  the  American  Social  Health 
Association,  126  cities  were  queried  on 
this  point;  of  the  102  replies  received,  all 
but  seven  indicated  that  city  health  depart- 
ments make  this  service  available  to  their 
physicians.  This  should  be  a great  step 
forward  in  detecting  asymptomatic  cases. 

A related  development  has  been  the 
large-scale  introduction  of  culture 
screening  programs.  Again,  this  has  come 
about  not  as  the  sudden  result  of  a new 
discovery,  but  rather  as  the  slow,  con- 
stant technical  improvement  of  culture 
techniques,  the  concern  over  the  increas- 
ing gonorrhea  rates,  the  recognized  ne- 
cessity of  identifying  the  large  reservoir 
of  asymptomatic  cases  in  the  female,  and 
some  successful  demonstrations  of  its 
practicality.  This  program,  in  use  on  a 
large  scale  for  only  about  four  years,  re- 
sulted in  slightly  more  than  8 million  cul- 
tures being  performed  during  a 12-month 
period  ending  June  30,  1974.  Of  these, 
4.3%  were  positive.  During  the  first  six 
months  of  1975,  4.3  million  women  had 
been  screened  and  4.4%  of  them  were 
positive.'’'  Prior  to  the  onset  of  this  pro- 
gram, the  bulk  of  cultures  were  per- 
formed in  public  VD  clinics.  In  fiscal  year 
1974,  however,  while  the  highest  positivity 
rate  (19%)  was  in  these  clinics,  only  780,- 
000  of  the  8 million  tests  performed  were 
done  in  public  clinics.  Three  times  as 
many  were  performed  by  private  physi- 
cians and  of  these  1.9%  (44,500)  were 
positive.  Analyses,  by  the  Venereal  Dis- 
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ease  Control  Division  of  CDC,  of  the  sourc- 
es of  the  cultures  have  been  made  and  the 
numbers  involved  and  positivity  rates  in 
those  settings  not  already  mentioned 
range  from  11,000  cultures  in  manpower 
training  agencies  with  a 6.0%  positivity 
rate,  to  health  department  non-VD  clinics 
with  nearly  1.5  million  cultures  and  a posi- 
tivity rate  of  3.3%,  or  hospital  outpatient 
facilities  with  1.3  million  cultures  of  which 
3.9%  were  positive.  Such  efforts  to  influ- 
ence the  incorporation  of  gonococcus  cul- 
turing as  a routine,  integral  component  of 
good  medical  practice  will  continue,  and 
undoubtedly  increasing  emphasis  will  be 
placed  on  screening  programs  in  higher 
yield  settings. 

A third  related  finding  concerns  a- 
symptomatic  gonorrhea  in  the  male.  That 
it  occurs  has  been  recognized  for  a long 
time,  however,  its  extent  has  only  recently 
been  brought  to  light.  Carpenter  and 
Westphal^**  described  the  problem  in  1940 
but  it  was  not  until  studies  in  the  past  dec- 
ade seemed  to  indicate  a more  extensive 
problem  that  serious  attention  was  paid  to 
its  possible  consequences.  In  1964,  Pari- 
ser  and  Marino^^  reported  that  in  their 
clinic  10-15%  of  male  contacts  of  infected 
females  were  infected  but  demonstrated 
no  symptoms,  and  many  maintained  their 
symptomless  infections  for  long  periods 
of  time.  In  1974,  Handsfield  and  associ- 
ates^**  reported  that,  in  their  clinic,  40% 
of  asymptomatic  male  contacts  of  women 
with  symptomatic  gonorrhea  had  positive 
cultures.  The  publication,  “Today’s  VD 
Control  Problem-1975,’’  referred  to  pre- 
viously, reports  that  in  the  Arkansas  pro- 
gram among  58  males  examined  as  con- 
tacts of  women  with  proven  gonorrhea,  30 
were  positive  and,  of  those  found  positive, 
24  or  80%  were  asymptomatic.  Another 
group,  Portnoy  and  colleagues  in  Mon- 
treal,” reported  similar  findings:  47%  of 


named  male  contacts  of  infected  women 
were  positive  and,  of  these,  43  % were 
completely  asymptomatic. 

In  summary  then,  it  does  seem  clear 
that,  while  the  majority  of  males  do  devel- 
op obvious  symptoms,  there  is  a smaller 
group  which  has  either  minimal  or  no 
signs  or  symptoms,  that  some  may  remain 
asymptomatic  for  at  least  six  months, 
that  colonial  T1  strains  are  involved  to  the 
same  extent  as  in  symptomatic  cases, 
that  the  strains  involved  in  asymptomatic 
cases  have  the  same  susceptibility  to  anti- 
biotics as  do  those  in  symptomatic  cases,’® 
and  that  these  asymptomatic  males  are  in- 
fectious for  women.’®  In  the  face  of  this,  in- 
creasing effort  is  being  expended  in  the 
examination  of  male  contacts  of  infected 
females. 

Managing  Patients  with  Gonorrhea 

The  next  group  of  findings  have  more  sig- 
nificance perhaps  for  the  management  of 
patients  than  for  gonorrhea  control,  ex- 
cept for  the  element  of  such  programs  di- 
rected at  physician  education. 

For  some  time  after  the  advent  of  peni- 
cillin, there  was  a decline  in  the  recog- 
nized complications  of  gonorrhea  in  both 
the  male  and  female.  Whether  the  evi- 
dence of  an  upsurge  in  such  complications 
is  the  result  of  the  increasing  incidence  of 
the  disease,  inadequate  therapy  of  uncom- 
plicated cases,  the  emergence  of  especial- 
ly virulent  strains  of  the  gonococcus,  or  a 
combination  of  these  factors  is  not  clear. 
Whateverthe  facts  may  be,  it  is  certainly  a 
most  heavy  burden,  particularly  among 
women,  on  our  society.  For  example, 
Rendtorff  and  his  coworkers’®  reported 
on  an  estimated  2,367  female  patients  with 
past  or  present  complications  who  were 
seen  in  their  Memphis  outpatient  services 
in  1972.  Of  these,  729  hospital  admissions 
and  423  surgical  procedures  were  re- 
quired at  a total  cost  of  $873,000.  They 
further  estimate  that  female  complica- 
tions of  gonorrhea  cost  at  least  $212  mil- 
lion dollars  throughout  the  United  States 
during  that  same  year.  They  also  point  out 
that  gonorrhea  is  the  most  frequent  cause 
(80%)  of  pelvic  inflammatory  disease. 
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and  therefore  sterility  and  ectopic  preg- 
nancy, and  the  basis  of  over  25%  of  all  gy- 
necologic hospital  admissions. 

In  the  past  several  years  greater  atten- 
tion has  been  paid  to  these  complications 
in  the  form  of  studies,  reviews,  or  a com- 
bination of  these.  The  reviews  of  the  com- 
plications of  gonococcal  infection  by 
Kraus^®  and  of  disseminated  gonococcal 
infection  by  Holmes  and  his  collabora- 
tors-® cover  these  subjects  well  and  have 
excellent  bibliographies.  Not  only  do  sal- 
pingitis, pelvic  inflammatory  disease,  Bar- 
tholin’s abscesses,  prostatitis,  epididy- 
mitis, and  urethral  stricture  still  occur 
but,  as  well,  the  unforgivable  entity  of  oph- 
thalmia neonatorum  and  other  less  com- 
mon, serious  complications  such  as  adult 
ophthalmia,  meningitis,  peritonitis,  peri- 
hepatitis, endocarditis,  myopericarditis, 
arthritis,  dermatitis,  and  septicemia.  No 
effort  is  made  to  review  these;  however,  it 
is  clear  that  there  are  great  implications 
for  the  practitioner  of  medicine  who  must 
remain  alert  for  these  conditions  and  be 
certain  of  his  ready  access  to  appropriate 
laboratory  back-up. 

There  are  also  two  specific  points  relat- 
ed to  complications  which  are  especially 
significant  in  their  import.  First,  Hands- 
field  and  Holmes-^  recently  reported  on 
what  they  termed  a micro-epidemic  of  vi- 
rulent gonococcal  infections.  This  episode 
concerned  a male,  22  years  of  age,  who 
had  had  in  the  past  nine  episodes  of  symp- 
tomatic gonococcal  infection,  all  of  them 
apparently  cured  by  antibiotic  therapy, 
the  last  being  in  May  1972.  He  was  seen  by 
the  authors  on  March  1,  1973,  when  he 
requested  an  examination  for  gonorrhea, 
even  though  he  was  symptomless  at  that 
time,  statingthat  he  had  had  mild  dysuria 
and  a very  scant  urethral  discharge  in  De- 
cember 1972.  He  was  found  to  have  gon- 
orrhea and  successfully  treated.  In  Jan- 


uary and  February  he  had  had  inter- 
course with  10  women.  Eight  of  these  were 
located  and  examined  and  seven  were 
found  infected.  Of  these,  three  had  typical 
disseminated  infections  with  skin  and  joint 
involvement,  four  had  salpingitis  and  pel- 
vic inflammatory  disease,  and  one  of  this 
group  had  skin  involvement.  Several  other 
studies  have  shown  similar  clustering  of 
serious  complications  among  patients  with 
a common  contact,  and  one  must  specu- 
late as  to  the  probability  of  the  existence 
of  virulent  strains.  Certainly  one  should 
make  an  extra  effort  to  locate  contacts  of 
individuals  with  serious  complications  and 
perform  culture  studies  even  if  the  contacts 
are  symptom-free. 

The  second  point  has  to  do  with  prena- 
tal or  perinatal  infection  of  mothers  and 
infants,  it  had  always  been  assumed  that 
ophthalmia  neonatorum  was  acquired 
during  the  passage  of  the  newborn 
through  the  infected  birth  canal.  This 
probably  is  the  most  common  mechanism 
of  infection.  It  has  also  been  accepted  that 
salpingitis  and  pelvic  inflammatory  dis- 
ease are  rare  during  pregnancy  and,  in 
general,  there  had  been  little  evidence  ad- 
duced indicatingthat  gonococcal  infection 
of  the  motherduringthe  peripartum  pe- 
riod carries  with  it  a serious  threat  to  the 
life  or  health  of  the  mother  or  her  off- 
spring. However,  recent  work  has  defi- 
nitely established  that  puerperal  compli- 
cations are  common  among  mothers  with 
asymptomatic  gonococcal  infection,  up  to 
32%  in  one  series;-^  ophthalmia  neonato- 
rum can  occur  m iitero  when  there  has 
been  premature  rupture  of  the  mem- 
branes;23  infection  with  the  gonococcus 
in  utero  can  result  from  the  ingestion  of  in- 
fected amniotic  fluid  with  consequent  fe- 
brile illness  of  the  offspring,  and  in  such 
cases  the  gonococcus  can  be  recovered 
from  aspirated  gastric  fluid;-^  and. 
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finally,  there  is  some  evidence  that  off- 
spring of  infected  mothers  experience 
more  morbidity  and  possibly  more  mor- 
tality than  offspring  of  well  mothers. 
Handsfield^^  and  his  associates  at  Seattle, 
for  example,  have  shown  in  one  series  of 
mothers  and  offspring  that,  in  the  14  off- 
spring from  whom  gonococci  were  isolat- 
ed from  orogastric  aspirates,  rates  of 
“prematurity,  prolonged  rupture  of  fetal 
membranes,  associated  maternal  peri- 
pa  rtum  fever,  histologic  chorioamnionitis 
and  a clinical  diagnosis  of  sepsis”  were 
higher  than  among  the  153  infants  with  no 
pathogenic  organisms  in  the  aspirates. 
Also,  “mothers  whose  peripartum  endo- 
cervical,  endometrial  or  placental  speci- 
mens contained  N gonorrhoeae  had  an  in- 
creased frequency  of  premature  delivery 
and  prolonged  rupture  of  membranes.” 

Summary 

Among  the  recent  findings  about  the  gon- 
ococcus and  infections  with  the  organism 
are  several,  such  as  the  discovery  of  ani- 
mal models  and  the  recognition  of  strains 
with  differing  colonial  and  morphological 
characteristics  related  to  infectiousness, 
which  give  promise  of  better  understand- 
ing of  the  immunology  and  pathogenesis  of 
the  disease  and  the  possibility  of  improved 
serologic  tests  and  other  diagnostic  tools, 
better  understanding  of  mechanisms  of 
drug  resistance,  and  even  a vaccine. 

Othertechnological  and  clinical  devel- 
opments have  already  had  an  impact  on 
control  measures  and  the  management  of 
the  patient.  Among  these  are  (1)  improved 
transport  media  and  systems;  (2)  in- 
creased recognition  of  the  importance  of 
inapparent  infections  which  have  given 
great  impetus  to  widespread  screening 
programs  by  public  and  private  agencies 
and  private  physicians;  (3)  recognition  of 


the  relatively  common  finding  of  asymp- 
tomatic gonorrhea  in  the  male,  especially 
among  contacts  of  infected  women,  and 
the  consequent  increased  emphasis  on  the 
location  of  male  contacts  and  the  use  of 
cultures  in  their  examination;  (4)  recogni- 
tion of  increasing  numbers  of  complica- 
tions of  gonorrhea;  (5)  the  possibility  that 
there  are  especially  virulent  strains  of  the 
gonococcus  which  have  reemphasized  the 
need  for  the  physician  to  bear  constantly 
in  mind  the  possibility  of  gonorrhea  as  a 
cause  of  a variety  of  conditions  and  to  have 
ready  access  to  adequate  laboratory  facil- 
ities; and  (6)  the  possible  hazards  to  moth- 
er and  fetus  of  gonococcal  infection  of  the 
mother  and  the  consequent  importance  of 
routine  culture  screening  not  only  of  wo- 
men as  a routine  part  of  a careful  medical 
examination  but,  especially,  both  early 
and  late  in  pregnancy. 

Dr.  Hume,  Dean,  The  Johns  Hopkins  University, 
School  of  Hygiene  and  Public  Health,  615  North 
Wolfe  St,  Baltimore,  MD  21205. 

Reference  list  available  on  request  from  Texas 
Medicine,  1801  N Lamar  Blvd,  Austin,  TX  78701. 
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I.  Recommended  management  of  gonococcal  infections.* 


I.  Uncomplicated  Gonococcal  Infections  in  Adults 

A.  Treatment  Schedules 

1.  Regimen  of  Choice:  Aqueous  procaine  penicillin  G, 
4.8  million  units  intramuscularly,  divided  into  two 
or  more  injections  at  different  sites  given  at  same 
time,  and  1.0  gm  of  probenecid  by  mouth  immedi- 
ately preceding  the  injections. 

2.  Alternative  Regimens 

a.  Oral  therapy;  Ampicillin,  3.5  gm  by  mouth  to- 
gether with  1.0  gm  of  probenecid  by  mouth, 
administered  simultaneously. 

b.  Therapy  for  individuals  allergic  to  the  penicillins 
or  probenecid  or  with  previous  anaphylactic  re- 
actions: 

(1)  Tetracycline  hydrochloride,  by  mouth,  1.5  gm 
initial  dose,  followed  by  0.5  gm  four  times 
daily  for  four  days  (total  dosage  9.5  gm);  or 

(2)  Spectinomycin  hydrochloride,  2.0  gm  intra- 
muscularly in  single  injection. 

B.  Management  of  Sexual  Partners 

Individuals  with  known  recent  exposure  to  gonorrhea 
should  receive  the  same  therapy  as  those  known  to 
be  infected.  This  is  true  regardless  of  sex  because 
of  the  high  prevalence  of  asymptomatic  infections  in 
both  males  and  females. 

C.  Follow-up 

Cultures  should  be  obtained  from  appropriate  sites 
7-14  days  after  completion  of  treatment. 

D.  Treatment  Failures 

Most  recurrent  infection  following  therapy  is  due  to 
reinfection  and  will  respond  to  treatment  as  out- 
lined. Effort  should  be  made  to  treat  partners  at 
same  time.  True  failures  of  therapy  with  penicillin, 
ampicillin  or  tetracycline  should  be  treated  with 
2.0  gm  of  spectinomycin  intramuscularly. 

E.  Post-Gonococcal  Urethritis  (Non-Gonococcal) 

Treat  with  tetracycline,  0.5  gm,  four  times  daily 
by  mouth  for  at  least  seven  days. 

II.  Pharyngeal  Gonococcal  Infections 

Pharyngeal  infections  may  be  less  responsive  to  therapy 
than  anogenital  infections.  Recommended  treatment  is 
4.8  million  units  of  aqueous  procaine  penicillin  G 
(APPG)  intramuscularly  in  two  or  more  divided  doses 
given  at  same  time,  plus  1.0  gm  of  probenecid  by 
mouth.  (Ampicillin  and  spectinomycin  schedules  used  in 
anogenital  infections  are  not  effective  in  pharyngeal 
infections).  Follow-up  cultures  should  be  taken  7-14 
days  after  therapy.  If  infection  persists,  9.5  gm  of 
tetracycline,  as  outlined,  should  be  administered. 

III.  Uncomplicated  Gonorrhea  in  Pregnant  Women 

A.  Treatment  Schedules 

1.  For  pregnant  women  not  allergic  to  penicillin: 
APPG  plus  probenecid  or  ampicillin  plus  probene- 
cid as  in  I-A 

2.  For  pregnant  women  allergic  to  penicillin: 

a.  Erythromycin,  1.5  gm  orally,  followed  by  0.5  gm 
orally  four  times  daily  for  four  days  for  a total 
of  9.5  gm;  (Note:  Safe  for  mother  and  fetus 
but  efficacy  not  well  established.  Erythromycin 
estolate  not  safe  if  underlying  liver  disease.) 
or 

b.  Cefazolin,  2.0  gm  intramuscularly,  with  1.0  gm 


•Based  primarily  on  treatment  schedules  recommended  by 
the  Center  for  Disease  Control,  PHS,  DREW,  Atlanta,  Ga. 


probenecid  orally;  (Note:  Possible  cross-aller- 
genicity between  penicillins  and  cephalosporins, 
hence  should  not  be  used  if  patient  has  his- 
tory of  penicillin-induced  anaphylaxis.) 
or 

c.  Spectinomycin,  2.0  gm  intramuscularly. 

(Note:  Safety  for  fetus  not  established.) 

d.  Contraindicated:  Tetracycline  should  not  be  used 
in  pregnant  women  because  of  possible  toxic  ef- 
fects on  mother  and  fetus. 

IV.  Acute  Salpingitis  (Pelvic  Inflammatory  Disease) 

Women  with  acute  lower  abdominal  pain  and  adnexal 
tenderness  should  receive  endocervical  cultures  and,  un- 
less the  diagnosis  of  gonococcal  infection  is  ruled 
out  on  reliable  criteria,  should  be  treated  at  once 
without  waiting  for  results  of  culture. 

A.  Hospitalize  if: 

1.  Uncertain  diagnosis  and  need  to  exclude  surgical 
emergencies; 

2.  Possibility  of  pelvic  abscess; 

3.  Patient  pregnant  and  salpingitis  possible; 

4.  Patient  cannot  maintain  outpatient  treatment  regi- 
men of  oral  medications  because  of  nausea  and 

vomiting  or  other  problems; 

5.  Patient  fails  to  respond  to  outpatient  therapy. 

B.  Antimicrobial  therapy 

1.  Outpatient  regimen 

a.  Tetracycline  hydrochloride,  1.5  gm,  by  mouth,  in 
single  dose  followed  by  0.5  gm  four  times  a 
day  for  four  days  (total  dose  9.5  gm); 

b.  APPG  4.8  million  units  intramuscularly,  divided 
into  two  or  more  injections  at  different  sites 
and  1.0  gm  probenecid  by  mouth  immediately 
preceding  injections.  Follow  with  0.5  gm  of  ampi- 
cillin by  mouth  four  times  daily  for  ten  days;  or 

c.  Ampicillin  3.5  gm  by  mouth  simultaneously  with 

1.0  gm  of  probenecid  followed  by  0.5  gm  of 

ampicillin  by  mouth  four  times  daily  for  ten 
days. 

2.  Regimen  for  hospitalized  patients 

a.  Aqueous  crystalline  penicillin  G,  20  million  units 

intravenously  each  day  until  definite  improve- 
ment, then  0.5  gm  of  ampicillin  by  mouth  four 

times  daily  for  a total  of  ten  days  of  therapy. 

b.  Some  recommend  adding  an  aminoglycoside,  but 
the  necessity  or  desirability  of  this  is  not  estab- 
lished. 

c.  Tetracycline  hydrochloride  (in  lieu  of  a and  b 
above)  0.5  gm  intravenously  four  times  a day 
until  definite  improvement,  then  0.5  gm  by 
mouth  four  times  daily  for  a total  of  ten  days 
of  therapy. 

3.  Lack  of  response  to  the  therapy  indicates  need  for 
reassessment  of  the  diagnosis  as  regards  both  the 
organ  or  tissue  involved  and  the  microbial  agent 
responsible — not  an  automatic  increase  in  dosage 
of  antibiotics. 

C.  Management  must  include  examination  and  appro- 
priate therapy  of  sex  partners.  Failure  to  treat  sex 
partners  is  a major  cause  of  recurrent  gonococcal 
salpingitis. 

D.  It  is  imperative  to  reexamine  patients  following 
completion  of  therapy,  performing  pelvic  examinations 
and  cultures  for  N gonorrhoeae. 
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V.  Disseminated  Gonococcal  Infection 

A.  Treatment  of  arthritis-dermatitis  syndrome 

1.  Aqueous  crystalline  penicillin  G,  10  million  units, 
intravenously,  per  day  for  three  days  or  until  de- 
finite improvement,  followed  by  ampicillin,  0.5  gm, 
by  mouth  four  times  daily  for  total  of  seven  days  of 
therapy;  or 

2.  Ampicillin,  3.5  gm,  by  mouth,  plus  probenecid,  1.0 
gm  by  mouth  simultaneously,  followed  by  ampicil- 
lin, 0.5  gm,  by  mouth,  four  times  daily  for  at 
least  seven  days. 

B.  In  patients  allergic  to  penicillin  or  probenecid 

1.  Tetracycline,  1.5  gm,  by  mouth,  followed  by  0.5 
gm  tetracycline  four  times  a day,  by  mouth,  for 
at  least  seven  days  (contraindicated  in  pregnant 
women);  or 

2.  Erythromycin,  0.5  gm  intravenously  every  six  hours 
for  at  least  three  days. 

C.  Other  measures 

1.  Hospitalization  if  patient  unreliable,  if  diagnosis 
uncertain,  or  if  there  are  purulent  joint  effusions 
or  other  complications. 

2.  Apparently  immobilization  of  affected  joints  is  bene- 
ficial, as  are  repeated  aspirations  and  saline  ir- 
rigations, but  these  measures  not  well  evaluated. 
Open  drainage  of  joints  other  than  hip  not  recom- 
mended. 

3.  Intra-articular  injection  of  penicillin  is  unnecessary 
and  may  be  harmful. 

D.  Gonococcal  meningitis  and  endocarditis  require  high 
doses  of  aqueous  crystalline  penicillin  G,  at  least 
10  million  units  per  day,  intravenously,  for  extended 
periods:  usually  at  least  ten  days  for  meningitis  and 
three  to  four  weeks  for  endocarditis. 

VI.  Gonococcal  Infection  in  Pediatric  Patients 

A.  Postpubertal  or  weighing  45  kg  (100  lb)  or  more: 
use  schedules  as  for  adults. 

B.  Schedules  for  prepubertal  or  those  weighing  < 45 
kg  (100  lb)  not  well  evaluated.  Presumably  APPG, 
50,000  units  per  kg  of  body  weight,  intramuscularly, 
would  be  adequate  for  uncomplicated  cases  in  chil- 
dren, however,  for  infants  and  very  young  children 
see  schedules  for  neonates. 

C.  Child  abuse  must  be  considered  in  all  cases  of  gon- 
orrhea in  children. 

VII.  Neonatal  Infections 

A.  Prevention 

1.  Endocervical  cultures  should  be  routine  part  of 
prenatal  care,  both  early  and  late  in  pregnancy. 

2.  Prevention  of  ophthalmia  neonatorum 

a.  Regimen  of  choice:  1%  silver  nitrate  solution 
instilled  in  eyes.  (Note:  Do  not  irrigate  with 
saline  following  instillation  since  this  may  reduce 
efficacy.) 

b.  Ointments  containing  tetracycline,  erythromycin, 
or  neomycin  are  presumably  effective  but  are 
not  regimens  of  choice. 

c.  Not  recommended:  bacitracin  ointment  (ineffec- 
tive) and  penicillin  drops  (sensitizing). 

B.  Management  of  Infants  Born  to  Mothers  with  Gon- 
ococcal Infection 

1.  Diagnosis:  orogastric  and  rectal  cultures  on  all 
such  offspring.  Blood  cultures  if  suspected  sep- 
ticemia. 

2.  Treatment: 

a.  If  organisms  isolated,  aqueous  crystalline  peni- 
cillin G,  50,000  units  per  kg  of  body  weight 
per  day,  intravenously  in  two  divided  daily  doses. 
Duration  determined  by  clinical  response. 

b.  If  septicemia  suspected,  the  same  plus  an 
aminoglycoside. 

C.  Neonatal  Disease 

1.  Gonococcal  Ophthalmia:  Hospitalize.  Aqueous  crys- 
talline penicillin  G,  50,000  units  per  kg  of  body 
weight  per  day,  intravenously,  in  two  or  three 
divided  doses  daily  for  seven  days,  plus  frequent 


saline  irrigations  and  eye  drops  with  penicillin, 
tetracycline,  or  chloramphenicol. 

2.  Other  Complicated  Infections: 

a.  Arthritis  and  septicemia:  Hospitalize.  Aqueous 
crystalline  penicillin  G,  75,000-100,000  units  per 
kg  of  body  weight  per  day,  intravenously  for 
seven  days,  or  procaine  penicillin  G in  same 
daily  doses  in  two  divided  doses  for  seven  days. 

b.  Meningitis:  Hospitalize.  Aqueous  crystalline  pen- 
icillin G,  100,000  units  per  kg  of  body  weight 
per  day,  intravenously,  in  two  or  three  divided 
doses  daily  for  at  least  ten  days. 

VIII.  Special  Notes 

A.  No  less  than  doses  recommended  in  schedules  should 
be  used  in  order  to  prevent  treatment  failure  and 
the  emergence  of  resistant  strains. 

B.  Long-acting  penicillin  products  such  as  benzathine 
penicillin  G have  no  place  in  the  treatment  of  gon- 
orrhea, although  they  are  quite  effective  in  syphilis. 

C.  Oral  penicillin  preparations  such  as  penicillin  V are 
not  recommended  for  the  treatment  of  gonococcal 
infection. 

D.  All  patients  with  gonorrhea  should  receive  a serologic 
test  for  syphilis  at  the  time  of  diagnosis. 

1.  If  seronegative  and  there  are  no  signs  of  syphi- 
lis, those  receiving  parenteral  penicillin  as  recom- 
mended need  no  follow-up  serologic  tests,  but  those 
treated  with  other  drug  schedules  outlined  should 
be  reexamined  and  given  a serologic  test  for  syphi- 
lis in  three  months. 

2.  If  seropositive  or  if  other  clinical  evidence  of 
syphilis  exists,  additional  therapy  appropriate  for 
syphilis  should  be  administered. 
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the  unpuzzling  approach  to 
thyroid  replacement  therapy 


SYNTHROID®  (Sodium  Levothyroxine,  U.S.P,)  Flint  is  not 
derived  from  any  animal  gland  source.  It  is  a pure  synthetic.  Every 
batch  of  SYNTHROID  (Sodium  Levothyroxine)  is  of  controlled 
potency.  And,  it  provides  your  patients  with  everything  they  need 
for  complete  thyroid  replacement  therapy. 

T4,  T3,  or  both?  SYNTHROID  (Sodium  Levothyroxine, 
U.S.P.)  Flint  is  T4  which  is  coverted  to  T3  at  the  cellular  level,  pro- 
viding a physiologic  source  and  optimal  amount  of  T3  to  meet  meta- 
bolic needs  for  your  hypothyroid  patients.  Because  of  the  slower  and 
steadier  onset  of  action,  the  possibility  of  sudden  metabolic  surges  is 
reduced  with  SYNTHROID  therapy. 

SYNTHROID  medication  is  practical  and  economical  for  long- 
term therapy.  A recent  study  of  44  hypothyroid  patients  indicates 
that  89  percent  were  maintained  with  doses  of  T4  (SYNTHROID) 
between  100  meg.  and  200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.' 

If  you  Ye  interested  additional  information, 

we’d  be  pleased  to  send  ^ portfolio  of  pertinent 

clinical  data.  Write  contact  your  Flint 


representative. 
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Synthrold  tor  Injection— for  parenteral  administration 

Description:  SYNTHROID  (sodium  levothyroxine) 
Tablets  and  SYNTHROID  Injection  contain  synthetic 
crystalline  sodium  levothyroxine  (L-thyroxine). 
L-thyroxine  is  the  principal  hormone  secreted  by  the 
normal  thyroid  gland 
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Sodium  Levothyroxine 


Actions:  SYNTHROID  (sodium  levothyroxine)  Tablets, 
taken  orally,  provide  hormone  that  is  readily  absorbed 
from  the  gastrointestinal  tract,  SYNTHROID  Injection  is 
effective  by  any  parenteral  route.  Following  absorption, 
the  synthetic  L-thyroxine  provided  by  SYNTHROID 
products  cannot  be  distinguished  from  L-thyroxine 
that  is  endogenously  secreted.  Each  is  bound  to 
the  same  serum  proteins  and  each  exhibits  a six  to  seven 
day  circulating  half-life  in  the  euthyroid  individual. 

Both  SYNTHROID  products  will  provide  L-thyroxine 
as  a substrate  for  physiologic  deiodination  to 
L-triiodothyronine  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal 
blood  levels  of  L-triiodothyronine  even  when  the 
thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine.  Administration  of  levothyroxine 
alone  will  result  in  complete  physiologic  thyroid 
replacement 

Indications:  SYNTHROID  (sodium  levothyroxine) 
products  serve  as  specific  replacement  therapy  for 
reduced  or  absent  thyroid  function  of  any 
etiology  SYNTHROID  Injection  can  be  used 
intravenously  whenever  a rapid  onset  of  effect  is 
critical,  and  either  intravenously  or  intramuscularly 
in  hypothyroid  patients  whenever  the  oral  route 
is  precluded  for  long  periods  of  time 

Contraindications:  There  are  no  absolute 
contraindications  to  SYNTHROID  (sodium 
levothyroxine)  therapy  Relative  contraindications 
include  acute  myocardial  infarction,  uncorrected 
adrenal  insufficiency  and  thyrotoxicosis,  (See 
WARNINGS) 

Warnings:  Patients  with  cardiovascular  diseases 
warrant  particularly  close  attention  during  the 
restoration  of  normal  thyroid  function  by  any  thyroid 
drug.  In  such  cases,  low  initial  dosage  increased 
slowly  by  small  increments  is  indicated  Occasionally, 
the  cardiovascular  capacity  of  the  patient  is  so 
compromised  that  the  metabolic  demands  of  the  normal 
thyroid  state  cannot  be  met.  Clinical  judgment 
will  then  dictate  either  a less-than-complete 
restoration  of  thyroid  status  or  reduction  in 
thyroid  dosage 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal 
insufficiency  (Addison's  disease),  hypopituitarism  and 
diabetes  insipidus  are  characterized  by  signs 
and  symptoms  which  may  be  diminished  in  severity 
or  obscured  by  hypothyroidism  SYNTHROID  (sodium 
levothyroxine)  therapy  for  such  patients  may 
aggravate  the  intensity  of  previously  obscured 
symptoms  and  require  appropriate  adjustment  of 
therapeutic  measures  directed  at  these 
concomitant  disorders 

Thyroid  replacement  may  potentiate  the  effects  of 
anticoagulants.  Patients  on  anticoagulant  therapy 
should  have  frequent  prothrombin  determinations  when 
instituting  thyroid  replacement  to  gauge  the  need 
to  reduce  anticoagulant  dosage 

Precautions:  Overdosage  with  any  thyroid  drug  may 
produce  the  signs  and  symptoms  of  thyrotoxicosis, 
but  resistance  to  such  factitious  thyrotoxicosis 
is  the  general  rule.  With  SYNTHROID  (sodium 
levothyroxine)  Tablets,  the  relatively  slow  onset  of 
action  minimizes  the  risk  of  overdose  but  close 
observation  in  the  weeks  following  institution  of  a 
dosage  regimen  is  advised  Treatment  of  thyroid 
hyperactivity  induced  by  oral  medication  is 
confined  to  interruption  of  therapy  for  a week, 
followed  by  reinstitution  of  daily  therapy  at 
an  appropriately  reduced  dosage 

Adverse  reactions:  Adverse  reactions  are  due  to 
overdose  and  are  those  of  induced  hyperthyroidism 

Dosage  and  administration:  For  most  adults,  a final 
dosage  of  100  meg  (0  1 mg)  to  200  meg  (0  2 mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily 
will  restore  normal  thyroid  function  and  only 
occasionally  will  patients  require  larger  doses  Failure 
to  respond  adequately  to  a daily  oral  intake  of 
400  meg  (0,4  mg)  or  more  is  rare  and  should  prompt 
reconsideration  of  the  diagnosis  of  hypothyroidism, 
special  investigation  of  the  patient  in  terms  of 
malabsorption  of  L-thyroxine  from  the  gastrointestinal 


tract  or  poor  adherence  to  therapy. 

The  concomitant  appearance  of  other  diseases, 
especially  cardiovascular  diseases,  usually  dictates 
a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (01  mg) 

In  otherwise  healthy  adults  with  relatively  recent  onse 
of  hypothyroidism,  full  replacement  dose  of  150  meg 
(0.15  mg)  or  200  meg  (0  2 mg)  has  been  instituted 
immediately  without  untoward  effect  and  with 
good  therapeutic  response  General  experience, 
however,  favors  a more  cautious  approach  in  view  ol 
the  possible  presence  of  subclinical  disorders  of 
the  cardiovascular  system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient 
as  well  as  the  severity  and  duration  of  hypothyroid 
symptoms  determine  the  starting  dosage  and 
the  rate  of  incremental  dosage  increase  leading  to 
a final  maintenance  dosage.  In  the  elderly  patient 
with  long  standing  disease,  evidence  of  myxedematou: 
infiltration  and  symptomatic,  functional  or 
electrocardiographic  evidence  of  cardiovascular 
dysfunction,  the  starting  dose  may  be  as  little  as  25  mcc 
(0.025  mg)  per  day.  Further  incremental  increases 
of  25  meg  (0.025  mg)  per  day  may  be  instituted  at  thre( 
to  four  week  intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may 
be  started  at  higher  daily  dosage  and  raised  to 
the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the 
severity  of  the  disease  and  close  observation  of 
patient  response  which  determines  the  rate  of 
dosage  titration 

Laboratory  tests  to  monitor  thyroid  replacement 
therapy  are  of  limited  value  Although  measurement 
of  normal  blood  levels  of  thyroxine  in  patients 
on  replacement  regimens  frequently  coincides  with  thi 
clinical  impression  of  normal  thyroid  status, 
higher  than  normal  levels  on  oral  replacement  of 
levothyroxine  occasionally  occur  and  should  not  be 
considered  evidence  of  overdosage  per  se 

In  all  cases,  clinical  impression  of  the  well-being  of  tht 
patient  takes  precedence  over  laboratory 
determination  in  determining  the  appropriate 
individual  dosage 

In  infants  and  children,  there  is  a great  urgency  to 
achieve  full  thyroid  replacement  because  of  the  critica 
importance  of  thyroid  hormone  in  sustaining 
growth  and  maturation  Despite  the  smaller  body  size 
the  dosage  needed  to  sustain  a full  rate  of  growth, 
development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg 
(0,3  mg)  to  400  meg  (0  4 mg)  per  day. 

In  myxedema  coma  or  stupor,  without  concomitant 
severe  heart  disease,  200  to  500  meg  of  SYNTHROID 
Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the 
patient  may  show  evidence  of  increased 
responsivity  within  six  to  eight  hours,  full 
therapeutic  effect  may  not  be  evident  until  the 
following  day  An  additional  100  to  300  meg  or 
more  may  be  given  on  the  second  day 
if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the 
oral  dosage  form,  SYNTHROID  Injection 
produces  a predictable  increase  in  the  circulating 
level  of  hormone  with  a long  half-time.  This  usually 
precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts 
intravenously  should  be  maintained  until  the  patient  i; 
fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the 
sudden  administration  of  such  large  doses  of 
L-thyroxine  intravenously  is  clearly  not  without 
its  cardiovascular  risks.  Under  such  circumstances, 
intravenous  therapy  should  not  be  undertaken 
without  weighing  the  alternative  risks  of  the 
myxedema  coma  and  the  cardiovascular  disease. 
Clinical  judgment  in  this  situation  may 
dictate  smaller  intravenous  doses  of  levothyroxine. 

SYNTHROID  Injection  by  intravenous  or  intramuscula 
routes  can  be  substituted  for  the  oral  dosage  form 
when  Ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  Supplied:  SYNTHROID  (sodium  levothyroxine) 
Tablets  are  supplied  as  scored,  color-coded  compresses 
tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange 
. . . 50  meg  (0.05  mg) — white  , . . 100  meg  (0,1  mg)— 
yellow  , , 150  meg  (0,15  mg)— blue  , , 200  meg 
(0.2  mg)— pink  . 300  meg  (0,3  mg)— green. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is 
supplied  in  10  ml  vials  containing  500  meg  of 
lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P  A separate  5 ml  vial  containing  Sodium 
Chloride  Injection,  U S P.  is  provided  as  a diluent 

Directions  for  reconstitution:  Reconstitute  the 
lyophilized  sodium  levothyroxine  by  aseptically  addin; 
5 ml  of  the  Sodium  Chloride  Injection.  U.S.P 
to  the  vial.  Shake  vial  to  insure  complete  mixing  Use 
Immediately  after  reconstitution  Discard  any 
unused  portion 
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Conjugal  asymptomatic  neurosyphilis 

Donald  E.  Hazelrigg,  MD;  W.  Christopher  Duncan,  MD;  Andrew  H.  Rudolph,  MD 


Two  patients  with  gonorrhea,  a man  and 
his  wife,  were  also  found  to  have  asymp- 
tomatic neurosyphilis.  The  importance  of 
testing  serum  to  detect  syphilis  in  patients 
presenting  with  gonorrhea  is  emphasized, 
and  the  diagnosis  and  treatment  of  neuro- 
syphilis is  reviewed. 

It  is  well  known,  but  too  frequently  forgot- 
ten, that  patients  presenting  with  a single 
venereal  disease  may  actually  have  two  or 
more  venereal  diseases.  We  report  two  pa- 
tients with  two  simultaneously  occurring 
venereal  diseases,  and  emphasize  the  im- 
portance of  identifying  the  asymptomatic 
infected  sex  partner. 

Report  of  Cases 

Case  1:  In  August  1974,  a 37-year-old  man 
sought  treatment  from  the  Houston  City 
Health  Department  for  a purulent  penile 
discharge.  The  patient  gave  a history  of  a 
penile  sore,  followed  by  a palmar  rash,  one 
year  earlier.  Results  of  a complete  physi- 
cal examination,  including  neurological  ex- 
amination, were  otherwise  normal.  Urethral 
culture  on  Thayer-Martin  agar  grew  Neis- 
seria gonorrhoeae.  The  serum  Venereal  Dis- 
ease Research  Laboratory  (VDRL)  slide  test 
was  reactive  at  a dilution  of  1:32,  and  the 
fluorescent  treponemal  antibody  absorp- 
tion test  (FTA-ABS)  was  reactive.  Examina- 
tion of  the  cerebrospinal  fluid  (CSF)  show- 
ed 7 white  blood  cells,  no  red  blood  cells, 
protein  41.5  mg/100  ml,  and  a reactive 
VDRLata  l:2dilution.  The  patient  was 
treated  for  his  syphilis  with  2.4  million 
units  of  benzathine  penicillin  G intramus- 
cularly once  weekly  for  three  weeks  (total 
7.2  million  units).  Gonorrhea  therapy  con- 
sisted of  3.5  gm  of  ampicillin  and  1 gm  of 
probenecid  given  orally  as  a single  dose. 


Case  2:  A 35-year-old  woman,  wife  of 
the  patient  in  case  1,  was  seen  the  follow- 
ing day.  She  was  asymptomatic  but  had 
had  a palmar  rash  during  a recent  preg- 
nancy which  terminated  in  a stillbirth.  Re- 
sults of  physical  examination  were  unre- 
markable. A cervical  culture  on  Thayer- 
Martin  agar  N gonorrhoeae.  The  serum 
VDRLtest  was  reactive  at  1:16  and  the 
fluorescent  treponemal  antibody  absorp- 
tion test  was  reactive.  CSF  examination 
showed  5 white  blood  cells,  6 red  blood 
cells,  protein  36  mg/100  ml,  and  VDRL 
reactive  at  1 :2.  T reatment  was  the  same  as 
that  described  in  case  1. 

Comment 

Neurosyphilis  results  when  the  central 
nervous  system  is  invaded  by  Treponema 
pallidum,  the  etiologic  agent  of  syphilis. 
This  invasion  is  thought  to  occur  early  in 
the  infectious  stages,  but  the  involvement 
is  usually  asymptomatic  and  clinical  signs 
and  symptoms  of  neurosyphilis  usually  do 
not  occur  until  years  after  the  initial  infec- 
tion. 

Symptomatic  neurosyphilis  is  divided 
into  two  main  groups:  (1)  meningeal  and 
vascular,  and  (2)  parenchymatous  with 
various  combinations  possible.  Examples 
of  the  first  group  include  meningitis,  cere- 
bral gumma,  and  cerebral  endarteritis.  The 
parenchymatous  group  includes  tabes 
dorsalis,  dementia  paralytica  (general 
paresis  of  the  insane),  and  optic  atrophy. 
There  is  evidence  that  classic  forms  of 
neurosyphilis,  for  example,  tabes  dorsalis 
and  general  paresis,  are  becoming  rare, 
seemingly  to  be  replaced  by  atypical 
forms. 

Asymptomatic  neurosyphilis  is  defined 
as  the  clinical  state  in  which  abnormalities 
are  present  in  the  CSF  of  patients  who  ex- 
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hibit  no  clinical  signs  or  symptoms  of  infec- 
tion on  neurological  examination.  It  is  im- 
perative that  the  CSF  be  examined  to  rule 
out  this  form  of  neurosyphilis  in  every  case 
of  latent  (serologically  diagnosed)  syphilis. 

The  diagnosis  of  neurosyphilis  is  often 
difficult.  Nontreponemal  serologic  tests  for 
syphilis  often  are  not  sensitive  enough  to 
detect  late  syphilis,^  and  technical  prob- 
lems of  the  lumbar  puncture^  as  well  as 
nonsyphilitic  causes  of  CSF  changes  must 
be  considered. 

CSF  findings  in  neurosyphilis  include 
pleocytosis  which  may  be  accompanied  by 
elevated  protein  content  and  a reactive 
VDRL  slide  test.  The  CSF  cell  count  (normal 
0-5  mononuclear  cells  per  cubic  milliliter) 
is  the  most  reliable  indicator  of  activity  and 
therapeutic  response.®  ’^ 

The  most  widely  performed,  and  cur- 
rently the  most  reliable,  serologic  test  on 
CSF  is  the  VDRL  slide  test.  A reactive  test 
is  presumptive  evidence  of  CNS  syphilitic 
involvement:  false-positive  reactions  are 
rare.  However,  a nonreactive  CSF  VDRL 
does  not  necessarily  prove  the  absence  of 
syphilis,  as  the  sensitivity  may  be  low.  Es- 
cobarand  others  reported  that  CSF  VDRL 
was  reactive  in  only  22%  of  patients  with 
clinical  neurosyphilis.®  Treponemal  tests 
on  serum  are  more  sensitive  than  nontre- 
ponemal tests,  especially  in  the  late  stages 
of  syphilis  and,  thus,  the  use  of  treponemal 
tests  on  CSF  has  been  recommended  by 
some.^  Fluorescent  treponemal  antibody 
tests  have  been  used  for  CSF  examination 
and  include  techniques  using  undiluted 
CSF,  the  CSF  fluorescent  treponemal  anti- 
body test, and  those  using  CSF  diluted 
1:5  with  sorbent,  the  CSF  fluorescent  tre- 
ponemal antibody  absorption  test.^'^^  Flu- 
orescent treponemal  antibody  tests  on  CSF 
are  more  sensitive  than  the  VDRL  spinal 
fluid  slide  test.  However,  the  clinical  signi- 


ficance of  this  greater  sensitivity  remains 
to  be  established.  Additionally,  false-posi- 
tive results  have  been  reported  with  the 
CSF  fluorescent  treponemal  antibody  test® 
and  further  evaluation  is  necessary  to  de- 
termine their  specificity. ® i“  It  is  probably 
best  to  utilizeonly  the  VDRL  test  on  CSFfor 
the  diagnosis  and  follow-up  of  neuro- 
syphilis. 

Asymptomatic  neurosyphilis,  if  untreat- 
ed, may  resolve  spontaneously,  persist  as 
such,  or  progress  into  symptomatic  neuro- 
syphilis. Penicillin  is  the  drugof  choice  in 
all  stages  of  syphilis. 

The  current  treatment  recommended  by 
the  USPHS^®  for  neurosyphilis  is  benza- 
thine penicillin  G,  penicillin  G procaine  in 
oil  with  2%  aluminum  monostearate 
(PAM),  or  aqueous  penicillin  G procaine, 
given  intramuscularly  until  a total  dosage 
of  6.0  to  9.0  million  units  are  given.  Ben- 
zathine penicillin  G is  given  as  2.4  to  3.0 
million  units  at  seven-day  intervals;  PAM  is 
given  as  1.2  million  units  at  3-day  inter- 
vals; and  aqueous  procaine  penicillin  is 
given  as  600,000  units  daily.  However,  this 
regimen  has  recently  been  questioned  be- 
cause of  failure  to  detect  penicillin  levels  in 
the  CSF,^^’^®  and  dosage  schedules  as  high 
as  20  million  units  of  penicillin  have  been 
recommended. 1 

Alternate  antibiotics,  eg,  tetracycline 
and  erythromycin,  while  effective  in  the 
early  infectious  stages  of  syphilis,  have  not 
been  studied  in  the  late  stages  as  exten- 
sively as  penicillin.  In  the  penicillin-allergic 
patient,  either  antibiotic  should  be  given  as 
2.0  gm  orally  daily  to  a total  dose  of  50  gm. 
After  penicillin  therapy,  the  incidence  of 
progression  of  asymptomatic  neurosyphilis 
into  active  neurosyphilis  is  extremely  low.^® 
Nevertheless,  follow-up  examinations  on 
CSF  are  mandatory  because  of  a remark- 
ably consistent  failure  rate  of  about  10%.^'^ 
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Serologic  tests  for  syphilis  should  be 
performed  on  all  patients  presenting  with 
a venereal  disease,  regardless  of  the  type. 

If  the  serum  is  reactive,  the  CSF  should  be 
examined  to  rule  out  asymptomatic  neuro- 
syphilis. The  patient’s  history,  clinical  find- 
ings, and  results  of  serum  tests  should  all 
be  considered  in  the  interpretation  of  ab- 
normal findings  in  the  cerebrospinal  fluid. 
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Surgery  of  the  facial  nerve 
(infratemporal) 


Michael  E.  Glasscock,  ill,  MD 

This  article  briefly  reviews  the  evaluation  of 
a patient  with  peripheral  nerve  paralysis, 
as  well  as  indications  for  surgery.  Simple 
and  total  decompression  techniques  are 
described,  and  nerve  grafts  and  anastomo- 
sis procedures  are  briefly  covered. 

Facial  paralysis  is  a disfiguring  condition, 
both  physically  and  emotionally.  Modern 
otologic  instrumentation  and  surgical  tech- 
niques have  made  it  possible  to  restore 
function  to  the  palsied  facial  nerve  in  many 
instances.  Indications  for  surgical  treat- 
ment of  peripheral  facial  nerve  paralysis, 
as  well  as  the  surgical  procedures  involved, 
are  reviewed. 

Indications  for  Surgery 

When  a patient  has  a peripheral  facial  par- 
alysis, how  does  the  physician  decide  if 
surgical  intervention  is  indicated?  To  an- 
swerthis  question,  one  must  keep  in  mind 
the  four  basic  etiologies  of  a peripheral 
palsy:  trauma,  tumor,  infection,  and  idio- 
pathic (Bell's  palsy). 

Trauma 

The  increasing  number  of  automobile  and 
motorcycle  accidents  has  in  turn  produced 
more  injuries  to  the  facial  nerve  due  to 
temporal  bone  fractures.  In  these  injuries 
the  nerve  may  be  severed,  pinched  between 
a fracture  line,  or  penetrated  by  a piece  of 
bone  spicule.  When  the  onset  of  the  paral- 
ysis is  immediate  and  diagnostic  studies 
indicate  nerve  degeneration,  then  surgical 
exploration  of  the  nerve  is  indicated.  In 
cases  where  a general  anesthetic  is  hazar- 
dous, a local  anesthetic  may  be  employed 
during  exploration  of  the  middleearand 
mastoid  segments.  It  is  sometimes  difficult 
to  obtain  an  accurate  history  of  the  imme- 
diate onset  of  paralysis,  as  the  patient  may 
have  been  unconscious  when  first  seen. 

Delayed  onset  of  paralysis  after  a frac- 
ture of  the  temporal  bone  indicates  that 


the  nerve  is  intact,  and  surgical  interven- 
tion usually  is  not  necessary  unless  nerve 
excitability  decreases  or  salivary  flow  is 
reduced.  Again,  it  is  a problem  of  having  an 
accurate  history.  One  should  base  the  deci- 
sion to  perform  surgery  more  on  the  diag- 
nostic studies  than  on  the  history. 

When  there  is  a “dry”  eye  on  the  involv- 
ed side  or  there  is  polytome  roentgenologic 
evidence  of  a fracture  line  in  or  medial  to 
the  geniculate  ganglion,  the  labyrinthine 
segment  of  nerve  should  be  explored.  In- 
tracranial decompression  of  the  labyrin- 
thine segment  in  some  head  injuries  has  to 
be  delayed  for  several  weeks  because  of 
edema  of  the  brain. 

Iatrogenic  injuries  to  the  nerve  are  treat- 
ed as  any  other  trauma.  Delayed  paralysis 
may  be  followed  and  treated  as  Bell's  palsy, 
but  immediate  onset  requires  exploration 
of  the  nerve. 

Tumor 

Anytumorthat  involves  the  temporal  bone 
can  produce  facial  paralysis.  The  palsy  may 
have  been  produced  by  the  tumor  itself  or 
by  the  surgical  removal  of  the  tumor.  Func- 
tion can  be  returned  to  the  nerve  in  many 
instances  by  rerouting  (primary  anastomo- 
sis) or  graft  placement.  Facial  nerve  neu- 
romas may  occur  at  any  point  alongthe 
course  of  the  nerve,  and  with  their  removal 
a graft  is  usually  substituted. 

Infections 

Acute  infections  of  the  middle  ear  or  mas- 
toid, or  both,  with  associated  facial  nerve 
paralysis  usually  require  some  form  of  sur- 
gical intervention.  In  some  instances  this 
may  only  involve  a myringotomy,  but  when 
the  mastoid  is  involved,  a simple  mastoid- 
ectomy may  be  indicated.  Usually  it  is  not 
necessary  to  decompress  the  facial  nerve. 

When  facial  nerve  paralysis  occurs  in  a 
chronically  drain  ingear  with  granulations 
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or  cholesteatoma,  or  both,  immediate  sur- 
gical intervention  is  indicated.  One  would 
certainly  be  reluctant  to  open  the  sheath 
in  the  presence  of  purulent  material  wheth- 
er the  infection  be acuteorchronic. 

Ramsay  Hunt  syndrome  is  generally 
treated  as  a Bell’s  palsy.  A “dry”  eye  re- 
quires a middle  fossa  approach  in  addition 
to  the  simple  decompression. 

Idiopathic  (Bell’s  Palsy) 

The  controversy  concerning  the  treatment 
of  idiopathic  facial  paralysis  is  long  stand- 
ing and  certainly  beyond  the  scope  of  this 
presentation.  If  one  is  convinced  that  de- 
compression of  the  facial  nerve  is  a valid 
surgical  procedure,  then  there  are  certain 
prerequisites  and  indications  that  must  be 
met.  First  there  must  be  a complete  and 
total  paralysis  of  the  face.  There  should  be 
a difference  of  at  least  3 ma  between  the 
involved  and  normal  sides  on  nerve  excit- 
ability testing. 

Salivary  flow  studies  may  be  done  as 
well.  If  there  is  25%  or  less  on  the  involv- 
ed side,  this  is  an  indication  for  decompres- 
sion.^ If  the  patient  has  a “dry”  eye,  the 
middle  fossa  approach  to  the  labyrinthine 
segment  is  employed  in  addition  to  the  sim- 
ple decompression. 

Surgical  Procedures 

Modern  otologic  instrumentation  has  paved 
the  way  for  more  exciting  surgery  of  the 
facial  nerve.  The  mallet  and  chisel  have 
been  replaced  by  high-powered  air  drills 
with  diamond  burrs,  and  the  microscope 
has  made  the  headlight  and  loop  obsolete. 
New  monofilament  suture  with  atraumatic 
needles  have  made  primary  repairs  and 
grafting  of  the  nerve  much  more  success- 
ful. Along  with  this  new  instrumentation, 
advanced  surgical  technique  has  opened 
new  vistas  in  facial  nerve  surgery. 


Decompression  of  the  Facial  Nerve 

Decompression  of  the  fallopian  canal  with- 
in the  temporal  bone  is  the  basic  procedure 
for  all  intratemporal  facial  nerve  surgery, 
whetherthe  procedure  planned  is  a simple 
opening  of  the  nerve  sheath  or  placement 
of  a graft. 

Simple 

The  basic  surgical  exposure  of  the  facial 
nerve  in  the  temporal  bone  is  the  simple 
decompression  procedure.  This  involves  a 
simple  mastoidectomy  in  which  the  pos- 
terior canal  wall  is  preserved  and  thinned 
down.  The  middle  and  posterior  fossa  dural 
plates  are  skeletonized,  as  are  the  lateral 
sinus  and  the  sino-dural  angle.  The  course 
of  the  facial  nerve  is  outlined  by  identifying 
the  lateral  semicircular  canal  above  and 
the  digastric  ridge  below.  Next  the  facial 
recess  (a  triangle  delineated  by  the  chorda 
tympani  nerve,  facial  nerve,  and  fossa  in- 
cudis)  is  opened  and  the  facial  nerve 
sheath  identified.  A diamond  burrand  irri- 
gation suction  are  used  to  expose  the  nerve 
from  the  stylomastoid  foramen  to  the  area 
of  the  processus  cochleariformis.  The  egg- 
shell bone  overthe  nerve  sheath  is  remov- 
ed with  a blunt  instrument  from  three  sides 
of  the  nerve.  Should  the  sheath  beopened, 
a disposable  iridectomy  blade  is  used,  in- 
sertingthe  blade  in  the  direction  of  the 
nerve  fibers. 

Total 

A total  decompression  of  the  facial  nerve 
implies  exposingthe  nerve  from  the  brain- 
stem tothe  stylomastoid  foramen.  There 
are  two  methods  of  uncappingthe  labyrin- 
thine segment  of  the  nerve  and  exposing 
the  internal  auditory  canal.  These  are  the 
middle  fossa  and  translabyrinthine  proce- 
dures. The  choice  of  techniques  simply  de- 
pends upon  whetherthere  is  hearing  pre- 
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sent  in  the  involved  ear.  In  some  fracture 
cases,  for  instance,  the  ear  may  be 
anacoustic. 

Middle  Fossa  Approach 

This  portion  of  the  procedure  may  be  per- 
formed before  or  after  the  simple  decom- 
pression. Some  surgeons  preferto  do  the 
mastoid  portion  first  so  they  can  put  a 
small  hole  through  the  tegmen  next  to  the 
superior  semicircular  canal. ^ This  simply 
makes  identification  of  the  canal  easier 
when  the  floor  of  the  middle  fossa  is  ex- 
posed. 

The  approach  itself  is  performed  by  cre- 
ating a bone  flap  in  the  squamous  portion 
of  the  temporal  bone.^'®  The  dura  and  the 
temporal  bone  are  elevated  and  held  out  of 
the  operative  field  by  a self-retaining 
House-Urban  retractor.  Once  the  floor  of 
the  middle  fossa  has  been  exposed,  the 
greater  superficial  nerve  is  identified  and 
followed  back  to  the  geniculate  ganglion. 
The  tegmen  tympani  is  removed  with  a dia- 
mond burr  to  expose  the  attic.  Care  must 
betaken  not  to  allow  the  burr  to  touch 
either  the  malleus  head  or  body  of  the  in- 
cus. A small  diamond  burr  is  used  to  pro- 
duce an  eggshell  effect  on  the  fallopian 
canal  from  the  geniculate  ganglion  to  the 
processus  cochleariformis.  This  bone  is 
removed  with  a blunt  instrument.  Next,  a 
blue  line  is  made  on  the  superior  semicir- 
cular canal  and  the  nerve  is  followed  me- 
dially into  the  internal  auditory  canal.  The 
bone  is  removed  from  three  sides  of  the 
nerve  in  its  labyrinthine  segment.  A small 
piece  of  temporalis  muscle  is  placed  over 
the  open  internal  auditory  canal  to  prevent 
postoperative  cerebrospinal  fluid  leak. 

Translabyrinthine  Approach 

When  there  is  no  useful  hearing,  the  trans- 
labyrinthine approach  is  an  excellent  meth- 
od for  exposing  the  labyrinthine  segment 
of  the  facial  nerve.®  Once  the  simple  de- 
compression has  been  performed,  the 
labyrinth  is  removed  by  systematically 
drilling  away  the  three  semicircular  canals. 


The  internal  auditory  canal  is  outlined  with 
the  diamond  burr.  The  incus  is  removed 
and  the  nerve  is  followed  from  the  proces- 
sus cochleariformis  to  the  geniculate 
ganglion.  Next,  the  vertical  bar  of  bone 
separatingthe  facial  and  superior  vesti- 
bular nerves  is  identified  in  the  lateral  ex- 
tent of  the  internal  auditory  canal  and  the 
superior  vestibular  nerve  is  reflected  pos- 
teriorly. This  exposes  the  facial  nerve  as  it 
exits  the  internal  auditory  canal.  The  nerve 
is  followed  with  the  diamond  burr  up  to  the 
geniculate  ganglion.  Again,  bone  is  remov- 
ed from  three  sides  of  the  nerve.  A piece  of 
temporalis  muscle  is  placed  overthe  open 
internal  auditory  canal  to  prevent  a postop- 
erative fluid  leak. 

Grafting 

When  there  is  loss  of  continuity  in  the  facial 
nerve,  either  from  a fracture  ortumor  re- 
moval, the  gap  can  be  spanned  by  placing 
a graft  between  the  two  cut  ends.®  The 
most  commonly  used  nerve  is  the  greater 
auricular.  It  is  about  the  same  size  as  the 
facial  nerve  and  is  readily  obtained  from 
the  neck  on  the  involved  side.  Many  times 
it  is  possible  to  approximate  the  graft  with 
small  sutures,  but  by  and  large  this  is  un- 
necessary in  the  temporal  bone.  Usually 
the  graft  is  put  into  place  in  the  fallopian 
canal  and  held  with  Gelfoam.  Grafts  upto 
1.5  and  2 cm  are  employed  with  quite  good 
results.  Grafts  have  been  successfully  plac- 
ed from  the  brain  stem  to  the  internal  audi- 
tory canal,  but  this  requires  suboccipital 
exposure  of  the  posterior  fossa  in  order  to 
obtain  sufficient  maneuvering  space  for 
placing  sutures. 

Anastomosis 

In  some  instances  it  is  possible  to  reroute 
the  nerve  through  the  middle  ear  and  per- 
form an  end-to-end  anastomosis.’^  Most 
surgeons  preferto  graft  rather  than  tore- 
route  the  nerve.  However,  there  are  certain 
situations  in  which  extensive  destruction  to 
the  nerve  has  occurred  and  a graft  proce- 
dure would  be  prohibitively  long.  One  situa- 
tion lends  itself  especially  well  to  end-to- 
end  anastomosis:  when  a large  amount  of 
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nerve  tissue  in  the  middle  ear  and  labyrin- 
thine segments  has  been  destroyed,  the 
nerve  can  be  anastomosed  from  the  inter- 
nal auditory  canal  to  the  mastoid  segment 
with  amazingly  little  tension  on  the  suture 
line. 

When  it  is  impractical  to  graft  orto  per- 
form an  end-to-end  anastomosis,  the  facial 
nerve  may  be  sutured  to  another  motor 
nerve.  This  usually  involves  using  the  hy- 
poglossal or  spinal  accessory  nerves.  The 
proximal  end  of  the  hypoglossal  nerve  is 
sutured  to  the  distal  end  of  the  facial  nerve. 
The  facial  nerve  can  be  removed  from  the 
fallopian  canal  to  give  more  length  and  pre- 
vent tension  on  the  suture  line.  At  least  four 
sutures  can  be  placed  through  the  sheath 
of  each  nerve.  The  hypoglossal  nerve  is 
usually  the  one  of  choice  as  the  resulting 
neurological  deficit  is  less  troublesome  to 
the  patient  than  loss  of  the  spinal  acces- 
sory nerve. 

Discussion 

Any  patient  presenting  with  a peripheral 
facial  paralysis  should  have  a thorough 
neuro-otologic  evaluation.  This  should  con- 
sist of  an  accurate  history;  ear,  nose,  and 
throat  examination;  neurologic,  audiome- 
tric, and  vestibular  studies;  and  roentgeno- 
grams of  the  temporal  bone.  Polytome  ro- 
entgenograms have  made  it  possible  to  de- 
tect fracture  lines  in  the  temporal  bone 
that  have  been  missed  on  routine  films. 

In  addition,  nerve  excitability  or  saliva- 
ry flow  studies,  or  both,  should  be  perform- 
ed. These  nerve  diagnostic  studies  have 
made  determination  of  nerve  degeneration 
more  accurate.  While  not  totally  accurate, 
topographic  site  of  lesion  studies  are  help- 
ful in  evaluatingthe  need  fortotal  decom- 
pression. Only  after  such  an  examination 
should  the  diagnosis  of  idiopathic  facial 
paralysis  be  made.  There  are  very  definite 
and  valid  indications  for  surgery  of  the  fa- 
cial nerve  which  should  be  stringently  ad- 
hered to. 

It  is  unfortunate  that  the  controversy 
concerning  the  treatment  of  Bell’s  palsy 
has  been  long  and  sometimes  bitter.  This 
situation  has  led  to  a great  deal  of  misun- 
derstanding in  the  general  medical  com- 


munity concerning  facial  paralysis.  The 
term  “Bell's  palsy"  is  still  used  rather 
loosely  by  most  physicians  to  describe  any 
patient  with  peripheral  facial  weakness. 

This  general  attitude,  coupled  with  the  con- 
tinuing battle  in  the  literature  over  idio- 
pathic facial  paralysis,  has  left  many  physi- 
cians confused  about  any  type  of  facial 
nerve  surgery. 

This  situation  will  persist  until  otolaryn- 
gologists make  a concerted  effort  to  dis- 
seminate information  about  facial  nerve 
surgery  to  their  colleagues.  Certainly,  the 
neurosurgeon  is  the  first  to  see  head  in- 
juries in  which  temporal  bone  fractures  are 
involved.  Neurologists  and  internists  see 
most  cases  of  Bell’s  palsy  long  before  the 
otolaryngologist  does. 

Many  physicians  are  unfamiliar  with  the 
modern  diagnostic  test  used  in  the  evalua- 
tion of  a patient  with  a peripheral  facial 
paralysis,  and  are  not  acquainted  with 
the  sophisticated  surgical  procedures 
available. 

This  is  not  a condemnation  of  the  general 
medical  community  but  of  the  otolaryngol- 
ogists; morearticles  dealingwith  the  facial 
nerve  should  be  published  in  non-otolaryn- 
gology journals.  Certainly,  in  this  day  of 
continuing  education  and  access  to  many 
media,  it  is  unfortunate  that  any  patient 
should  have  to  go  through  life  with  a facial 
paralysis  due  to  a temporal  bonefracture  or 
an  undetected  facial  nerve  neuroma. 
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Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  E.  coli, 

K lebsiella-Aerobacter,  S taphylococc us 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine  hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usuai  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 
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forthepain  for  the  pathogens 


□ Early  relief  of  painful  symp 
toms  such  as  burning  and 
discomfort  associated  with 
urgency  and  frequency. 

□ Effective  control  of  sus- 
ceptible pathogens  such  as 
£.  coli,  Klebsiella-Aerobac- 
ter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  fre- 
quently, Proteus  vulgaris. 


*nonobstructed:  due  to 
susceptible  organisms 


□ Appropriate  antibacterial 
therapy:  up  to  three  days  with 
Azo  Gantanol,  then  11  days 
with  Gantanol®  (sulfamethox- 
azole). 


MAKES  SENSE 


Trademark 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 


FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR.  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension, Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications;  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  nepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  {>5,4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  oO  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  piroperly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitarit  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied;  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 
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□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo* 
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□ Antivert/25  (meclizine  HCl)  25  mg.  Chewable  Tablets  for 

nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION  

INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Saences- National  Research  Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 
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CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCll  during  pre^ 
nancy  or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  th 
teratogenic  effect  of  the  drug  in  rats 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestatio: 
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Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  FlCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper 
sensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patient 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operatini 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  childrei 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!' 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurrei 
vision  have  been  reported. 
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Calcareous  renal  calculi: 
current  medical  treatment 


Charles  Y.  C.  Pak,  MD 

We  have  progressed  considerably  toward 
understanding  the  physical  chemistry  of 
the  formation  of  calcium-containing  renal 
stones,  and  toward  delineating  metabolic 
defects  that  increase  susceptibility  to 
nephrolithiasis.  These  advances  have  pro- 
vided the  background  for  the  formulation 
of  a rational  mode  of  therapy,  whereby  the 
response  to  therapy  may  be  quantitated  in 
physicochemical  terms  and  the  treatment 
is  directed  at  correcting  the  underlying 
metabolic  defect.  We  shall  first  consider 
briefly  the  physicochemical  factors  con- 
cerned with  stone  formation.  We  shall 
then  discuss  the  diagnostic  criteria  for 
the  various  causes  of  nephrolithiasis.  Fin- 
ally, we  shall  evaluate  indications,  mode  of 
action,  and  potential  hazards  of  various 
medical  regimens  that  have  been  recom- 
mended for  the  control  of  stone  forma- 
tion. 

Physical  Chemistry  of  Stone  Formation 

Renal  stones  probably  form  by  nucleation 
of  the  crystal  nidus  from  a supersaturat- 
ed solution, ^'2  followed  by  the  growth  of 
the  nidus  through  processes  of  crystal 
growth, epitaxial  growth,®  ® and  crystal 
aggregation. 

Reliable  techniques  have  now  been  devel- 
oped to  quantitate  these  processes;  for  ex- 


1 . Brusliite  theory  for  stone  formations. 


This  work  was  supported  by  grants  from  the 
USPHS  (l-ROl-AM-16061  and  1-M01-RR  00633). 


ample,  the  activity  product  ratio  indicates 
the  state  of  saturation, “ and  the  forma- 
tion product  ratio  expresses  the  limit  of 
metastability  or  the  lowest  supersaturat- 
ed state  at  which  nucleation  is  initiated. 

The  crystal  nidus  may  form  spontane- 
ously when  the  activity  product  ratio  ex- 
ceeds the  formation  product  ratio. It 
may  be  facilitated  in  the  presence  of  a cal- 
cifiable  matrix  or  by  heterogenous  nucle- 
ation.Three  types  of  heterogenous  nu- 
cleation of  calcium  oxalate  have  been  rec- 
ognized (Fig  1).  Brushite,  the  crystal  con- 
stituent most  commonly  formed  from 
urine  by  spontaneous  precipitation^^  or 
underthe  influence  of  an  organic  matrix, ^ 
may  directly  cause  crystalline  over- 
growth of  calcium  oxalate.^®  Alternatively, 
the  brushite  nidus  may  be  transformed  to 
hydroxyapatite  (at  pH  > 6.9)^-  or  cause 
crystalline  overgrowth  of  monosodium 
urate. Hydroxyapatite  or  monosodium 
urate  so  formed  would  then  induce  heter- 
ogenous nucleation  of  calcium  oxalate. 
Once  the  crystal  nidus  has  formed,  it  may 
grow  into  a macroscopic  stone  by  the 
process  of  crystal  growth  or  aggregation. 

An  essential  requirement  for  nuclea- 
tion and  subsequent  growth  of  stone  is  the 
supersaturated  state  of  urine  with  re- 
spect to  stone  constituents.  This  require- 
ment has  been  satisfied  for  stones  of  calci- 
um phosphate  or  calcium  oxialate.  In  our 
experience,  urine  samples  from  patients 
with  stones  were  usually  supersaturated 
with  respect  to  brushite^i  and  calcium  ox- 
alate,^®  whereas  they  were  frequently  un- 
dersaturated among  control  subjects. 

Diagnostic  Considerations 

If  the  diagnosis  of  calcium  stones  is  prob- 
able or  confirmed,  a search  should  be  un- 
dertaken to  discern  the  underlying  meta- 
bolic defects.  Our  own  effort  so  far  has 
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been  concerned  principally  with  the  delin- 
eation of  causes  and  diagnostic  criteria 
for  hypercalciuriasd*’’!'  For  this  reason, 
this  article  considers  the  situation  in  the 
absence  of  hyperoxaluria  or  of  urinary 
tract  infection  with  urea-splitting  organ- 
isms. 

Three  major  causes  of  hypercalciuria 
have  been  recognized. In  resorptive  hy- 
percalciuria primary  hyperparathyroid- 
ism, the  hypercalciuria  results  from  the 
combined  effects  of  excessive  skeletal  re- 
sorption and  enhanced  intestinal  calcium 
absorption  (which  is  frequently,  but  not  al- 
ways, encountered).  The  consequent  in- 
crease in  the  renal  filtered  load  of  calcium 
accounts  for  the  hypercalciuria.  In  ab- 
sorptive hypercalciuria,  the  primary  abnor- 
mality is  the  excessive  intestinal  absorp- 
tion of  calcium.  The  increase  in  the  plasma 
concentration  of  calcium,  resulting  from 
the  intestinal  hyperabsorption  of  calcium, 
raises  the  renal  filtered  load  of  calcium 
and  suppresses  parathyroid  function, 
leading  to  hypercalciuria.  Parathyroid 
function  is  normal  or  suppressed  and 
bone  is  “spared.”  In  renal  hypercalciuria, 
the  hypercalciuria  is  the  result  of  pri- 
mary reduction  in  the  renal  tubular  re- 
absorption of  calcium.  The  reduction  in 
the  plasma  concentration  of  calcium,  re- 
sulting from  the  primary  renal  loss  of  cal- 
cium, stimulates  parathyroid  function.  In 
contrast  to  findings  in  primary  hyper- 
parathyroidism, the  plasma  concentra- 
tion of  calcium  is  not  elevated  in  renal  hy- 
percalciuria, and  the  hyperparathyroid- 
ism is  probably  secondary.  There  may  be 
bone  disease.  Renal  hypercalciuria  may 
be  caused  by  renal  tubular  acidosis,  hypo- 
parathyroidism (treated),  and/or  adre- 
nocorticosteroid  excess.  The  majority  of 
patients  with  illness  previously  diagnosed 
as  idiopathic  hypercalciuria  probably  suf- 
fer from  either  absorptive  or  renal  hy- 


percalciuria. Essential  features  of  these 
conditions  are  presented  in  Figs  2-4. 

Another  cause  for  calcium  stones  is 
normocalciuric  nephrolithiasis,^^  in  which 
the  formation  of  calcium  stones  is  associ- 
ated with  normocalciuria.  This  condition 
is  probably  a result  of  at  least  two  separ- 
ate disorders. In  one,  there  is  an  exag- 
gerated renal  excretion  of  calcium  follow- 
ing a high  oral  calcium  load,i"  even  though 
the  24-hour  urinary  calcium  level  when 
the  patient  is  on  a calcium-restricted  diet 
is  normal.  This  group  constitutes  the  vari- 
ant of  absorptive  hypercalciuria.  In  the 
second  group  are  patients  with  hyperuri- 
cosuria  who  form  calcium  stones  despite 
normocalciuria. The  renal  stone  forma- 
tion has  been  ascribed  to  the  heterogen- 
ous nucleation  of  calcium  salts  by  mono- 
sodium urate. 

We  suggest  the  following  steps  in  evalu- 
ating patients  with  calcium  stones  (Fig  5). 
The  provisional  diagnosis  of  hypercalci- 
uria or  hyperuricosuria  may  be  made  on 
the  basis  of  a urine  sample  collected  while 
the  patient  is  on  a random  diet.  The  patient 
is  then  asked  to  follow  a low  calcium  diet 
(avoidance  of  dairy  products)  for  one 
week.  After  this  dietary  preparation,  a liq- 
uid synthetic  dietary  regimen  is  pre- 
scribed for  three  days  (Calcitest  Diet, 

Doyle  Pharmaceutical  Co.,  providing  400 
mg  calcium,  800  mg  phosphorous,  and 
100  mEq  sodium  daily).  During  this  peri- 
od, endogenous  creatinine  clearance  and 
parathyroid  function  (serum  parathyroid 
hormone  and  urinary  cyclic  adenosine 
monophosphate,  if  available)  may  be  mea- 
sured. The  determination  of  urinary  cal- 
cium levels  produced  on  this  constant  die- 
tary regimen  not  only  provides  a measure 
of  the  severity  of  hypercalciuria,  but  also 
allows  the  diagnosis  of  normocalciuric 
nephrolithiasis.  If  urinary  calcium  ex- 
ceeds the  intake  of  400  mg/day,  the  diag- 
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nosis  of  absorptive  hypercalciuria  is  vir- 
tually excluded. 

The  Calcitest  Diet  regimen  also  pre- 
pares patients  for  the  simple  test  for  the 
differentiation  of  hypercalciurias.^^  This 
test  involves  the  collection  of  a two-hour 
urine  sample  following  an  overnight  fast, 
and  of  a four-hour  urine  sample  after  an 
ingestion  of  a 1-gm  calcium  load.  In  pri- 
mary hyperparathyroidism,  typical  fea- 
tures are  high  fasting  urinary  calcium 
levels  and  high  urinary  cyclic  adenosine 
monophosphate  levels  following  calcium 
load.  In  absorptive  hypercalciuria  (includ- 
ing the  variant),  urinary  calcium  levels 
are  normal  during  fast,  but  are  signifi- 
cantly higher  than  normal  following  an 
oral  calcium  load.  In  renal  hypercalciuria, 
both  urinary  calcium  and  cyclic  adenosine 
monophosphate  levels  are  high  during 
fast.  However,  urinary  cyclic  adenosine 
monophosphate  decreases  toward  normal 
following  an  oral  calcium  load. 

Treatment  of  Nephrolithiasis 

Ideally,  treatment  should  be  directed  at 
correcting  the  underlying  metabolic  dis- 
order.i®  Unfortunately,  certain  drugs  are 
unavailable  except  on  an  investigational 
basis.  Further,  for  many  drugs,  the 
chronic  toxicology  data,  mechanism  of  ac- 
tion, and  efficacy  have  not  been  adequately 
or  fully  established.  Much  more  work 

2.  Resorptive  hypercalciuria  (primary 
hyperparathyroidism  ). 


1.  May  be  associated  with  bone  disease,  renal  stones, 
peptic  ulceration,  hypertension 

2.  Usually  high  serum  PTH  and  urinary  cyclic  AMP 

a.  Urinary  cyclic  AMP  remains  high  following  oral  Ca 
load 

3.  Usually  high  serum  Ca  and  low  P 

4.  Usually  negative  Ca  balance  (high  fasting  urinary  Ca, 
Cauv  ^ Ca^^) 

5.  Low  bone  density 


needs  to  be  done  before  the  optimal  ther- 
apy can  be  clearly  delineated.  Despite 
these  limitations,  we  wish  to  present  the 
following  recommendations  for  therapy: 

1.  Resorptive  Hypercalciuria 

The  treatment  of  choice  for  nephrolithi- 
asis associated  with  primary  hyperpara- 
thyroidism is  the  surgical  removal  of  ab- 
normal parathyroid  tissue.  Following  par- 
athyroidectomy, urinary  calcium^^  and 
the  state  of  saturation  with  respect  to 
brushite  decrease,  and  stone  formation 
usually  ceases.  In  postmenopausal  women 
with  primary  hyperparathyroidism,  in 
whom  parathyroid  exploration  is  contra- 
indicated, estrogen  therapy  (estradiol, 

0. 05. mg/day  orally  for  20  days  each 
month)  may  decrease  urinary  calcium  lev- 
els and  inhibit  renal  stone  formation. 
However,  thiazide  may  exacerbate  hyper- 
calcemia,and  orothophosphate  may 
cause  extraskeletal  calcification. 22 

2.  Absorptive  Hypercalciuria 

Patients  should  first  be  provided  with  a 
low  calcium  diet  (avoidance  of  dairy  pr(xl- 
ucts)  and  an  adequate  fluid  intake  suffici- 
ent to  yield  a urine  volume  of  at  least  2 li- 
ters/day.  If  such  a regimen  fails  to  lower 
urinary  calcium  levels  or  alter  formation 
of  renal  stones,  a more  specific  therapy  is 
indicated.  The  ideal  therapy  is  sodium  cel- 

3.  Absorptive  hypercalciuria. 

1.  Associated  with  renal  stones,  but  not  bone  disease 

2.  Intestinal  hyperabsorption  of  calcium:  An  exaggerated 
urinary  Ca  following  Ca  oral  load 

3.  Normal  serum  Ca  and  P 

4.  Normal  or  low  serum  PTH  and  urinary  cAMP 

5.  Normal  fasting  urinary  Ca;  Cauv  < Ca^. 

6.  Normal  bone  density 
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lulose  phosphate,-'^  a nonabsorbable  ca- 
tion-exchange resin,  which  may  specifical- 
ly correct  the  intestinal  hyperabsorption 
of  calcium,  the  primary  abnormality  of 
this  condition.  When  given  orally  at  a dos- 
age of  5 gm  with  meals,  this  drug  has  been 
shown  to  reduce  urinary  calcium  and  to 
lower  the  urinary  activity  product  ratio  of 
brushitefrom  supersaturation  toward 
undersaturation. Commensurate  with 
these  changes,  inhibition  of  stone  forma- 
tion has  been  reported.-^  Parathyroid 
function  may  be  stimulated,  but  is  main- 
tained within  the  normal  range.  Since  so- 
dium cellulose  phosphate  acts  by  limiting 
the  dietary  pool  of  calcium,  it  is  not  effec- 
tive in  patients  who  cannot  adhere  to  a low 
calcium  diet.  It  is  contraindicated  in  hy- 
perparathyroidism and  in  states  of  nor- 
mal or  low  intestinal  calcium  absorption, 
as  it  may  overly  stimulate  parathyroid 
function. 

Since  sodium  cellulose  phosphate  is 
available  only  on  an  investigational  basis, 
thiazide  diuretic  (hydrochlorothiazide,  50 
mg  twice  a day  orally,  or  equivalent 
amount  of  analogs)  and  orthophosphate 
(1.5  gm  or  more  of  inorganic  phosphor- 
us/day  orally)  have  been  customarily 
used  to  treat  absorptive  hypercalciuria. 
Both  drugs  lower  urinary  calcium, 
and  probably  increase  renal  excretion  of 
inhibitors  of  crystallization. Therefore, 
orthophosphate  increases  the  formation 

4.  Renal  hypercalciuria. 


1.  Associated  with  renal  stones;  patient  may  have  bone 
disease 

2.  Secondary  hyperparathyroidism: 

a.  High  or  high  normal  serum  PTH  and  urinary  cyclic 
AMP 

b.  Normal  serum  Ca  and  P 

c.  Urinary  cyclic  AMP  normal  following  oral  Ca  load 

3.  High  fasting  urinary  Ca;  usually  Cayy  > CaA 

4.  May  have  low  bone  density 


product  ratio  of  brushite  in  urine, indi- 
cating an  inhibition  of  brushite  nucleation. 
Thiazide  diuretic  may  decrease  the  uri- 
nary state  of  saturation  with  respect  to 
brushite  and  calcium  oxalate,  and  may  in- 
hibit nucleation  and  growth  of  brushite 
and  calcium  oxalate.-®  Both  drugs  have 
been  reported  to  be  effective  in  the  con- 
trol of  stone  formation. Unfor- 
tunately, these  drugs  do  not  correct  the 
underlying  abnormality  in  absorptive  hy- 
percalciuria, since  they  do  not  specifically 
inhibit  intestinal  hyperabsorption  of  calci- 
um. Further,  their  effects  on  calcium  me- 
tabolism and  parathyroid  function  are  not 
fully  understood.  It  is  reassuring  that 
therapy  with  orthophosphate  in  normocal- 
cemic  subjects  with  renal  stones  has  not 
been  associated  with  significant  side  ef- 
fects,although  at  high  dosages,  stimula- 
tion of  parathyroid  function  and  extra- 
skeletal  calcification^^  have  been  re- 
ported. 

Abbreviations 


AMP:  adenosine  monophosphate 
Ca:  calcium 

CaA:  calcium,  absorption 

cAMP:  cyclic  adenosine  monophosphate 

Cai'v:  Calcium,  urinary  volume 

P:  phosphorus 

PTH:  parathyroid  hormone 


5.  Evaluation  of  calcium  stones. 


1.  X-ray,  stone  analysis  (identification  of  Ca  stones) 

2.  24-hr  urine  on  a random  diet: 

a.  Ca  > 250  mg/day  (probable  hypercalciuria) 

b.  Uric  acid  > 600  mg/day  (hyperuricosuria) 

3.  Low  Ca  diet  for  1 week;  then 

4.  Standard  liquid  synthetic  diet  for  2-3  days: 

Urinary  Ca  > 20  mg/day  (hypercalciuria) 

5.  Fasting  urinary  Ca  and  Ca  load  (differentiation  of 
hypercalciurias) 
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3.  Renal  Hypercalciuria 

In  renal  hypercalciuria,  thiazide  diuretic 
may  correct  the  “renal  leak”  of  calcium.-'* 
Thus,  both  the  hypercalciuria  and  secon- 
dary hyperparathyroidism  may  be  re- 
versed. In  our  preliminary  study,  the  in- 
testinal hyperabsorption  of  calcium, 
which  is  sometimes  encountered  in  this 
condition,  may  also  be  restored.  The  cus- 
tomary dosage  of  hydrochlorothiazide  is 
50  mg  twice  a day  orally,  or  an  equivalent 
amount  of  analogs.  If  allergic  reaction  to 
thiazide  develops,  chlorthalidone,  100  mg 
every  other  day,  may  be  effective. 

4.  Normocalciuric  Nephrolithiasis  with 
Hyperuricosuria 

Calcium  stones  may  form  in  patients  with 
hyperuricosuria  who  present  no  obvious 
abnormalities  of  calcium  metabolism  such 
as  hypercalciuria.  The  frequency  of  stone 
formation  was  reported  to  decrease  when 
the  renal  excretion  of  uric  acid  was  low- 
ered by  allopurinol.^*  This  positive  clinical 
response  has  been  attributed  to  inhibition 
of  the  heterogenous  nucleation  of  calcium 
salts  by  monosodium  urate. However, 
the  effects  of  allopurinol  therapy  on  the 
nucleation  of  monosodium  urate  and  on 
the  crystallization  of  calcium  salts  in  urine 
have  not  yet  been  examined.  Nevertheless, 
because  of  the  favorable  clinical  response 
which  may  be  attained, the  use  of  allo- 
purinol (at  a dosage  of  100  mg  twice  a day 
orally)  in  patients  with  normocalciuric 
nephrolithiasis  and  hyperuricosuria  is 
probably  justified.  It  is  probably  much  less 
effective  among  patients  with  hyperuri- 
cosuria who  suffer  from  other  underlying 
causes  for  calcium  stones,  such  as  hyper- 
calciuria. The  efficacy  of  combined  ther- 
apy, for  example,  allopurinol  and  thia- 


zides in  patients  with  hypercalciuria  and 
hyperuricosuria,  has  not  yet  been  estab- 
lished. 

5.  Other  Modes  of  Therapy 

Diphosphonate  (EHDP),  a synthetic  analog 
of  pyrophosphate,  has  been  shown  to  in- 
hibit nucleation,  crystal  growth  and  crys- 
tal aggregation  of  brushite  and  calcium 
oxalate,®'®**’®!  and  to  prevent  the  heterog- 
enous nucleation  of  calcium  oxalate  by 
monosodium  urate.*®  Although  EHDP  has 
been  shown  to  be  effective  in  preventing 
new  stone  formation  in  preliminary  clini- 
cal trials,®!  this  drug  has  the  potential  haz- 
ard of  inhibiting  mineralization  of  bone. 

Magnesium  oxide  has  been  shown  to  be 
useful  in  the  control  of  calcium  oxalate 
lithiasis.  Unfortunately,  the  effect  of  mag- 
nesium on  the  solubility,  nucleation,  and 
growth  of  calcium  oxalate  has  not  yet  been 
fully  established. 

This  recommendation  for  therapy  is  ad- 
mittedly preliminary,  although  it  is  aimed 
at  correcting  the  basic  metabolic  abnor- 
mality leading  to  stone  formation.  We  hope 
that  a rational  mode  of  therapy  can  be 
eventually  established,  as  further  prog- 
ress is  made  concerning  mechanism  of 
drug  action,  metabolic  setting  leading  to 
stone  formation,  and  clinical  efficacy  in 
controlled  trials. 
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Preoperative  and  postoperative 
assessment  of  bronchogenic  carcinoma 

David  R.  Sanderson,  MD 


Bronchogenic  carcinoma  is  a major  public 
health  problem.  Surgical  resection  of  local- 
ized, noninvasive,  or  stage  I cancers  offers 
the  best  hope  for  successful  management, 
but  early  detection  is  not  often  accomplish- 
ed. A high  index  of  suspicion,  identification 
of  high-risk  populations,  and  aggressive 
applications  of  roentgenographic  examina- 
tions and  sputum  cytologic  testing  offer 
the  best  chance  for  detection  at  a favorable 
stage.  Optimal  application  of  currently 
available  methods  offers  the  prospect  of 
increasing  long-term  survivorship  among 
patients  with  lung  cancer. 

Bronchogenic  carcinoma  is  the  leading 
cause  of  death  from  malignancy  in  the 
United  States  today.  Estimates  from  the 
American  Cancer  Society  indicated  that  in 
1975  more  that  91,000  new  cases  would 
occur  and  that  there  would  be  over  81,000 
deaths. 1 While  the  overall  survival  rate 
from  bronchogenic  carcinoma  is  depress- 
ingly  low,  certain  features  of  the  disease 
may  be  accompanied  by  greatly  improved 
prognosis.  The  outlook  for  prolonged  sur- 
vival may  be  much  improved-  if  the  pul- 
monary neoplasm  is  discovered  in  an 
asymptomatic  person,  if  the  lesion  is  small 
(less  than  3 cm),  if  the  lesion  is  surrounded 
by  normal  lungtissue,  if  the  bronchial  wall 
is  not  invaded,  and  if  lymph  nodes  are  not 
involved  at  the  time  of  treatment. 

Until  there  are  improved  chemothera- 
peutic agents,  or  until  immunotherapy  or 
other  new  modalities  for  treatment  prove 
effective,  surgical  resection  remains  the 
most  effective  treatment  for  patients  with 
lung  cancer.  Therefore,  the  primary  care 
physician  and  the  chest  specialist  should 
identify  patients  who  have  potentially  cur- 
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able  lung  cancer  and  offerthem  surgical 
treatment  at  a stage  when  the  chance  for 
success  is  more  favorable. 

Unfortunately,  patients  susceptible  to 
lung  cancer  are  in  an  age  group  that  shares 
increased  risk  from  other  smoking-related 
illnesses  and  the  consequences  of  aging. 
Coexistent  chronic  obstructive  lung  dis- 
ease, bronchitis  and  emphysema,  and  car- 
diovascular disease  often  make  pulmonary 
resection  more  hazardous  or  even  prohibi- 
tive. Obviously,  these  problems  must  be 
considered  and  treated,  too,  if  pulmonary 
resection  is  to  be  successful. 

If  a patient  presents  with  symptoms,  at- 
tention naturally  will  be  focused  on  the 
symptoms,  but  other  nonpulmonary  ail- 
ments also  must  be  evaluated.  Asymptom- 
atic (no  respiratory  symptoms)  patients 
may  seek  care  for  another  system-related 
illness,  ortheircondition  may  bediscover- 
ed  during  a routine  health  examination  or 
employment  checkup.  The  physician 
should  consider  risk  factors  such  as  age, 
sex,  and  smoking  habits.  Occupational  fac- 
tors such  as  exposure  to  asbestos,  urani- 
um, chloromethyl  methyl  ether,  or  other 
suspected  industrial  carcinogens  should  be 
noted,  and  the  presence  of  these  should 
alert  the  physician  of  increased  risk. 

A pulmonary  lesion  generally  is  suspect- 
ed because  of  symptoms,  an  abnormal 
chest  roentgenogram,  or  abnormal  sputum 
cytology. 

When  respiratory  symptoms  such  as 
cough,  wheezing,  hemoptysis,  and  dyspnea 
are  present,  primary  lung  cancer  should  be 
considered  in  the  differential  diagnosis  of 
any  patient  who  is  in  the  fifth  decade  or 
more  of  life.  Occasionally,  extrapulmonary 
manifestations  of  bronchogenic  carcinoma 
will  prompt  the  patient  to  seek  medical 
advice. 

Bone  pain  of  pulmonary  osteoarthro- 
pathy may  be  severe  and  simulate  other 
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types  of  arthritis.  Several  of  the  endocrine 
syndromes  such  as  hypercalcemia,  inap- 
propriate antidiuretic  hormone  secretion, 
and  Cushing's  syndrome  may  manifest 
themselves  even  before  respiratory  symp- 
toms become  evident. 

One  of  the  most  frequent  associated 
conditions,  and  regrettably  one  of  the  most 
neglected,  is  acute  obstructive  pneumonia. 
Any  segmental  or  lobar  pneumonia  should 
be  investigated  aggressively  by  the  use  of 
cytologic  studies  and  bronchoscopy  to  ex- 
clude the  possibility  of  obstructing  car- 
cinoma. Current  knov\/ledge  and  practice 
suggest  that  treating  specific  respiratory 
symptoms  of  men  or  women  who  are  in  the 
cancer  age  group  is  extremely  hazardous 
without  obtaining  appropriate  roentgeno- 
graphic  studies  and  sputum  cytology  tests. 

I believe  that  almost  every  patient  in  whom 
sputum  cultures  are  indicated  is  a candi- 
date for  sputum  cytology  studies. 

If  treatment  is  to  be  effective,  the  physi- 
cian must  maintain  a high  index  of  suspi- 
cion. Symptomatic  cancer  of  the  lung  us- 
ually is  not  early  cancer.  Studies  in  which 
results  are  inconclusive  must  be  repeated, 
and  in  high-risk  patients,  it  is  dangerous  to 
assume  that  the  causes  are  benign,  with- 
out a thorough  investigation. 

When  a roentgenographic  abnormality 
of  the  chest  is  noted,  comparisons  with 


olderfilms  should  be  made.  Long-duration 
stability  may  be  reassuring,  and  evidence 
of  laminated  calcification  by  tomography 
may  confirm  the  presence  of  granuloma- 
tous disease.  Numerous  studies  have 
shown  that  subtle  abnormalities  are  diffi- 
cult to  detect  on  chest  roentgenograms. 
Multiple  interpretations  may  avoid  errone- 
ous first  impressions. 

Bronchoscopic  examination  is  an  in- 
creasingly important  step  in  the  evaluation 
of  patients  who  have  roentgenographic  ab- 
normalities. The  flexible  bronchofiber- 
scope  has  extended  the  range  of  inspection 
to  fourth-  or  fifth-order  bronchi  routinely, 
and  its  employment  has  made  peripheral 
lesions  amenable  to  samplingwith  forceps, 
brushes,  and  curettes. 

If  a new  lesion  has  not  been  confirmed 
as  being  benign,  thoracotomy  is  an  appro- 
priate and  often  necessary  diagnostic,  as 
well  as  therapeutic,  procedure.  Surgical 
alternatives  short  of  thoracotomy  may  be 
desirable  in  certain  patients,  but  negative 
results  should  not  cause  untoward  delay 
in  more  definitive  approaches. 

When  sputum  cytologic  changes  are  the 
initial  signals  of  alarm,  a particulardiag- 
nostic  challenge  occurs  that  demands  an 
orderly  systematic  approach.  Multiple  spe- 
cimens of  spontaneous  or  induced  sputum 
will  give  the  cytopathologist  the  best  op- 
portunity to  be  helpful  in  diagnosis.  Occa- 
sionally, other  problems  such  as  pulmon- 
ary embolism,  acute  viral  infection,  and 
some  drug  reactions  may  be  associated 
with  metaplasia  and  cellular  atypia  that 
mimic  carcinoma  cells.  These  findings  are 
usually  transient,  and  repeated  samples 
become  negative  in  a short  time.  Carci- 


1 . Survival  in  lung  cancer  according  to  tumor  cell  type  and  American  Joint  Committee  staging. 


Stage  I , Stage  II  1 , Stage  III 
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nomas  of  the  upper  respiratory  tract  also 
may  desquamate  cells  in  sputum  samples 
so  that  careful  examination  of  the  larynx, 
oral  cavity,  and  nasopharynx  should  be  in- 
cluded in  the  evaluation  of  these  patients. 
Careful  and  repeated  bronchoscopic  ex- 
aminations permit  the  localization  of  even 
small  bronchogenic  carcinomas  in  more 
than  90%  of  patients  presenting  with  posi- 
tive sputum  cytology  and  normal  thoracic 
roentgenograms.^  If  initial  findings  are 
inconclusive,  evaluation  should  be  con- 
tinued until  a final  solution  can  be 
achieved. 

When  a pulmonary  neoplasm  is  proved 
or  strongly  suspected,  the  patient  should 
be  prepared  for  surgical  resection,  if  pos- 
sible. Coexistent  medical  problems  should 
be  identified  before  surgery  and  improved 
or  corrected.  Special  attention  to  cardiac 
and  metabolic  abnormalities  that  might  in- 
crease the  risk  of  anesthesia  and  thoraco- 
tomy is  essential. 

Cytologic  or  histologic  diagnosis  based 
on  results  of  sputum  examination,  bron- 
choscopy, or  other  means  may  spare  some 
patients  who  have  small-cell  undifferen- 
tiated carcinoma  from  operation  when 
there  is  little  hope  of  effective  treatment. 
Evaluation  of  respiratory  reserve  by  pul- 
monary function  testing  helps  determine 
whether  resection  would  be  adequately  tol- 
erated. Generally,  we  consider  a forced  ex- 
piratory volume  in  1 second  of  less  than 
50%,  maximal  breathing  capacity  of  less 
than  50%  of  predicted  normal,  and  maxi- 
mal midexpiratory  flow  of  0.5  liter  as  pre- 


2.  Stages  of  lung  cancer:  classification  of  Ameri- 
can Joint  Committee. 


Stage  and 
5-year 
Survival 

Description 

(excludes  small-cell  type) 

Occult 

70% 

No  tumor  seen  on  chest  roentgenogram  or 
bronchoscopy;  cancer  cells  in  sputum  or 
bronchial  secretions 

I 

35-40% 

Tumor  at  least  2 cm  below  trachea — localized; 
diameter  of  3 cm  or  less,  may  or  may  not  be 
spread  to  adjacent  hilar  lymph  nodes;  or 
diameter  of  more  than  3 cm  without  any  spread 

11 

10-15% 

Same  as  stage  I,  except  tumor  diameter  of  more 
than  3 cm  and  adjacent  nodes  regularly 
involved 

III 

<10% 

Tumor  or  nodal  involvement  more  extensive;  may 
be  distant  metastasis  (to  liver,  etc) 

eluding  pneumonectomy.  Lobectomy  or  les- 
ser resection  might  be  considered  in  some 
patients  who  have  a marginal  reserve  if  the 
tumor  is  peripheral  oramenableto  con- 
servative resection.  Arterial  blood  gas  mea- 
surements taken  at  rest  and  during  exer- 
cise while  the  patient  is  breathing  room 
air  may  add  valuable  data. 

Results  of  the  physicial  examination  and 
laboratory  studies  should  help  determine 
the  presence  of  distant  metastasis.  Head- 
acheorfocal  neurologic  signs  may  warn 
of  intracranial  spread.  Liver  function  tests 
should  be  performed  routinely,  although 
our  group  has  not  used  liver  scans,  biopsy, 
and  laparoscopy  as  standard  preoperative 
procedures. 

Although  bronchoscopy  has  been  dis- 
cussed as  a diagnostic  procedure,  it  can  be 
used  to  assess  the  resectability  of  the  mar- 
gins of  tumor.  In  squamous  cell  carcinoma, 
particularly,  a search  for  multiple  lesions 
should  be  made.  Recognition  of  one  endo- 
bronchial lesion  must  not  prevent  a thor- 
ough inspection  of  all  remainingaccessible 
portions  of  the  bronchial  tree,  especially  in 
patients  with  positive  sputum  cytology. 

Bronchography  has  not  been  widely  used 
in  the  preoperative  evaluation,  but  it  may 
be  helpful  as  a diagnostic  aid  in  patients 
with  positive  sputum  cytology.  Ventilation- 
perfusion  scans  have  been  employed  by 
some  investigators,  but  such  scans  are 
often  difficult  to  interpret  because  of 
changes  associated  with  coexistent  chronic 
bronchitis  or  emphysema. 

The  type  of  surgical  treatment  may  be 
selected  on  the  basis  of  evaluation  of 
scalene  node  biopsy,  mediastinoscopy,  or 
mediastinotomy  done  in  preparation  for  or 
in  conjunction  with  open  thoracotomy. 

The  findings  at  operation  and  the  final 
surgical-pathologic  correlation  can  be  de- 
scribed effectively  by  the  staging  criteria  of 
the  American  Joint  Commission  for  Cancer 
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Stagingand  End  Results  Reporting. ^ The 
importance  of  accurate  histologic  typing 
and  staging  is  illustrated  in  Fig  1.  Patients 
with  squamous  cell  carcinoma,  which  con- 
stitutes nearly  half  of  all  bronchogenic  can- 
cers, have  a more  favorable  outlook  than 
do  patients  with  other  cell  types.  Even  in 
patients  with  large-cell  undifferentiated 
carcinoma  and  adenocarcinoma,  the  pro- 
spects in  stage  I disease  are  more  favor- 
able than  they  are  in  the  entire  lung  cancer 
group. 

Patients  who  survive  curative  resection 
should  undergo  regular  periodic  checks  in 
a search  for  recurrence  or  a second  pri- 
mary tumor.  At  present,  adjunctive  therapy 
has  been  evaluated  incompletely.  Currently 
available  chemotherapy  or  immunotherapy 
agents  and  radiation  therapy  are  less  than 
optimally  effective  and  often  are  accom- 
panied by  undesirable  side  effects. 

An  interval  of  three  to  four  months  dur- 
ing the  first  two  years  is  a reasonable 
schedule  for  both  the  physician  and  the 
patient.  General  medical  care  and  unrelat- 
ed problems  must  not  be  ignored.  Special 
attention  to  the  respiratory  status  (includ- 
ingtreatment  for  chronic  bronchitis  and 
bronchospasm),  protection  of  the  airway, 
and  treatment  of  intercurrent  respiratory 
infections  are  important.  If  the  patient  has 
not  stopped  smoking,  stopping  at  this 
stage  may  be  especially  critical  in  orderto 
preserve  what  remains  of  compromised 
pulmonary  function. 

Recurrence  of  the  primary  tumor  is  the 
greatest  fear  and  the  biggest  problem, 
even  in  occult  or  stage  I cancers.  A sputum 
cytology  test  and  thoracic  roentgenogram 
should  be  included  as  minimal  studies, 
along  with  a hemogram  and  blood  chemis- 
try studies.  Even  after  the  successful  treat- 
ment of  lung  cancer,  a second  primary  neo- 
plasm may  develop.  Sputum  studies  and 
chest  roentgenograms  probably  should  be 
continued  indefinitely.  A new  cancer  may 
develop  in  the  upper  respiratory  tract,  re- 


quiring diligence  to  detect  it  at  an  early 
localized  stage. 

What  can  optimal  application  of  current- 
ly available  methods  of  diagnosis  and  treat- 
ment hope  to  accomplish?  Instead  of  an 
overall  five-year  survival  rate  of  10%  that 
is  now  being  achieved,  it  is  theoretically 
possible  to  do  much  better  if  all  patients 
with  squamous  cell  carcinoma,  adenocar- 
cinoma, and  large-cell  undifferentiated 
carcinoma  were  treated  in  the  most  favor- 
able clinical  stage  (Fig  2).  Obviously,  such 
an  improvement  cannot  be  achieved  if  the 
lesions  are  recognized  only  after  they  are 
in  an  advanced  stage.  Data  supportingthe 
efficacy  of  screening  programs  in  high-risk 
populations  are  sparse.  However,  prelimi- 
nary observations  from  the  Cooperative 
Early  LungCancerGroupof  the  National 
Cancer  Institute  suggest  that  progress  may 
be  made  in  this  direction.® The  burden  of 
proof  seems  to  be  shifting  to  those  who 
challenge  screening  programs — for  them 
to  prove  that  screening  of  high-risk  pa- 
tients will  not  save  lives. 
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New  president  aware 
of  critical  job  ahead 


He  attended  his  first  TMA  House  of  Dele- 
gates meeting  in  Galveston  when  he  was  10 
years  old.  This  month,  nearly  42  years  lat- 
er, Dr.  L.S.  “Bud”  Thompson,  Jr.,  will  be 
installed  as  president  of  theTexas  Medical 
Association. 

As  president-elect,  the  Dallas  physician  has 
had  the  opportunity  to  observe  the  medical 
association  during  a critical  and  eventful 
year. 

“I  was  most  impressed,”  Dr.  Thompson 
said,  “with  the  progressive  unity  that  I have 
noticed  duringthe  past  year  in  the  member- 
ship of  TMA.  The  efforts,  time,  money,  and 
self-sacrifice  on  the  part  of  physicians  are 
outstanding.  It  appears  that  there  is  a feel- 
ing amongthe  doctors  that  now  is  the  time 
to  fight  for  what  we  believe  is  best  for 
medicine  and  our  patients.” 

Priorities  set 

He  has  several  priorities  for  his  term  as 
president:  resolution  of  the  malpractice 
situation,  implementation  of  a single  state- 
wide PSRO,  involvement  of  physicians  in 
health  planning. 

In  regard  to  professional  liability.  Dr. 
Thompson  feels  the  citizens  of  Texas  are 
willingto  help  TMA  accomplish  its  goals. 
“To  me,  the  greatest  untapped  sources  of 
help  are  our  patients.  I consider  it  the  duty 
of  all  physicians  to  encourage  their  patients 
to  work  with  them  toward  sound  legislation 
in  regard  to  the  professional  liability 
crisis,”  he  stated.  He  feels  certain  that 
there  will  be  a resolution  of  the  crisis  and 
that  it  will  be  provided  by  the  state’s 
legislators. 

What  else  does  he  see  developing  in  the 
coming  year?  Dr.  Thompson  answered,  “I 
feel  that  there  will  be  a continued  effort  by 


L.  S.  "Bud”  Thompson,  Jr.,  MD 


the  government  to  develop  some  sort  of 
national  health  insurance,  but  I have 
enough  faith  in  our  legislators  to  believe 
that  it  will  be  a program  that  will  involve  the 
free  enterprise  system.  I am  optimistic  that 
everyone  feels  that  there  is  a need  for  na- 
tional health  insurance — one  that  is  work- 
able between  the  doctors  and  the  insurance 
industry.  I don’t  believe  that  there  is  any 
way  at  the  present  time  for  the  government 
to  finance  national  health  insurance.  If  it 
were  possible,  it  would  already  be  a 
reality.” 

Afirm  believer  in  the  capitalistic  system  of 
organized  medicine,  the  incomingasso- 
ciation  head  is  aware  of  the  growing  in- 
volvement of  government  in  the  delivery 
of  health  care.  “The  major  challenge  in 
Texas  and  the  country  is  to  make  sure  that 
we  have  good  sound  medical  input  in  our 
medical  legislation  of  which  I am  sure 
there  will  be  a volume  in  the  next  year.” 

Dr.  Thompson  continued,  “I  would  also  en- 
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courage  Texas  and  its  doctors  to  unite  with 
the  AMA  and  present  a unified  force  which, 
in  turn,  would  make  the  government  realize 
that  the  medical  profession  is  an  important 
factor  in  the  delivery  of  medical  care  to  our 
people  and  in  directing  legislation.” 
Comingfrom  a long  lineof  doctors.  Dr. 
Thompson  talks  with  confidence  about  the 
needs  of  patients.  ‘‘I  know  what  the  people 
of  Texas  expect  from  doctors  and  what  the 
doctors  expect  from  their  patients,”  he 
said.  He  plans  to  exert  his  efforts  as  presi- 
dent to  retain  what  he  feels  is  the  ‘‘best 
form  of  medical  care  in  the  world — the  free 
enterprise  system.” 

Active  in  medicine,  community 

Since  that  first  House  of  Delegates  meeting 
at  age  10,  Dr.  Thompson  has  steadily  in- 
creased his  interest  and  involvement  in 
medicine.  He  graduated  from  Baylor  Col- 
lege of  Medicine  in  Houston  in  1948  and 
served  an  internship  and  residency  at  Kan- 
sas City  General  Hospital.  In  addition  to  his 
private  surgical  practice.  Dr.  Thompson 
serves  as  vice  president  and  medical  direc- 
tor of  Southland  Life  Insurance  Company  in 
Dallas.  His  numerous  medical  and  civic 
positions  and  memberships  include  past 
second  vice  president,  councilorfrom 
Texas,  Southern  Medical  Association;  fel- 
low, American  College  of  Surgeons;  fellow. 
International  College  of  Surgeons;  diplo- 
mate,  American  Board  of  Surgeons;  execu- 
tive committee  member,  Dallas  Southern 


Clinical  Society;  Association  of  Life  Insur- 
ance Medical  Directors  of  America;  past 
president.  Society  of  Life  Insurance  Medical 
Directors  of  Texas;  Phi  Gamma  Delta;  Phi 
Chi  Medical  Fraternity;  past  chairman, 
TEXPAC;  and  the  Public  Affairs  Council, 
Dallas  Chamber  of  Commerce. 

Within  TMA,  Dr.  Thompson  has  served  on 
the  Committee  on  General  Arrangements 
for  two  Annual  Sessions,  the  Council  on 
MedicalJurisprudence  (nowthe  Council  on 
Medical  Legislation),  and  the  Special 
Committee  on  Medical  Licensure  in  Texas. 
He  has  chaired  the  Committee  on  Public 
Health. 

To  keep  up  with  his  hectic  schedule.  Dr. 
Thompson  looks  to  his  family  for  support. 
‘‘My  family  believes  as  I do,”  he  stated. 
‘‘They  will  sacrifice  time  and  monetary 
means  to  help  me  in  my  career,  my  private 
practice,  and  TMA  activities.”  His  family 
includes  two  daughters,  a son,  and  his  wife 
Elizabeth,  whom  he  calls  his  ‘‘partner.” 

One  sacrifice  during  the  coming  year  will 
most  likely  be  time  from  the  physician's 
favorite  hobby  interests — hunting,  fish- 
ing, and  raising  quarterhorses.  But  it  is  a 
sacrifice  Dr.  Thompson  willingly 
accepts. 

‘‘My  present  and  future  goals,  both  person- 
ally and  professionally,  can  be  summed  up 
by  saying  that  I want  medicine  to  always 
remain  the  honorable  profession  that  it  is. 

I want  our  image  to  be  that  of  the  old  horse- 
and-buggy  doctor  ready  to  serve  and  prac- 
tice medicine  at  anytime.  And  above  all,  I 
want  our  patients  to  come  first.” 
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A page  from  the  Thompson  family  album  would  look 
much  like  this.  Pictured  in  the  left  column  from  top  to 
bottom  are  Dr.  and  Mrs.  Thompson;  Dr.  Thompson  with 
his  parents.  Dr.  and  Mrs.  L.  S.  Thompson,  Sr.;  and  Dr. 
Thompson  on  his  stallion  "Bubba.”  Pictured  in  the  right 
column  are  the  Thompson  offspring.  From  top  to  bottom 
are  daughter  Lynn,  now  Mrs.  John  Rubottom,  with  the 
family  pet  "Cricket,”  a black  labrador  retriever;  Dr. 
Thompson  and  son,  Sanders,  posing  with  a record  book 
lion  bagged  on  a hunting  trip  to  Africa;  and  daughter 
Marty  in  western  attire. 
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Medicine  in  literature 


CEREBROVASCULAR  INSUFFICIENCY, 

slide  presentation,  Medcom,  1972,  100 
color  slides,  2x2. 

Discusses  the  basic  concept  of  cerebro- 
vascular insufficiency  as  it  relates  to 
carotid  circulation  and  thevertebro- 
vasilar  system,  the  technique  for  surgical 
correction  of  carotid  and  vertebrovasilar 
lesions,  and  the  signs  and  symptoms  of 
these  lesions. 


NUCLEAR  MEDICINE,  BONE  SCANNING, 

slide  presentation,  Medcom,  1974,  100 
color  slides,  2x2. 

Explores  the  expanding  use  of  this  diag- 
nostic tool  in  clinical  medicine,  the  vari- 
ous imaging  devices  available  and  scan- 
ning techniques.  Accompanying  mono- 
gram. 

NUCLEAR  MEDICINE,  CLINICAL  BRAIN 
SCANNING,  slide  presentation,  Medcom, 
1973,  100  color  slides,  2x2. 

Illustrates  clinical  applications  of  this 
imaging  procedure.  Technique  indica- 
tions for  use  and  differential  diagnostic 
possibilities  are  incorporated.  Ac- 
companying monogram. 

NUCLEAR  MEDICINE,  SCINTISCANNING, 

slide  presentation,  Medcom,  1971, 100 
color  slides,  2x2. 

A study  of  nuclear  imaging  including  gra- 
phic descriptions  of  instruments  and 
scanning  of  the  thyroid,  brain,  cerebro- 
spinal fluid,  lung,  cardiac  pool,  placenta, 
liver  spleen,  kidney,  pancreas,  and  bone. 


IN  THE  TMA  LIBRARY 

Brownson  C B (ed):  Advance  Locator  jor 
Capitol  Hill.  Mount  Vernon,  Congressional 
Staff  Directory,  1976. 


Gel  I is  S S and  Kagan  B M:  Current  Pediatric 
Therapy.  Philadelphia,  W B Saunders  Co, 
1976.  ^ 

Glaser  J S and  Smith  J L (eds):  Neuro- 
ophthalmology,  Vol  VIII.  St.  Louis,  C V 
Mosby  Co,  1975. 

Infection  Control  in  the  Hospital,  ed  3.  Chi- 
cago, American  Hospital  Association, 

1974. 

Kelikian  H:  Congenital  Deformities  of  the 
Hand  and  Forearm.  Philadelphia,  W B Saun- 
ders Co,  1974. 

L’Esperance  F A;  Ocular  Photocoagulation. 
St.  Louis,  C V Mosby  Co,  1975. 

M D Anderson  Hospital  and  Tumor  Insti- 
tute: Cellular  Membranes  and  T umor  Cell 
Behavior.  Baltimore,  Williams  and  Wilkins 
Co,  1975. 

Monif  G R G (ed):  Infectious  Diseases  in 
Obstetrics  and  Gynecology . Hagerstown, 
Harper  & Row,  Publishers,  1974. 

Roy  F H:  Ocular  Differential  Diagnosis,  ed  2. 
Philadelphia,  Lea  & Febiger,  1975. 

Roy  F H:  Practical  Management  of  Eye  Prob- 
lems: Glaucoma,  Strabismus,  Visual  Fields. 
Philadelphia,  Lea  & Febiger,  1975. 

Samilson  R L (ed):  Orthopaedic  Aspects  of 
Cerebral  Palsy.  Philadelphia,  J B Lippincott 
Co,  1975. 

Schiff  L (ed):  Diseases  of  the  Liver,  ed  4. 
Philadelphia,  J B Lippincott  Co,  1975. 
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TO  ALL  MY  PATIENTS 


|L/«Mte  you  to  discuss  frankly 
l^iAme  any  cjuestions  regarding 
-tf^services  or  my  fees, 
yejhest  medical  service  is  based 
m'Wfriendly  mutual  under- 
Manding  between  doctor  and  patient. 


Do  Your  Patients  Understand  Your  Fees? 

Patients  hesitate  to  ask  about  fees.  But  they  want  to  know.  They 
naturally  worry  about  what  their  medical  costs  will  be.  And  if  they 
don’t  feel  free  to  talk  about  it,  serious  problems — misunderstanding, 
resentment  and  even  deep  hostility — can  arise,  threatening  the  all- 
important  rapport  between  you  and  your  patients. 

Open  discussion  before  treatment  prevents  such  embarrassing 
problems.  It  paves  the  way  for  mutual  understanding  and  good  will. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your  waiting  room, 
serves  as  an  open  invitation  for  your  patients  to  discuss  medical  costs 
and  financial  problems  with  you.  It  shows  that  you  care.  Just  seeing 
the  message  can  give  many  financially  worried  patients  peace  of  mind. 

The  AMA  Fee  Plaque  works  hard  to  prevent  doctor-patient  mis- 
understandings. And  it  works  well. 

Suitable  for  wall  or  desk  display,  the  plaque  measures  6"  x 
101/2".  The  lettering  is  white  on  a dark  brown  background  and  the 
frame  is  durable  beige  plastic. 

How  do  you  obtain  one? 

Just  mail  the  coupon  below  and  your  check,  or  money  order,  for 
$2.40  (postage  paid).  Your  Fee  Plaque  will  be  sent  to  you  by  return 
mail. 


Order  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Please  send  me A.M.A.  fee  plaques,  offered  at  only  $2.40 

each.  Enclosed  is  my  check  or  money  order  for  $ 

Name 

Address 

City State Zip  Code 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 


EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 
NEAL  GREEN,  M.D. 


GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

FAMILY  PRACTICE  DEPARTMENT  EXECUTIVE  DIRECTOR 

ENNIS,  TEXAS  DON  L.  BOWEN,  M.G.M.A. 

W.  B.  KINZIE,  M.D.* 

* DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  D.  Crawford,  M,D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

E.  L.  Mahon,  Jr.,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

M.  L.  Gray,  M.D. 

Urology: 

D.  B.  Turner,  M.D. 

Radiology  and  Radioactive  Isotopes: 

H.  F.  Rives,  M.D. 

G.  T.  Kimmei,  M.D. 

L.  W.  Ralston,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology : 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 

THE  MALPRACTICE  CRISIS 

MANY  MAJOR  COMPANIES  HAVE  QUIT  OR  WILL  SOON  QUIT  WRITING  PROFESSIONAL  LIABILITY  INSURANCE.  IF  YOU 
CANNOT  SECURE,  OR  CANNOT  RENEW  YOUR  COVERAGE,  CONTACT  JOE  NIGRELLE,  512  - 341-2564. 

Suite  518  - GPM  Building  - North  Tower,  800  N.W.  Loop  410 
SAN  ANTONIO,  TEXAS  78212  - A/C  512  - 341-2564 

AGENCY 

1007  West  31st  Street,  Austin,  Texas  78705 
A/C  512  452-0189  Kirke  Jeffery 


JOE 

NIGRELLE  msuRANCE 


PROFESSIONAL  LIABILITY 

OFFICE  LIABILITY 

PHYSICIAN  EQUIPMENT  FLOATERS 


FIRE  AND  HOMEOWNERS 

AUTOMOBILE 

FARM  INSURANCE 


LIFE,  ACCIDENT  AND  SICKNESS, 
DISABILITY  INCOME 
MALPRACTICE  INSURANCE 
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Medical  Newsmakers 


A television  program  focusing  on  medical, 
surgical,  and  psychiatric  care  of  patients 
suffering  from  severe  burns  has  received  a 
meritorious  achievement  award  from  the 
Institute  for  Education  by  Radio-Television. 
Videotaped  on  location  at  the  Shriners 
Burns  Institute  and  The  University  of  Texas 
Medical  Branch  at  Galveston,  the  telecast 
demonstrated  in  a three-part  series  the 
latest  techniques  fortreatingthermal  in- 
juries. The  clinical  demonstrations  were 
conducted  by  a team  of  specialists  includ- 
ing DR.  DUANE  L.  LARSON,  professor  of 
plastic  surgery,  UTMB,  and  director,  Shrin- 
ers Burns  Institute;  DR.  HUGO  CARVAJAL, 
pediatric  nephrologist,  Shriners  Burns  In- 
stitute and  assistant  professor  of  pedia- 
trics, UTMB;  MARYS.  KNUDSON,  PhD, 
chief.  Division  of  Behavioral  Sciences, 
Shriners  Burns  Institute;  DR.  ROBERT  B. 
WHITE,  professor  of  psychiatry,  UTMB. 

The  series  was  produced  under  the  super- 
vision of  DR.  STEPHEN  R.  LEWIS,  chief  of 
plastic  surgery  and  director  of  continuing 
education  at  UTMB.  DR.  T.  G.  BLOCKER, 
Jr.,  professor  of  surgery  and  president 
emeritus  of  UTMB,  introduced  the  teaching 
program.  The  program  was  produced  by  the 
Network  for  Continuing  Medical  Education 
with  the  support  of  Roche  Laboratories 
Division  of  Hoffmann-LaRoche,  Inc.  It  was 
seen  by  more  than  30,000  physicians  in 
725  U S hospitals  during  March  and  April, 
1975. 

DR.  GRETCHEN  RUNGE  was  selected  as 
one  of  Austin’s  Outstanding  Women  by  the 
Austin  American-Statesman.  Dr.  Runge  is 
the  pediatrician/medical  director  of  the 
Austin  Evaluation  Center,  Inc. 

DR.  FRATIS  L.  DUFF,  director  of  theTexas 
Department  of  Health  Resources,  has  been 
named  tothe  National  Advisory  Committee 
on  Meat  and  Poultry  Inspection.  Dr.  Duff’s 
appointment  is  for  two  years. 

BARBARA  F.  JOHNSON,  PhD,  has  been 
appointed  director  of  the  Division  of  Com- 
munications and  Educational  Support 
Services  at  The  University  of  Texas  Medi- 


cal Branch  at  Galveston.  In  this  new  posi- 
tion, Dr.  Johnson  will  coordinate  design 
and  development  of  educational  programs 
by  working  with  faculty,  members  of  the 
production  teams,  and  recipients  of  the 
instruction. 

DR.  KATHRYN  B.  HORWITZ  has  received 
the  fifth  annual  Wilson  S.  Stone  Award  giv- 
en for  “outstanding  achievement  in  the 
biomedical  sciences  accomplished  by  a 
student  in  the  United  States.’’  The  award 
is  presented  annually  by  The  University  of 
Texas  M D Anderson  Hospital  and  Tumor 
Institute.  Dr.  Horwitz  received  her  doctoral 
degree  in  physiology  in  December  from  The 
University  of  Texas  Health  Science  Center 
at  Dallas.  She  is  now  a postdoctoral  fellow 
at  San  Antonio’s  health  science  center.  She 
received  the  award  for  her  research  on  pro- 
gesterone receptors  and  hormone-depend- 
ent breast  cancer. 

DR.  LYSLE  H.  PETERSON,  vice  president 
for  professional  and  developmental  affairs 
at  The  University  of  Texas  Health  Science 
Center  at  Houston,  has  received  the  Philip- 
pine Gold  Heart  Award  from  Philippine 
President  Ferdinand  Marcos.  The  award 
was  presented  to  Dr.  Peterson  by  the  Philip- 
pine ambassador  to  the  United  States  dur- 
ingthe  25th  annual  meetingof  the  Ameri- 
can College  of  Cardiology  held  recently  in 
New  Orleans.  Dr.  Peterson  received  another 
honor  duringthe  same  meeting.  He  was 
named  an  honorary  member  of  the  Argen- 
tine Cardiological  Society.  Dr.  Bernardo 
Boskis,  president  of  the  Argentine  society, 
presented  the  honor.  Dr.  Peterson  is  presi- 
dent of  the  International  Society  of 
Cardiology. 

A new  student  apartment  building  at  Texas 
Lutheran  College,  Seguin,  has  been  named 
“Renger  Hall’’  in  honor  of  DR.  AND  MRS. 

HARVEY  RENGER  of  Hallettsville.  The  nam- 
ing is  in  appreciation  of  a gift  valued  at  ap- 
proximately $100,000  recently  announced 
by  Dr.  and  Mrs.  Renger.  Naming  cere- 
monies were  scheduled  for  March  20  at 
the  college  campus.  87 
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DR.  GEORGE  STANCEL,  assistant  professor 
of  pharmacology  at  The  University  of  Texas 
Medical  School  at  Houston,  has  been  grant- 
ed the  Research  Career  Development 
A\A/ard  in  support  of  his  studies  of  the 
hormone  estrogen.  The  award  will  pay  Dr. 
Stancel’s  salary,  upto  $25,000  annually, 
for  five  years.  The  National  Institutes  of 
Health  at  Bethesda,  Md,  grants  the  award 
to  scientists  who  are  involved  in  significant 
research.  Dr.  Stancel  is  investigating  estro- 
gen control  of  uterine  and  pituitary 
function. 

DR.  BENJY  F.  BROOKS,  chief  of  pediatric 
surgery  at  Hermann  Hospital  and  professor 
of  pediatric  surgery  at  The  University  of 
Texas  Medical  School  at  Houston,  has  re- 
ceived the  highest  award  for  distinguished 
humanitarian  service  of  the  Hospitaller 
Order  of  St.  John  of  Jerusalem.  The  order 
is  an  international  philanthropic  group 
dedicated  to  serving  the  sick.  Crown  Prince 
Andrej  of  Yugoslavia,  the  high  protector  of 
the  order,  and  his  wife.  Princess  Eva  Marie, 
were  in  Houston  March  19  to  present  Dr. 
Brooks  the  award.  The  award  carries  with 
it  a pledge  from  the  orderto  support  pedia- 
tric research  at  Hermann  Hospital  for  the 
next  100  years. 
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LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

SamV.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

WARRANTIES  OR  GUARANTEES  OF  RESULTS  MAY  CREATE  PHYSICIAN 
LIABILITY 


The  Texas  Medical  Association’s  Profes- 
sional Liability  Insurance  Survey  results 
indicate  that  few  suits  by  patients  against 
doctors  are  actually  based  upon  a physi- 
cian's failure  to  effect  a guaranteed  cure 
or  result. 

Nevertheless,  such  allegations  brought 
against  physicians  in  Texas  and  other 
jurisdictions  have  resulted  in  liability  for 
damages  by  the  physician.  A physician  gen- 
erally does  not,  in  the  absence  of  a special 
contract  (which  may  be  oral),  guarantee 
particular  results  or  warrant  a cure.  The 
physician  warrants  only  that  he  possesses 
the  degree  of  knowledge  and  skill  ordinari- 
ly possessed  by  a member  of  the  medical 
profession  in  good  standing  with  the  com- 
munity and  that  he  will  use  that  knowledge 
and  skill  in  treating  the  patient. 

However,  on  some  occasions,  plaintiffs 
have  specifically  alleged  that  the  physician 
expressly  agreed  to  accomplish  a particu- 
lar result  or  to  effect  a cure.  In  such  cases, 
courts  have  held  that  if  it  is  proven  that  a 
physician  entered  into  an  oral  or  written 
contract  and  failed  to  bring  about  the  re- 
sult or  cure,  he  is  liable  for  breach  of  con- 
tract even  though  he  was  not  negligent  in 
the  treatment. 

The  Fort  Worth  Court  of  Civil  Appeals 
held  in  Helms  vs  Day,  215  SW2d  356: 

It  is  also  the  law  that  a doctor  may  con- 
tract with  a patient  by  an  express  agree- 
ment to  either  cure  or  not  charge  and  if 
so  he  is  bound  by  the  general  rules  per- 
taining to  the  laws  of  contract  (citing 
cases). 

The  court  further  stated: 

In  the  absence  of  a special  contract  to 
either  cure  or  not  charge  for  services,  it 
is  a rule  of  law  that  a doctor  never  in- 


sures results  but  simply  engages  that  he 
possesses  a reasonable  degree  of  skill, 
such  as  ordinarily  possessed  by  a pro- 
fession generally,  and  to  exercise  that 
skill  with  reasonable  care  and  diligence, 
and  again  to  exercise  his  best  judgment, 
and  while  so  performing  he  is  not  re- 
sponsible for  his  mistakes  of  judgment. 
Of  course  such  general  rule  may  be 
varied  by  special  circumstances  or 
agreements. 

Other  states’  courts  have  held  that  such 
statements  by  physicians  to  their  patients 
as  “no  danger  at  all  in  this  operation,” 
or  the  operation  “takes  care  of  all  your 
troubles,”  or  the  patient  would  be  able 
to  return  to  work  in  “approximately  three 
or  four  weeks  at  most”  would  be  sufficient 
for  a jury  to  find  the  existence  of  a contract. 
If  the  surgeon  was  found  to  have  breached 
the  contract,  he  would  be  liable  for  mone- 
tary damages  even  though  no  negligence  in 
the  surgery  or  treatment  was  proven. 

Courts  predominately  have  held  that  a 
special  agreement  to  cure  or  a guarantee 
of  a specific  result  depends  upon  the  words 
spoken  and  the  circumstances  under  which 
they  were  spoken.  The  determination  as  to 
whether  or  not  the  words  spoken  or  the 
written  agreements  constitute  a warranty 
or  contract  of  cure  is  a question  for  the 
finder  of  fact,  usually  the  jury. 

A Michigan  case  involved  a physician 
who  had  promised  to  perform  a cesarean 
section,  but  had  turned  the  patient  over  to 
another  physician  without  informing  that 
physician  of  the  agreement  to  perform  a 
cesarean  section.  The  baby  was  born  dead, 
and  the  facts  established  a breach  of  con- 
tract. The  judgment  of  the  lower  court 
against  the  physician  was  upheld  even 
though  no  negligence  was  proven. 

The  lessons  of  these  cases  are  clear.  The 
physician  should  avoid  optimistic  state- 


89 


Volume  72,  May,  1976 


ments  which  might  be  construed  by  the  pa- 
tient as  an  assurance  of  a desirable  result, 
particularly  in  those  instances  where  the 
physician  is  performing  reconstructive  sur- 
gery to  correct  disfigurement  of  accident 
victims  or  surgery  to  correct  congenital 
defects  or  abnormalities  of  appearance. 

The  surgeon  who  engages  in  plastic  sur- 
gery should  be  most  cautious  to  avoid 
statements  which  might  be  interpreted  by 
the  patient  as  a guarantee  of  a particular 
result.  The  Office  of  the  General  Counsel  of 
the  American  Medical  Association  warns: 

The  patient  who  has  had  a bad  result 
from  cosmetic  surgery  frequently  has 
the  advantage  of  visual  demonstrative 
evidence  with  which  to  elicit  the  preju- 
dices and  sympathies  of  a jury. 

Most  consent  forms  utilized  by  physi- 
cians contain  the  statement  that  no  guar- 
antee or  assurance  as  to  the  results  which 
may  be  obtained  has  been  given  by  anyone. 
Each  physician  should  review  those  forms 
which  he  uses  to  insure  that  such  a state- 
ment is  contained  therein. 
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MEDICINE  AND  THE  LAW 


COURT  HOLDS  PHYSICIAN  ‘INDEPENDENT  CONTRACTOR’  WITH  HOSPITAL — 
DARLING  DECISION  NOT  APPLICABLE 


A Texas  appellate  court  has  finally  address- 
ed the  question  of  hospital  liability  for  a 
staff  member  who  is  not  an  employee  and 
has  rejected  the  Darling  doctrine,  if  indeed 
there  ever  was  such  a doctrine  pronounc- 
ingthe  hospital’s  responsibility  forthe 
negligence  of  a physician  holding  staff 
privileges. 

Background  update 

In  1965,  the  Supreme  Court  of  Illinois  ren- 
dered an  opinion  in  Darling  Charleston 
Memorial  Community  Hospital,  211  NE2d 
253,  which  caused  repercussions  through- 
out the  United  States  with  regard  to  hos- 
pital liability  fora  physician’s  negligence 
in  treating  a hospitalized  patient. 

Some  medico-legal  writers  concluded  that 
the  hospital  would  be  liableforthe  negli- 
gence of  a physician  holding  hospital  staff 
privileges  without  proving  negligence  of 
hospital  employees  merely  because  of  the 
staff  appointment  relationship.  A discus- 
sion of  the  implications  in  the  Dar/mg  de- 
cision last  appeared  in  this  column  in  May, 
1974  when  this  writer  concluded: 

Since  Texas  law  prohibits  the  hiring  of 
physicians  by  hospitals  to  practice  medi- 
cine as  the  hospital’s  employee,  it  is 
difficult  to  find  the  applicability  of  the 
Darling  decision  in  the  state. 

In  an  opinion  filed  Feb  18,  1976,  the  Hous- 
ton Court  of  Civil  Appeals  in  Jeffcoat  Dr. 
Phillips,  etal  held  in  part  that  a physician 
holdinga  regular  staff  appointment  in  a 
hospital  was  an  independent  contractor. 
Thus,  the  hospital  was  not  liable  for  such  a 
physician’s  negligent  act  or  omission  where 
the  physician  was  not  a hospital  employee 
and  regular  hospital  employees  were  not 
proven  to  be  negligent  in  their  duties. 

The  Jeffcoat  decision  affirmed  the  summary 


judgment  in  favor  of  the  hospital  and  the 
Harris  County  Medical  Society  but  remand- 
ed the  case  fortrial  in  the  district  court 
based  upon  errors  in  excluding  expert  tes- 
timony with  regard  to  the  alleged  negli- 
gence of  the  physician.  This  article  will  dis- 
cuss only  the  aspect  of  the  Court  of  Civil 
Appeals’  opinion  relatingto  the  physician- 
hospital  relationship. 

Discussion 

The  Houston  court  held  that  a hospital  is 
generally  liable  under  the  doctrine  of  re- 
spondeat superiorfor  injuries  negligently 
inflicted  by  a hospital  employee  acting  with 
the  course  and  scope  of  his  employment. 
Further,  the  court  noted  that  the  hospital 
may  be  liable  fora  breach  of  the  duty 
which  the  hospital  owes  directly  to  the  pa- 
tient and  may  be  liable  for  negligence  in 
the  selection  or  retention  of  an  agent  or  em- 
ployee. Hospital  liability  also  arises  from 
the  institution’s  provision  of  defective  or 
ineffective  facilities  or  equipment  when 
such  actions  are  proven  to  be  negligent 
and  the  proximate  cause  of  the  injury  or 
death. 

The  court  cited  with  approval  the  rule  set 
down  in  a Georgia  Court  of  Appeals  case 
(Newton  County  Hospital  I’j'  Nicholson,  207 
SE2d659,  1974)  which  held: 

The  general  rule  is  that  a hospital  is  not 
liable  for  injuries  resulting  from  the 
negligent  acts  or  omissions  of  independ- 
ent physicians.  No  respondeat  superior 
liability  attaches  where  the  physician  is 
an  independent  contractor  and  notan 
employee  or  servant  of  the  hospital. 

Additionally,  the  court  noted  that  the  Darl- 
ing decision  had  been  cited  for  the  proposi- 
tion that  a hospital  may  be  liable  for  negli- 
gence in  grantingorcontinuingsurgical 
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privileges  where  it  knows  or  should  know 
that  a particular  physician  is  unqualified 
or  unskilled.  The  Texas  court  stated  that 
the  status  of  the  physician  in  the  Darling 
case  was  not  clear  and  that  this  decision 
may  “simply  be  a case  in  which  the  hospital 
was  held  responsible  for  the  negligence  of 
its  employee.” 

More  importantly,  the  court  found  the  Tex- 
as law,  and  the  majority  opinion  in  the 
United  States,  to  be  clearon  this  point.  The 
court  said: 

In  any  event  a doctor  of  the  choice  of  a 
patient  is  still  considered  by  a majority 
of  states  to  be  an  ‘independent  contrac- 
tor’ with  regard  to  hospitals  at  which  he 
has  staff  privileges  (citing //oM.s7ort  Law 
Review).  The  summary  judgment  record 
here  affirmatively  establishes  that  the 
Jeffcoats  had  an  ongoing  doctor-patient 
relationship  with  Dr.  Phillips  entirely 
aside  from  the  Hospital.  Further,  they 
had  firsthand  knowledge  of  his  perfor- 
mance as  a surgeon  and  the  manner  in 
which  he  performed  appendectomies  in 
particular.  Nevertheless,  they  continued 
to  make  use  of  his  services  and  employ- 
ed him  to  perform  the  appendectomy  in 
question  sixteen  months  after  a similar 
operation  on  their  daughter.  We  adhere 
to  the  majority  rule  and  hold  that  where 
it  is  shown  that  no  employer-employee, 
principal-agent,  partnership,  or  joint 
venture  relationship  exists  between  the 
hospital  and  the  physician,  a hospital  is 
not  liable  for  granting  or  continuing  sur- 
gical privileges  where  the  patient  has 
chosen  the  physician  and  the  hospital  is 
not  otherwise  liable.  On  the  undisputed 
record  before  the  court  the  Hospital  was 
entitled  to  judgment  as  a matter  of  law. 

Conclusion 

The  Texas  court  has  rejected  the  Darling 
doctrine,  if  indeed  the  Illinois  Court  ever 


truly  pronounced  such  a doctrine  of  a hos- 
pital’s responsibility  forthe  negligence  of 
a physician  holding  staff  privileges.  The 
Texas  court  concluded  that  a non-employed 
physician  is  an  independent  contractor, 
and  in  the  absence  of  joint  negligence  of 
hospital  employees,  the  institution  itself  is 
not  liable  forthe  physician’s  negligence. 
The  importance  of  this  ruling,  if  it  remains 
unchanged  by  appeal  to  the  Texas  Su- 
preme Court,  is  a reaffirmation  of  the  con- 
cept that  the  physician  shall  direct  and  be 
responsible  forthe  care  of  his  patient  with- 
out interference  from  the  hospital  and  that 
hospital  intrusion  into  medical  decisions 
based  upon  the  rationale  of  hospital  liabili- 
ty for  physician  negligence  is  unfounded  in 
this  state. 

TMA  Office  of  General  Counsel 

Sam  V.  Stone,  Jr. 
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RECENTLY 

)ECEASED  MEMBERS 
)FTHE 

FEXAS  MEDICAL 
\SSOCIATION 


;,W.  Bishop 

Jan  Antonio,  1921-1976 

Maurice  Jacobs 
\ustin,  1907-1975 


3.D.  Koshkin 
Beaumont,  1917-1975 

F.M.  Martin 

jJan  Antonio,  1903-1976 

i/V.M.McNatt 
Dallas,  1917-1976 


A.G.  Schoch 
Dallas,  1903-1975 

E.S.  Stanley 
Dallas,  1911-1975 

J.j.  Symon 

Friendswood,  1930-1976 
J.T.  Tucker 

Fort  Worth,  1893-1976 


IN  MEMORIAM 

The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 

Name 

Address  

City  and  State  
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. Given  in  Memory  of 

Donor  Information: 

Name 

Address  

City  and  State  . 
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Recent  deaths 


Or.  Bishop 


Dr.  Jacobs 


Or.  Koshkin 


Dr.  E.  W.  Bishop 

Dr.  Elmer  Wayne  Bishop,  54,  died  Jan  5, 
1976.  He  had  been  a resident  of  San  An- 
tonio since  1951. 

Dr.  Bishop,  a native  of  Lowell,  Ark,  attend- 
ed the  University  of  Arkansas.  In  1950,  he 
was  graduated  from  the  University  of  Ar- 
kansas School  of  Medicine.  His  internship 
was  at  the  Santa  Rosa  Medical  Center,  San 
Antonio. 

The  family  physician  was  a member  of  the 
Bexar  County  Medical  Society  and  the 
American  Medical  Association.  He  also  was 
affiliated  with  the  staffs  of  Santa  Rosa 
Medical  Center  and  Lutheran  General  Hos- 
pital, San  Antonio.  He  served  four  years  in 
the  US  Army,  attainingthe  rankof 
captain. 

Surviving  Dr.  Bishop  are  three  brothers, 
Howard  Bishop,  Lowell,  Ark;  Wade  Bishop, 
Fayetteville,  Ark;  and  Edwin  Bishop,  Col- 
orado Springs,  Colo;  and  a sister,  Gene- 
vieve Pharris,  Villa  Park,  Calif. 


Dr.  Maurice  Jacobs 

Dr.  Maurice  Jacobs  of  Austin  died  Dec  3, 
1975,  at  the  age  of  68. 

The  physician  had  practiced  orthopedic 
surgery  in  Austin  since  1956.  Previously 
he  had  practiced  in  Mattapoisett,  Mass, 
and  New  Bedford,  Mass. 

In  1931,  Dr.  Jacobs  was  graduated  from 
Tufts  University  School  of  Medicine  in  his 
native  city  of  Boston.  His  internship  was  in 
New  Bedford  and  his  residency  at  Parkland 
Memorial  Hospital,  Dallas.  He  was  the  re- 
cipient of  a fellowship  for  postgraduate 
study  at  the  Carrell-Girard  Clinic,  Dallas. 
He  also  did  postgraduate  work  at  the  Uni- 
versity of  Iowa. 

Dr.  Jacobs,  a veteran  of  the  US  Army 
(1941-45),  was  a member  of  the  American 
Medical  Association  and  theTravis  County 
Medical  Society. 

94  Surviving  are  his  wife,  Alma  Kapner 


Jacobs,  Austin;  daughters,  Lois  A.  Jacobs, 
Albuquerque,  NM,  and  Rachel  Jacobs, 
Houston;  and  a sister,  Frances  Benson, 
Utica,  NY. 


Dr.  B.  D.  Koshkin 

Dr.  Bernard  David  Koshkin,  a Beaumont 
surgeon  whose  practice  also  included  in- 
dustrial medicine,  died  Dec  28,  1975,  at 
his  home.  He  was  58  years  of  age. 

Dr.  Koshkin,  a native  of  New  Haven,  Conn, 
was  graduated  from  Louisiana  State  Uni- 
versity (1940)  and  Louisiana  State  Univer- 
sity Medical  Center  (1943).  He  served  an 
internship  and  residency  in  New  Haven.  He 
also  had  residency  training  at  the  Veterans 
Administration  Hospital,  New 
Orleans. 

Prior  to  moving  to  Beaumont  in  1949,  Dr. 
Koshkin  had  practiced  in  Talara,  Peru.  His 
private  practice  was  interrupted  by  service 
as  a US  Army  major  in  Japan  and  Korea  for 
two  years.  While  in  the  service,  he  was  a 
member  of  a Mobile  Army  Surgical  Hospital 
(MASH)  unit. 

Dr.  Koshkin’s  professional  memberships 
included  Jefferson  County  Medical  So- 
ciety, Southwest  Surgical  Congress,  Ameri- 
can College  of  Surgeons,  Surgical  Society 
of  Southeast  Texas,  38th  Parallel  Medical 
Society,  American  Society  of  Abdominal 
Surgeons,  and  American  Medical 
Association. 

Surviving  the  physician  are  his  wife,  Naomi 
Braver  Koshkin,  Beaumont;  two  sons, 

Roger  Koshkin,  Arlington,  Va,  and  Ben 
Koshkin,  Houston;  brother,  Fred  H Kosh- 
kin, New  Orleans;  and  a granddaughter. 


Dr.  F.  M.  Martin 

Dr.  Frank  McPherson  Martin,  an  honorary 
member  of  the  Texas  Medical  Association, 
died  Jan  19,  1976,  in  San  Antonio.  Cause 
of  death  was  emphysema. 
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Dr.  Martin,  a pediatrician,  was  a native  of 
Spokane,  Wash.  He  was  graduated  from 
the  University  of  Michigan  with  the  bache- 
lor of  science  degree.  He  completed  his 
medical  education  at  the  University  of 
Michigan  Medical  School  in  1929.  His  in- 
ternship was  at  University  Hospital,  Ann 
Arbor,  Mich,  and  his  residency  was  at 
Children’s  Hospital,  Denver. 

Dr.  Martin,  73,  had  been  an  honorary 
member  of  the  Bexar  County  Medical  So- 
cityand  American  Medical 
Association. 

He  was  a former  member  of  the  US  Air 
Force,  discharged  with  the  rank  of 
captain. 

Surviving  Dr.  Martin  are  his  wife.  Brunette 
Martin;  and  sons,  Douglas  M.  Martin  and 
Philip  W.  Martin,  all  of  San  Antonio. 


Dr.  W.  M.  McNatt 

Dallas  proctologist  Dr.  Walter  Malcolm  Mc- 
Natt died  Jan  4,  1976,  at  the  age 
of  58. 

Dr.  McNatt,  who  had  been  associated  with 
The  University  of  Texas  Southwestern 
Medical  School,  had  practiced  in  Marshall, 
Tex,  from  1948  to  1961,  and  in  Dallas  from 
1962  until  thetime  of  his  death. 

The  native  of  Lometa,  Tex,  attended  Lamar 
State  College  of  Technology,  Beaumont 
(1934-36),  and  The  University  of  Texas  at 
Austin  (1936-39),  before  entering  Baylor 
College  of  Medicine.  He  obtained  his  MD 
degree  in  1943. 

Dr.  McNatt’s  professional  memberships  in- 
cluded the  Dallas  County  Medical  Society, 
Texas  Proctological  Society,  American  Col- 
lege of  Surgeons,  American  Proctologic 
Society  (fellow),  and  American  Medical 
Association. 

He  served  in  the  Army  Medical  Corps  dur- 
ing World  War  II. 


Surviving  the  physician  are  his  wife,  Cheeta 
Ellis  McNatt,  Dallas;  one  son,  James  Mal- 
colm McNatt,  Marshall;  two  daughters, 

Mrs.  Charles  Moore,  Waco,  and  Markeeta 
Lamberth  McNatt,  Dallas;  his  mother,  Mrs. 
Lanta  McNatt,  Naples;  four  sisters,  and 
three  grandchildren. 


Dr.  A.  G.  Schoch 

Dr.  Arthur  Gerhard  Schoch,  an  honorary 
memberof  theTexas  Medical  Association, 
died  Dec  4,  1975.  He  was  a resident  of 
Dallas. 

Dr.  Schoch,  72,  was  clinical  professor  of 
dermatology  at  The  University  of  Texas 
Health  Science  Centerat  Dallas,  and  had 
previously  served  as  head  of  the  Division  of 
Dermatology  at  Southwestern  Medical 
School.  He  published  the  Schoch  Letter,  a 
monthly  newsletter  on  dermatology,  for  25 
years.  It  is  now  published  through  the 
American  Academy  of  Dermatology. 

Dr.  Schoch  was  a native  of  Austin  and  was 
graduated  from  The  University  of  Texas 
there  (1923).  In  1927  he  was  graduated 
from  The  University  of  Texas  Medical 
Branch,  Galveston.  He  held  an  internship 
at  the  Graduate  Hospital  of  the  University 
of  Pennsylvania,  which  was  followed  by  a 
three-year  fellowship  in  dermatology  and 
syphilology  at  the  same  institution.  Upon 
completion  of  his  specialty  training  in 
1931,  Dr.  Schoch  moved  to  Dallas  to  begin 
practice. 

In  1932,  he  was  instrumental  in  opening  a 
venereal  disease  clinic,  which  later  became 
a unit  of  the  City  Health  Department.  In 
1944,  Dr.  Schoch  helped  to  raise  funds  to 
open  and  equip  the  Penicillin  Research 
Center,  Dallas. 

Dr.  Schoch  was  a past  president  of  the 
American  Academy  of  Dermatology  and 
Texas  Dermatological  Society.  He  was  an 
honorary  memberof  the  Dallas  County 
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Medical  Society  and  the  American  Medical 
Association.  He  also  was  a member  of  the 
Dallas  Gun  Club  and  the  Dallas  Country 
Club. 

Survivingare  his  wife,  Elizabeth  Lubben 
Schoch,  Dallas;  two  daughters,  Mrs.  James 
Killough,  Jr.,  Dallas,  and  Harriet  Schoch, 
Los  Angeles;  a sister  and  brother;  and  two 
granddaughters. 


Dr.  E.  S.  Stanley 

Dr.  Edward  Stephen  Stanley,  64,  of  Dallas, 
died  Dec  11,  1975. 

A Dallas  resident  60  years.  Dr.  Stanley  had 
maintained  a private  practice  34 
years. 

He  was  a native  of  Chicago,  and  a graduate 
of  Southern  Methodist  University  and 
Baylor  College  of  Medicine.  Following  com- 
pletion of  the  MD  degree.  Dr.  Stanley  was 
an  intern  at  St.  Paul  Hospital, 

Dallas. 

Dr.  Stanley,  a family  practitioner,  was  a 
veteran  of  World  War  II.  He  served  in  the 
Army  Air  Corps. 

The  doctor’s  professional  memberships  in- 
cluded the  Dallas  County  Medical  Society, 
American  Medical  Association,  and  Ameri- 
can Academy  of  Family  Physicians.  He  also 
was  a member  of  the  Roy  Stanley  Masonic 
Lodge  and  St.  Luke’s  Episcopal 
Church. 

Surviving  are  his  wife,  Elisabeth  Holman 
Stanley  and  daughter,  Elisabeth  Stanley, 
both  of  Dallas;  and  son,  Stephen  Stanley, 
of  Houston. 


Dr.  J.  J.  Symon 

Dr.  Joseph  James  Symon,  who  had  prac- 
ticed medicine  in  Friendswood  for  12 
years,  died  of  cancer  Jan  12,  1976. 

Dr.  Symon  was  one  of  the  founders  of 
Clear  Lake  Hospital,  Webster,  where  he 
served  as  vice-chief  of  staff  and  as  a mem- 
ber of  the  board  of  governors.  He  had  been 
Friendswood’s  city  health  officer  for 
several  years. 

Dr.  Symon,  a native  of  Chicago,  was  grad- 
uated from  the  University  of  Illinois  in 


1952.  Upon  graduation  from  the  Univer- 
sity of  Illinois  College  of  Medicine  in  1956, 
he  became  an  intern  at  St.  Joseph  Hospital, 
Flint,  Mich. 

Following  his  internship.  Dr.  Symon  be- 
came a member  of  the  US  Navy.  He  was 
separated  from  the  service  in  1961  as  a 
lieutenant  commander. 

Before  moving  to  Friendswood,  the  family 
physician  had  practiced  in  Clarendon  Hills, 
III;  Decatur,  III;  and  Alvin,  Tex. 

Dr.  Symon  was  a member  of  the  American 
Academy  of  Family  Physicians  and  Galves- 
ton County  Medical  Society. 

Survivors  include  his  wife  Diana  Alves 
Symon,  Friendswood;  sons,  Jeff  Symom, 
Nacogdoches,  and  Jamie  Symon,  Alvin; 
daughters,  Julia  Symon,  Nacogdoches, 
and  Jennifer  Symon,  Alvin;  his  parents, 

Mr.  and  Mrs.  Joseph  V.  Symon,  Riverside, 
III;  and  brother.  Dr.  James  Syimon,  San 
Francisco. 


Dr.  J.  T.  Tucker,  Sr. 

An  honorary  member  of  Texas  Medical  As- 
sociation, Dr.  John  Trenton  Tucker,  Sr., 
Fort  Worth,  died  Jan  8,  1976.  He  was  82 
years  of  age. 

Dr.  T ucker,  a native  and  lifelong  resident 
of  Fort  Worth,  was  graduated  from  the  Fort 
Worth  School  of  Medicine  in  1915.  His  in- 
ternship was  at  St.  Joseph’s  Infirmary,  now 
St.  Joseph  Hospital,  Fort  Worth. 

For  many  years.  Dr.  Tucker  served  as  a 
surgeon  for  the  Santa  Fe  and  Rock  Island 
Railroads.  In  1948,  he  was  joined  in  his 
practice  by  his  son.  Dr.  John  T. 

Tucker,  Jr. 

He  was  a member  of  the  Tarrant  County 
Medical  Society,  American  Medical  Asso- 
ciation, American  Academy  of  Family  Phy- 
sicians, and  the  American  Railroad  Physi- 
cians and  Surgeons  Association.  Nonpro- 
fessional memberships  included  the  First 
Christian  Church  and  the  Fort  Worth  Cham- 
ber of  Commerce. 

In  addition  to  his  son.  Dr.  John  T.  Tucker, 
Jr.,  Fort  Worth,  Dr.  Tucker  is  survived  by 
three  grandchildren  and  one  great-grand- 
child. 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
INPATIENT-OUTPATIENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  11  5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 

Jackson  H.  Speegle,  M.D. 

Joseph  H.  Lindsay,  M.D. 

PSYCHOLOGY 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 

Patrick  R.  Barnes,  M.S. 

DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 


SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 


COURTESY  STAFF  O.T.  AND  R.T.  THERAPY 

Director 

Christine  Schmitz,  ORT 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequer 
and/or  severity  of  grand  mal  seizures  nr 
require  increased  dosage  of  standard  ar 
convulsant  medication;  abrupt  withdrav 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ir 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  hav 
occurred  following  abrupt  discontinuam 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Kei 
addiction-prone  individuals  under  carefi 


j According  to  her  major 

jymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
anxiety.  But  according  to  the 
iescription  she  gives  of  her 
eelings,  part  of  the  problem 
nay  sound  like  depression. 

This  is  because  her  problem, 
ilthough  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
janied  by  depressive  symptom- 
itology.  Valium  (diazepam) 
can  provide  relief  for  both— as 
,he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

1 There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
'provement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 


Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


H9USTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 


Richard  L.  Etter,  M.D.,* 

F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A. 

Richard  H.  Jackson,  M.D.,® 

F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A. 

Warren  J.  Raymer,  M.D.,* 

F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A. 

*Diplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


D.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 
Ramon  Garrido,  M.D.,* 

F.A.C.A.,  F.A.A.C.I.A. 

(Certified  American  Board  of 
Pediatrics) 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Consultants 


JOHN  P.  McGOVERN,  M.D. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 

JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allerg^y  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendia  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 


ORTHOPEDICS  DIRECTOR  OF  NURSES 

C.  M.  Yanez,  M.D.,  F.A.C.S.  Pat  Parker,  R.N. 
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TEXAS  MEDICINE 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D..  F.A.C.S. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY 

H.  K.  Butler,  M.D. 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 


Telephone  713  948-8521 

Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

A.  A.  Piske  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 
C.  H.  "Ham"  Rugeley 
I Richard  R.  Raphael 

I 

INTERNAL  MEDICINE 
; R.  D.  Little,  M.D. 

1 D.  W.  Samuelson,  M.D. 

I GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  M.D. 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette.  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


ml  MEMORIAL  LIBRARY 

I TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


2715  Fannin  Street,  Houston,  Texas 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians'  Directory.” 
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C.D.L  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C.  FAUSTINO  GOMEZ,  M.D. 

Surgery  of  the  Rectum  end  Colon  Dermstology  end  Dermstologic  Surgery 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504  M & S Tower Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


SOMMAI  SEHAPAYAK,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatology  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


Endocrinology 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D., 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  Mehdiabadi,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


Family  & General  Practice 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


GLENN  C.  COATES,  M.D.* 
GENE  V.  HAVERLAH,  M.D. 
SAM  A.  NIXON,  M.D.« 
EUGENE  M.  TOKAR,  D.D.S. 


1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  713  722-0481 

ROLAND  AUTHEMENT,  M.D, 

RAYMOND  BENSKI,  M.D.* 

•Diplomate  American  Board  of  Family  Practice 


GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


TMA  Members’  Retirement  Trust 

. . . Another  service  of  your  association 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 
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DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 
Neurological  Surgery 


General  Surgery 


8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 
General,  Pulmonary,  Cardiovascular  Surgery 


RONALD  SMITH,  M.D. 
Neurological  Surgery 


Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton,  901  South  Lake,  Fort  Worth,  Texas,  336-0551 

El  Paso,  Texas  79902 
Telephone  915  533-2508 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


ROBERT  M.  STECKLER,  M.D. 

Diplomats  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dalias,  Texas  75246,  214  823-5351 

"Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 
-—Theodore  Roosevelt 
Take  an  active  role  in  TMA  and  your  county  society. 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 

TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  HIM  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 

SEAT  BELTS  DO  SAVE  LIVES— 

USE  THEM! 
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ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 
Practice  Limited  to  Nuclear  Medicine 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin.  Suite  800,  Houston,  Texas  77030 
713  797-1903 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christ!,  Texas  78404,  Phone  853-7319 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  j.  u.  Reed,  M.D 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 


Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 


Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mall. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Gtidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
•Emphasizing  Surgery  of  the  Hand 
Frank  R.  Vincenti,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


Otology 


JAMES  R.  FANCHER,  JR.,  M.D. 

Diplomate  of  The  American  Board  of  Otolaryngology 

Otology 

Neuro-Otology 

St.  Paul  Professional  Bldg.,  Suite  920,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235 
Telephone:  214  630-4871 


Pathology 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Delias,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Teiephone  817  336-7137 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


ARTHUR  LORBER,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

1201  8th  Avenue 
Fort  Worth,  Texas  76104 
Teiephone  817  336-4019 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacterioiog^,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemogiobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D, 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


THURSTON  DEAN,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 


Otolaryngology 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

TMA  Group  Insurance  Plan 

. . . Another  service  of  your  association 


J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consuitation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Pathology 

M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairali,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


WILLIAM  E.  BARNES,  M,D. 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  StreeL  Suite  608,  Austin,  Texas,  454-7659 


THOMAS  D.  CRONIN.  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

LAURENCE  E.  WOLF,  M.D. 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


Plastic  Surgery 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
p.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
3354751 
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EDWARD  P.  MELMED,  M.D.,  M.B.,  CH.B., 
F.R.C.S.  (ENG.),  F.R.C.S.  (GLASG.) 

Plastic,  Reconstructive  & Cosmetic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230,  214  661-7755 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


SHUJAAT  All  KHAN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  Cosmetic  and  Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 
335-4751 


Psychiatry 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurolog^y  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 


including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 
Houston,  Texas  77055 

Phone:  713  467-7013 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


1976  TMA  Annual  Session,  May  6-9,  Dallas 

. . . Another  service  of  your  association 


800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 
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James  L Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


Rheumatology 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 


Urology 


3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Tow/ers  Bldg.,  1900  N.  Oregon  St..  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 
Thoracic  Surgery 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Diplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


TMA  Physicians  Placement  Service 

. . . Another  service  of  your  association 


EUGENE  R.  TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 


3434  SWISS  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours  ’ 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months'  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced- 
ing publication  month. 
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Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  56,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3596  for  Barnes,  Colwell  or  Cook. 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  J.  E.  Hogan,  M.D.,  Medical  Director,  Ma- 
lone and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720; 
telephone  916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20.000  to  25,000.  Contact  Chris 
S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6236. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  J.  E.  Hogan.  M.D.,  Medical  Director, 
Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas 
79720;  telephone  916-267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
In  the  department  with  all  new  facilities  in  hospital  and  clinic.  J.  E. 
Hogan.  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79710;  telephone  916-267-6361. 


LOCUM  TENENS  WANTED:  Doctor  Interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D„  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  J.  E.  Hogan,  M.D.,  Medical  Director. 
Malone  and  Hogan  Clinic,  1601  West  11th  Place.  Big  Spring,  Texas 
79720;  telephone  915-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 

NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  &cellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000 -j-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  75786;  214-683-5481. 

WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  J.  E.  Hogan, 
M.D.,  Medical  Director,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915-267-6361. 

WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  J.  E.  Hogan,  M.D.,  Medical  Director,  Malone  and  Hogan 
Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916- 
267-6361. 

GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
tor. 


WANTED-  GP  OR  PEDI.  Potentially,  lucrative  practice,  suburban 
area  of  about  20,000.  No  Pedi  in  area.  Willing  to  negotiate.  Pau*  A- 
M n iftsnn  T.nmar  Rlvd..  Austin.  Texas  78763:  612-837-2640. 


PHYSICIANS  WANTED — Progressive  gulf  coast  community  of  over 
12,000  with  new  66  bed  accredited  hospital,  an  hours  drive  south  of 
Houston  metropolitan  facilities.  Good  schools,  excellent  beach  and  other 
varied  recreational  opportunities  close  by.  Contact:  James  Perry,  Ad- 
ministrator, Angleton-Danbury  General  Hospital,  132  Hospital  Drive, 
Angleton,  Texas  77616:  713-849-7721. _ 


WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospita  . 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting.  Countrv  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860, 
817-739-2561.  


PATHOLOGIST — part  time — excellent  opportunity  for  semi-retired, 
female,  sports  person.  Current  assistant  of  two  years  going  into  full 
time  practice.  190  bed  general  hospital.  Very  congenial  practice  in 
suburban-rural  community.  Live  anywhere  in  Dallas-Fort  Worth  metro- 
plex.  Salary  adequate  for  good  living!  Arthur  L.  Raines,  M.D.,  P.O. 

Box  686,  Cleburne,  Texas  76031.  817-645-9181,  ext.  360. 

WANTED:  GP  or  FP  for  medical  type  practice  with  no  obstetrics  or 
surgery  in  multi-specialty  group  in  beautiful  Tyler,  the  medical  center 
of  East  Texas.  Two  large  hospitals  with  600  beds  adjacent  to  clinic. 
Excellent  medical  climate  with  all  specialties  represented  in  county 
society.  Pension  plan.  Salary  one  year,  then  stockholder.  Contact  Carroll 
McCrary,  Administrator,  Mfdical  & Surgical  Clinic,  P.A.,  110  South 

Beckham  St,,  Tyler,  Texas  75701. 

TEXAS  PRACTICES.  Have  requests  for  associates  from  Texas  physi- 
cians and  some  solo  and  group  openings.  Small,  medium  and  large  size 
cities.  Excellent  economic  climate  produces  rapid  practice  ^owth.  Please 
send  C.V,  and  preferences  to  Sanford  Smith,  Professional  Practice 

Management,  Inc.,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 

DOCTOR  WANTED  FOR  GENERAL  PRACTICE  in  Poteet,  Texas.  28 
miles  south  of  San  Antonio,  Texas.  New  furnished  clinic  for  two  doctors. 

Free  rent  for  a limited  time.  Contact  A.  A.  Hollub,  512-742-3315. 

STUDENT  HEALTH  PHYSICIANS.  Two  physicians  needed  to  help 
provide  primary  medical  care  for  student  population  of  22,000.  Stimulat- 
ing environment.  Medical  School  Ambulatory  Clinic.  Salj^y  a^ve 
$30,000:  position  includes  clinical  appointment  in  medical  school.  Call 
or  write  Reagan  H.  Gibbs,  M.D.,  Texas  Tech  University  Health  Sciences 

Centers,  Box  4049,  Lubbock,  Texas  7940^  phone  806-742-3327. 

PSYCHIATRY 'residency  AVAILABLE  at  T^xas  Research  Institute 
of  Mental  Sciences,  Houston,  in  the  Texas  Medical  Center,  Applicant 
must  have  internship  or  equivalent  year  of  graduate  medical  education. 
First  year  stipend  without  service  obligation,  $16,000:  or  optional 
$19,000,  with  State  career  obligations.  TRIMS  features  comprehensive 
programs  in  all  facets  of  service,  research,  and  training.  Affiliated  with 
local  medical  schools  and  other  institutions.  For  information  contact  Ed 
Johnstone,  M.D.,  Texas  Research  Institute  of  Mental  Sciences,  1300 
Moursund,  Houston.  Texas  77030. 


MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty:  family 
practitioner  needed  to  practice  in  very  progressive  medium  siz^  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  fresh  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 
Call  713-543-3367  or  write  P.O.  Box  405,  El  Campo,  Texas  77437. 

WANTED-  INTERNIST  TO  JOIN  busy  solo  internist  in  new  office. 
Complete  clinical  laboratory  facilities  plus  x-ray.  City  of  25,000  popula- 
tion in  Northeast  Texas.  Drawing  area  of  100,000._  Two  new  hospitals. 
High  caliber  medical  community.  Excellent  recreational  facilities:  good 
schools  and  churches.  Ideal  family  city.  Please  reply  to  Ad-625,  Texas 
Medicine.  1801  North  Lamar  Blvd..  Austin.  Texas  78701. 


OCCUPATIONAL.  AEROSPACE,  PREVENTIVE  MEDICINE.  Board 
:ertified  or  eligible  physician  in  occupational,  preventive  or  aviation 
nedicine  for  primary  care  practice  in  large,  60-man  clinic  and  satellites 
vith  opportunity  to  participate  in  executive  health,  family  practice, 
iccupational  medicine  and  prepaid  health  care  program.  Teaching  and 
-esearch  opportunities  in  adjacent  Texas  Medical  Center.  Salary  neg^i- 
ible  (No  dual  compensation  involved  for  retired.)  Write  or  call  Ur. 
“ B.  Johnston,  Kelsey-Seybold  Clinic,  6624  Fannin  Street,  Houston, 


GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
etween  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
in.  Modern  three  man  clinic:  adjacent  to  36  bed  hospital,  recently 
emodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  trial 
leriod.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
'exas  78962;  713-725-8646.  


WANTED:  FAMILY  PRACTITIONER,  INTERNIST  OR  GENERAL 
BURGEON  willing  to  do  general  practice  to  join  the  only  two  family 
iractitioners  in  community  and  modern  clinic.  Recently  completed  com- 
nunity  hospital.  Located  between  Houston  and  San  Antonio.  Salary 
legotiable  with  training.  Must  see  facilities  and  community  to  appre- 
’iate.  Contact  Drs.  R.  Cecil  Marburger  or  C.  I.  Shult,  1220  Bowie, 
Columbus,  Texas;  713-732-2318.  


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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PRACTITIONER  NEEDED  for  solo  practice.  30  bed  gen- 
’ M^^“=are  approved.  Quiet,  rural  town.  Free  office  space 
P^'yf'C'an.  on  active  staff.  Excellent  public  school 

tor*  Throc^irfon^“r  fishing,  friendly  people.  Contact  Administra- 
tor,  Inrockmorton  County  Memorial  Hospital,  P.O.  Box  487  Throck- 
morton,  Te.xas  76083;  817-849-2151  or  817-346-3206.  tnrocK 

INTERNISTS — Area  physicians  are  actively  seeking  two 
^ n practice  in  bedroom  community  of  80,000  in  North- 

east Dallas  in  affiliation  with  new  full  service  106-bed  private  hospital 
fecellent  fringe  benefits,  liberal  salary  guarantees,  interview  trip  and 
expenses  are  offered.  Residents  enjoy  excellent  recreational 
PPhlic  schools,  and  a wide  range  of  housing.  Send 
Blld.'.luTtlm  7870^*°  North"' Lamar 


FAMILY  PRACTICE/GENERAL  PRACTICE-Excellent  private  prac- 
exists  m Northeast  Dallas  bedroom  community  of  80  000 
service  106-bed  private  hospital.  Excellent 
tringe  benefits  liberal  salary  guarantees,  interview  trip  and  relocation 
expenses  are  offered.  Residents  enjoy  excellent  recreational  facilities  su- 
perior public  schools,  and  a wide  range  of  housing.  Send  detail^  currb 
Texa™  7'8701  *“  Medicine.  1801  North  Lamar  Blvd.,  Austin, 


ava?Jw»  P^CTICE  OPPORTUNITY  with  guaranteed  success  now 
available  in  modem  twenty-five  bed,  JCAH-approved  private  hospital 
? "f”"  four-doctor  clinic.  Located  in  the  heart  of  the  Gulf  Coast 
minutes  from  both  downtown  Houston,  Texas 
Space  Craft  Cent^.  Clinic  furnishes  all  overhead  including  rent 
.To  insure  success,  a guarantee  of  $3000  per 
month  for  six  months  is  offered.  Earnings  limiW  only  by  personal 
desire  as  you  maintain  a private  fee  for  service  practice.  For  details 
contact  Floyd  D.  Pendergrass,  Ph.D.,  Executive  Director,  Deaton  Hos’ 

wHe’cfc  ??16^2-131l''”' 


Di^LAS— mTERNAL  MEDICINE  OR  FAMILY  PRACTICE  Ideal 

2Fdwtors^‘n*^°‘'\°'’  practice,  July  1976.  In  medical  building  of 

26  doctors,  no  internist,  only  one  in  family  practice.  This  is  very  busy 

^ confidence. ^Write 

787o1^^'^^*’  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas 


emergency  PHYSICIANS  wanted  by  ER 
^^Pmpctitive  remuneration.  Reference  Ad.  A.  Con- 
713y83‘-929^'"'^*’  Houston,  Texas  77057: 


EMERGENCY  PHYSICIAN:  El  Paso.  Full  time  in  new  290  bed  hos- 
pital  with  developing  ED.  Malpractice  covered.  $46, 000/year  minimum 
D.  Moran,  M.D..  Sierra  Medical  Center,  1625  Medical  Center  Drive  El 
Paso,  Texas  79902:  915-544-0900. 


WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  b L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
lexas  77061. 


HOUSTON,  AND  OTHER  TEXAS  COMMUNITIES.  Practice  Manage- 
ment  Services^  has  been  engrapred  by  private  practitioners,  institutions,  ru- 
ral  communities  and  corporations  to  locate  physicians  to  join  them.  No 
charge  to  you  as  they  pay  our  fee.  Send  curriculum  vitae  to  Ted  Shown, 
Director  of  Physician  Search/Placement  Division,  Practice  Management 
S|rvices,  2400  Fountainview,  Suite  408,  Houston,  Texas  77057;  713-784- 


OPHTHALMOLOGIST  WANTED  in  South  Central  Texas  to  take  over 
equipped  office  of  retiring  ophthalmologist;  buy  only  the  sharp  instru- 
ments, pay  reasonable  rent  on  building  and  other  equipment.  Practice 
$62,000  without  surgery.  Nice  semi-retirement  opportunity.  Avail- 
able March  first.  Please  reply  to  Ad-608,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


t department  Director  and  associate  physicians  needed 

tor  500  brf  Dallas  hospital.  ‘‘Fee-for-service”  with  paid  malpractice  and 
benefits.  Contact  Drs.  Cooper  and  Spurgeon,  toll  free  1-800-325-3982  or 
^nd  resume  to  Ad-632,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


TWO  FAMILY  PHYSICIANS,  one  preferably  FP/surgeon,  needed.  18 
year  old  established  iiractice^  open.  Physician  has  retired  leaving  tremen- 
dous opportunity  for  physicians  seeking  practice  in  a small  community 
with  excellent  schools,  community  spirit,  climate  and  stable  population. 
iNear  1-36,  16  miles  from  Waco  and  three  large  lakes.  Fully  equipped 
clinic.  New  49  bed  accredited  hospital  with  excellent  staff.  Call  collect, 
person  to  person:  Gladys  B.  Wilson.  Administrator,  West  Community 
Hospital,  West,  Texas;  817-826-5381,  or  Alvin  R.  Payne  President 
Board  of  Directors,  817-826-5321. 


^ OPPORTUNITY:  City  of  3,421;  area  of  16,800.  Opportunity  for  IM  to 
join  group  of  two  FPs.  Office  space  available  in  clinic  with  FPs.  Salary 
to  start  and  partnership  in  year.  Ophthalmology,  ENT,  and  two  FPs  now 
One  hospital,  38  beds,  open  staff.  60  miles  from  Houston, 
01  hiiles  from  Austin,  125  miles  from  San  Antonio.  County  seat,  good 
schools.  Community  income  from  oil  and  gravel  industries,  ranching  and 
construction  industries.  Contact:  C.  I.  Shult,  M.D.  or  R.  Cecil  Marburger, 
M.D.  Medical  and  Surgical  Clinic.  1220  Bowie,  Columbus,  Texas  78934. 
Telephone:  713-732-2318. 


HHYSICIAN  TRAINED  INTERNAL  MEDICINE,  cardiology,  board 
certified  or  eligible,  to  share  established  practice  and  work  into  full  part- 
nership. bine  opportunity  for  well  trained  individual.  Partnership  avail- 
able  in  year  work  load  can  be  adjusted  to  meet  specific  desires  and 
motivation.  Send  curriculum  vitae.  Ad-634,  Texas  Medicine.  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  with  Texas 
license  for  Student  Health  Physician.  Forty  hour  week,  Monday  through 
briday,  no  call  or  weekend  duty.  Annual  salary  of  $30,000  with  fringe 
benefits  aito  a pleasant  association  with  two  other  physicians  to  care  for 
students.  Please  contact  Mary  E.  Smith,  M.D.,  Director,  North  Texas 
State  University  Student  Health  Center,  P.O.  Box  5158  Denton  Texas 
76203.  Telephone  817-788-2331.  We  are  iin  equal  opportuniSfirmatWe 
action  employer. 


NORTHEAST:  EM  Department  physicians.  Immediate  opening 
available  in  established  ACEP  oriented  group.  Positions  in  four  fine  com- 
munities in  Northeast  Texas  (population  from  20K  to  75K).  All  have 
the  convenience  of  a large  urban  center  nearby,  yet  offer  a more  stable, 
simple  and  serene  lifestyle  with  many  recreational  and  cultural  oppor- 
tunities. Prefer  career  oriented  ED  MD's.  Additional  training  and/or  ex- 
perience required,  flexible  schedule,  fee-for-service  with  guarantee  and 
usual  fringes,  including  malpractice  insurance.  Write  Emergency  Medical 
Consultants,  3600  Gaston  Avenue,  Dallas.  Texas  76246  or  call  214-823-6850. 


Situations  Wanted 


certified  with  Texas  license.  Desiring 
^***  available  in  the  summer  of  1976.  Please  reolv  to 
Ad-606,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADI9LOGIST  46,  university  trained,  certified.  Two  years  NIH 
fellowships  in  cardiovascular  radiology  and  one  year  fellowship  in 
neuroradiology.  Publications.  Presently  head  of  cardiovascular  radiology 
section  with  an  active  echocardiographic  section  in  a major  north 
central  teaching  center.  Seek  challenging  position  in  private  practice, 
or  teaching  posirion.  Ad-614,  Tcajos  Medicine,  1801  North  Lamar  Blvd., 
Austin,  lexas  78701.  * 

MARRIED,  AGE  37  YEARS.  Immigrant  visa.  Finished  three  years 
of  residency  and  one  year  clinical  fellowship  in  anesthesiology.  Have 
Traas  and  Gwrgia  medical  licenses.  Would  like  to  settle  in  Texas.  Board 
eligible.  Available  imin^iately.  Call  216-229-2200  ext.  2660  or  write 
Avutu  R.  Reddy,  M.D.,  Cleveland  Clinic,  Cleveland.  Ohio  44106. 

BOARD  CERTIFIED  DYNAMIC,  ECLECTIC,  bi-Iingual,  35  year  old 
'“'Hh  ample  experience  in  individual  psychotherapy  and 
institutional  psychiatry  and  with  excellent  recommendations  wishes  to 

9^"  Antonio,  Texas.  Please  reply  to 
Ad  616,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGERY  AND  PEDIATRIC  SURGERY.  FMG,  ECFMG 
eligible.  34  years  old,  married.  Want  associate,  group 

Ad  fivn  ®Hy.  Please  reply  to 

Ad-620,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

, EXPERIENCED  BOARD  CERTIFIED  GENERAL  SURGEON  and  wife 
and  certified  cytologist  looking  for  a permanent 
M Texas.  Please  reply  to  Ad-610, 

Texas  Medicine,  1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 

CERTIFIED  EXPERIENCED  DIAGNOSTIC  RADIOLOGIST 
with  extensive  experience  in  neuro-radiology,  vascular  procedures  and 
un1versitv°ctt“'^®^  relocate  in  a metropolitan  or  medium-large 

w-  !?  */■  , '^^tae  supplied  on  request.  Excellent  refer- 

ences.  Wish  to  join  hospita  based  group  with  private  office.  Available 
Please  reply  to  Ad-622,  Texas  Medicine.  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


physician  assistant  looking  for  position  in  Austin 
or  Hill  Country  area.  Two  years  experience,  including  surgery.  Baylor 

fsm  Please  reply  to  Ad-627.  Texas  Medicine, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


,.  46  year  old,  board  certified  AP-CP.  Also  board  cer- 

titi^  in  OB/GYN.  Experienced  m clinical  medicine  as  well  as  laboratory 
medicine  and  laboratory  management.  Desires  hospital  laboratory  direc- 
torship to  provide  a class  service  to  a progressive  medical  staff. 

Please  reply  to  Ad-630,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 


EXPERIENCED  OBSTETRICIAN  AND  GYNE- 
CUCUGISI  with  vast  experience  in  all  operative  procedures.  Wish  to  re- 
locate in  a metropolitan  or  medium-large  university  city.  Curriculum 
vitae  supplied  on  request.  Excellent  references.  Wish  to  join  group  with 
private  ofDce.  Available  after  three  months  time.  Please  reply  to  Ad-623 
lexas  Medicine,  1801  North  Lamar  Blvd..  Austin,  Texas  78701. 

PATHOLOGIST:  36,  male.  Board  certified,  both  AP  and  CP,  also  with 
Ph.D.  in  pathology.  Well  trained  and  experienced  in  hospital  laboratory 
practice.  Seeking  position  as  laboratory  director  or  full  partnership.  All 
^cations,  prefer  coastal  metropolitan  area.  Available  2-3  months  notice. 
Please  reply  to  Ad-633,  Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin. 
Texas  78 <01. 


ASSISTANT,  29  years  old,  married.  BS  psychology,  Bay- 
lor  P.A.  graduate  1976.  Ex-Navy  corpsman,  seeks  position  with  GP/FP  in 
medium  to  large  Texas  city.  Available  August  1976.  Contact  A.  Robi- 
chaux,  2327  Wroxton,  Houston.  Texas  77005. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  MUtrot,  (214)  328-2761.  or  write  P.O.  Box  18287. 
Dallas,  Texas  76218. 


MUST  SUBLEASE  — Medical  or  dental  office,  1,100  sq.  ft.,  3460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Birchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 
882-8226. 


OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  office,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 


no 


TEXAS  MEDICINE 


DOCTORS  SUITES*  approximately  1,000  square  feet  at  46c  square  foot 
including  all  bills  and  janitor.  One  block  to  hospital.  Heigrhts  Med  Arts 
Center,  411  West  21st  Street,  Houston,  Texas.  Call  Irving  Richie.  781- 
8138  or  862-2562.  Write  to  2100  Fountain  View  #29,  Houston,  Texas 
77027. 

NEW  OFFICE  SPACE  for  lease  in  northwest  San  Antonio.  One  block 
from  Loop  410  and  Interstate  10.  Will  finish  out  to  suit  tenant.  Contact 
Mossrock  Professional  Building,  2803  Mossrock,  Suite  201,  San  Antonio, 
Texas  78230. 


FOR  SALE:  2 Beckman  Type  T EEGs.  $1250  each.  Available  now, 
John  E.  Skogland,  M.I).,  1327  Medical  Arts  Building,  Houston,  Texas 
77027:  713-226-4139.  8^^  inch  EEC  paper  also  for  sale  as  extra  item. 


FOR  LEASE  OR  SALE— VERY  MODERN  CLINIC,  due  to  owner’s 
death.  rXirnished,  many  extras.  Latest  eciuipment  including  lab,  x-ray, 
EKG.  3760  square  feet.  Grossed  $200,000-$300,000  annually.  Completely 
staffed  with  lab,  x-ray,  office  personnel.  Reasonable  terms.  Ample  (6) 
open  staff  hospital  facilities.  One  block  from  Texas  Tech  University  and 
Medical  School.  Records  of  2400  families  on  file.  Contact  Clifford  E. 
Payne,  Jr.,  4601  West  17th  Street,  Lubbock,  Texas  79416;  806-799-6789. 


FOR  SALE  OR  TAKE  OVER  LEASE— Buy  payment.  NCR  Model  396 
Electronic  Accounting  Machine.  100  memory  banks.  Must  dispose  of  due 
to  partnership  dissolution.  John  C.  Koch,  M.D.,  P.O.  Box  388,  Lufkin, 
Texas  76901. 


FOR  SALE:  Family  practice  established  in  1946.  now  large  part  is 
industrial  medicine.  I wish  to  leave  this  practice  in  the  next  two  to 
three  years.  Please  reply  to  Ad-621,  Texas  Medicine^  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OB-GYN  OR  FP:  PMlly  equipped,  three  examining  rooms,  superb  loca- 
tion close  to  major  hospitals.  Utility  bills  and  cleaning  included.  Present 
practice  can  be  kept  and  will  introduce.  First  lease  to  October  1978, 
thereafter  on  a five  year  basis.  Coastal  city  of  South  Texas.  Reply  to 
Ad-624,  Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


DOCTOR  SHORTAGE — in  affluent  suburb  West  of  Austin.  Beautiful 
space  available  in  new  professional  building.  15  minutes  from  hospitals. 
Designed  wuth  no  architectural  barriers — your  office  customized.  Ample 
parking.  45^^  per  square  foot.  Call  or  write  Marge  Yancy,  97  West  Bee 
Caves  Road,  Austin.  Texas  78746:  512-327-0360. 

FOR  LEASE:  Twelve  hundred  square  feet  of  office  space  for  medical 
or  dental  offices.  Across  from  200  bed  municipal  hospital,  open  staff. 
Located  in  McKinney,  Texas,  population  18-20,000,  with  trade  area  of 
approximately  60,000.  Will  arrange  lease  terms  to  accommodate  tenant. 
Please  contact  Marshall  M.  Searcy,  M.D.,  Searcy  Properties,  Professional 
Building.  McKinney,  Texas. 


FOR  SALE,  due  to  doctor’s  death.  Modern.  2400  square  feet  clinic.  23 
bed  hospital.  E<iuipped  with  x-ray,  lab  and  other  items  necessary  to  func- 
tion. Price  and  terms  can’t  be  beat.  Prospering  rural  area  with  large 
dedicated  drawing  area.  Additional  benefits.  Contact  Martin  Lee,  Bronte, 
Texas:  Phone  915-473-3611, 


PRACTICE  FOR  SALE:  Well  equipped,  furnished  and  active  1000 
square  feet  office,  located  North  side  of  San  Antonio.  Available  by  July 
1,  1976.  Near  the  main  hospitals.  We  will  transfer  account  receivable 
and  introduce  patients.  Call  512-344-2441,  between  6 and  7 p.m. 


MOVING  TO  HOUSTON?  Unusual  contemporary  home.  4 beclrooms,  3 
bath,  two  car,  quarters.  3500  ft.  swimming  pool,  wooded  3/5  acre  ME- 
MORIAL DRIVE.  Prestige,  fire  proof  (rare  in  Houston),  termite  proof, 
burglar  alarm,  gourmet  kitchen,  easy  maintenance,  close  to  best  schools. 
Many  built-ins,  landscaping,  sprinkler  system,  fenced.  $182,500  negoti- 
able. By  appointment.  713-668-2891. 


FAMILY  PRACTITIONER— ONE  OR  MORE.  Clinic  available  for  lease 
or  sale.  Excellent  opportunity  for  one  or  more  physicians  in  West  Texas. 
Town  with  a new  modern  hospital.  Contact  Robert  Herndon,  Administra- 
tor, Childress  General  Hospital,  P.O.  Box  627,  Childress,  Texas  79201: 
817-937-2575. 


NOW  DEVELOPING  ROUND  ROCK’S  ONLY  PROFESSIONAL  CEN- 
TER. Excellent  opportunity  to  be  only  M.D.  located  in  the  fastest  grow- 
ing community  in  Central  Texas.  For  details  contact  Mary  Lou  Barrow, 
Mayfield  Realty,  at  512-345-1166,  or  P.O.  Box  9576,  Austin,  Texas  78766. 


BIOFEEDBACK  INSTRUMENTATION  for  stress-related  disorders. 
Quality  EEG,  EMG  and  temperature  biofeedback  instrumentation  priced 
from  $150-$5,000.  Write  for  free  catalog.  BioScan  Corporation,  Box  14168, 
Depart.  A-14-03,  Houston,  Texas  77021. 


AUSTIN— NEW  OFFICE  SPACE  FOR  LEASE.  Cannon  Professional 
Park  is  a uniquely  designed  plan  for  medical  and  dental  offices  in  South 
Austin.  Located  on  William  Cannon  Drive,  The  Park  offers  easy  access- 
ability  to  major  city  arteries  and  is  convenient  to  hospitals  and  down- 
town. Only  3 percent  of  Austin’s  total  physicians  and  12  percent  of  the 
dentists  practice  in  this  Hill  Country  setting,  since  facilities  have  not 
kept  pace  with  the  accelerated  growth.  Each  office  has  its  own  private 
entrance,  with  a covered  walkway  and  ample  parking.  Call  or  write 
Cannon  Professional  Park,  c/o  3913  Medical  Parkway.  Austin,  Texas 
78766:  Phone  512-451-8489. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  me<lical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78705.  Phone  512-472-9251. 


PHYSICIANS— INVEST  IN  YOUR  OWN  INDUSTRY.  Be  part  of  the 
fastest  growing  segment  of  the  health  industry.  Diversify  your  income 
base  with  substantial  returns  and  low  risk  factor.  Not  speculative  or 
time  consuming.  For  details  call  Nelson  B.  Guyer,  214-357-6655. 


PSYCHIATRIST 

The  Texas  Department  of  Corrections  in  Hunts- 
ville, Texas,  has  an  opening  for  a Psychiatrist.  The 
individual  will  be  expected  to  work  with  multi- 
disciplinary personnel  in  providing  treatment  and 
case  management  services,  and  on  occasion,  per- 
form general  medical  duties.  A current  Texas  Med- 
ical License  and  appropriate  training  in  psychiatry 
is  required.  Salary  is  $34,000.00  per  year,  with  an 
increase  to  $35,800.00  September  1,  1976.  Other 
benefits  are  extensive,  and  where  available,  include 
housing,  utilities,  and  commodities  (food).  Mal- 
practice protection  is  provided  by  the  State  of 
Texas.  Interested  applicants  should  contact  either: 
Ralph  E.  Gray,  M.D.,  or  Windel  L.  Dickerson,  Ph.D., 
Texas  Department  of  Corrections,  P.  0.  Box  99, 
Huntsville,  Texas  77340,  or  telephone  713-295-6371 
ext.  210  or  437. 
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See  The  Motorcycle  ? 


You  may  not  find  a motorcycle  in  this  picture,  but  you’ll  find  plenty  of  them 

on  Texas’  streets  and  highways. 


The  trouble  is,  not  enough  automobile  drivers  are  seeing  motorcycles  when 
they  should.  Not  until  it’s  too  late,  anyway. 

Maybe  if  motorcycles  were  as  big  as  elephants,  you’d  be  more  careful  when 
you  see  them.  But  nothing  is  bigger  than  human  life.  And  that’s  what  we’re 

really  asking  you  to  look  out  for. 


The  Governor’s  Office  of  Traffic  Safety 
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TEXAS  MEDICINE 


Editorials 


THE  EMG  MACHINE  MYSTIQUE 

Nonphysicians  are  still  attempting  electromyo- 
graphy, despite  opposition  from  such  concerned 
organizations  as  the  American  Medical  Associa- 
tion and  the  Academy  of  Electrodiagnosis  and 
Electromyography.  Worse,  we’ve  learned  that 
some  physicians  support  this  practice.  We  must 
assume  that  they  lack  familiarity  with  this  ex- 
amination and  the  diagnostic  skills  it  requires. 

Some  misunderstanding  may  begin  with  the 
machine  itself.  Clearly  of  the  electronic  age,  it 
may  appearto  be  more  responsible  forthe  re- 
sults than  its  operator.  I am  frequently  asked, 
“How  reliable  is  the  EMG?’’  I often  reply,  “As 
reliable  as  the  stethoscope.’’  Indeed,  the  EMG 
machine  has  more  in  common  with  the  stetho- 
scope than  with  the  EEG  or  EGG  machine.  There 
are  no  standard  electrode  placements;  there  is 
no  continuous  permanent  recording;  the  wave 
forms  are  not  repetitive.  Much  as  we  recognize 
that  a stethoscopic  examination  performed  by  a 
technician  for  interpretation  by  the  cardiologist 
is  unfeasible,  so  should  we  be  aware  that  the 
delegation  of  electromyography  to  nonphysi- 
cians is  unacceptable. 

The  electromyographer  must  know  where  to 
look  as  well  as  what  to  look  for.  The  procedure  is 
conducted  within  the  form  of  an  examination.  A 
differential  diagnosis  must  be  formed,  necessi- 
tating review  of  the  clinical  picture.  Initial  deci- 
sions are  then  made  regarding  selection  of  areas 
for  exploration.  The  plethora  of  muscle,  nerve 
segments,  and  procedures  for  investigations  pre- 
cludes the  possibility  of  a “complete  EMG,’’ 


even  for  one  extremity.  As  he  navigates  a mental 
flow-sheet  with  course  alterations  dictated  by 
the  findings,  the  physician  must  be  intimately 
familiar  with  the  disease  states  and  their  effects 
on  the  structures  he  is  investigating.  Some  in- 
timacy with  the  possible  findings  is  helpful  too, 
as  signals  must  be  firmly  identified  within  the 
tenth  of  a second  of  their  appearance  on  the  os- 
cilloscope screen,  and  their  significance  judged 
on  the  spot.  Finally,  since  electromyography  is 
uncomfortable  and  patient  tolerance  is  limited, 
the  diagnostic  pathway  should  be  as  direct  and 
decisive  as  possible. 

Performance  of  such  a study,  in  my  opinion, 
is  certainly  the  practice  of  medicine,  and  prob- 
ably presents  one  of  its  most  complex  and  de- 
manding challenges.  Its  reliability  varies  precise- 
ly with  what  lies  between  the  ears  of  the  examin- 
ing physician.  Preferably,  his  competence 
should  be  acquired  by  supervised  experience 
throughout  three  years  of  specialty  training. 

We  are  gratified  to  view  a growing  core  of 
such  solidly  trained  physicians  emergingfrom 
adequate  programs.  We  recognize,  however,  that 
training  is  slow,  while  appreciation  of  electro- 
myography’s value  has  produced  a rapidly  ex- 
panding demand.  If  some  areas  seem  to  be  un- 
derserviced, we  hope  that  the  medical  com- 
munity will  keep  in  mind  that  an  unreliableelec- 
tromyographic  study  is  worse  than  none  at  all, 
and  that  data  obtained  through  a reliable  study 
may  be  worth  traveling  for. 

Robert  D.  Sine,  MD,  Houston,  President,  Texas  Physi- 
cal Medicine  and  Rehabilitation  Society. 
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Get  Your  Brand 
of  Continuing  Medical 

Education  at  the  AMA’s 
Annual  Convention, 
June  26-30, 1976 


Dallas  is  many  things  to  many  people— a center 
of  high  fashion,  finance,  brainpower,  big  money, 
sports  events,  conventions,  art,  theater...^ 

But,  alter  this  June’s  Annual  Meeting,  for  you 
Big  D is  going  to  stand  for  Continuing  Medical 
Education  - the  highest  quality  C.M.E.  and  the 
widest  assortment  of  C.M.E.  you’ve  ever  ex- 
perienced! 

This  meeting  features  new  and/or  expanded 
methods  of  teaching  both  inside  and  outside  the 
classroom.  You  can  spend  every  day  participating 
in  several  types  of  learning  situations.  For  ex- 
ample, there  will  be  audio  and  tape  demonstra- 
tions; computer-assisted  instruction;  pre-  and 
post-tests  for  self-evaluation.  In  addition,  there 
will  be  “hands  on’’  manikin  practice  and  many 
opportunities  to  participate  in  small  group  dis- 
cussions or  to  consult  with  course  instructors 
and  fellow  physicians.  Naturally,  were  repeat- 
ing a popular  feature — medical  motion  pictures. 
This  year,  there  will  be  30  all  scheduled  for 
your  convenience. 

C.M.E.  for  Credit — and  most  of  it, 
except  for  postgraduate  courses,  free 

To  help  you  fulfill  C.M.E.  requirements  for  the 
AMA  Physician’s  Recognition  Award  and  your 
state  or  specialty  society,  this  Annual  Meeting 
offers  many  opportunities  -1 13  in  fact— to  earn 
Category  1 credits.  You’ll  have  your  choice  of 
57  postgraduate  courses  and  the  majority  of  47 
scientific  sessions  are  classed  for  Category  1. 
Hour-for-hour  credit  will  also  be  given  at  the 
Live  Teaching  Clinic,  Pulmonary  Function,  Dia- 
logue, and  at  the  8 telecourses  offered  in  the  Con- 
vention Center  and  the  Dallas  hotels.  (The  AMA 
will  provide  you  with  a certificate  of  attendance; 
make  sure  you  report  your  credits  to  your  state 
or  specialty  society.) 


Other  Highlights 

A majority  of  physicians  regard  the  exhibit  area 
as  one  of  the  most  important  features  of  AMA 
meetings.  If  you  happen  to  be  one  who  values 
this  one-to-one  peer  communication  with  ex- 
hibitors, Dallas  won’t  disappoint  you.  There  will 
be  300  exhibits,  evenly  divided  between  scientific 
and  industrial.  Last,  but  not  least,  is  the  18th 
National  Conference  on  the  Medical  Aspects  of 
Sports.  Every  year  it  gets  bigger  and  better— 
you  won’t  want  to  miss  this  year’s  Conference. 

How  to  fill  post-Convention  hours, 
if  you  have  an  ounce  of  energy  left 

If  you’ve  never  been  to  Dallas,  you’re  in  for 
some  surprises.  Even  though  you’ll  see  some 
Texas-style  hats  and  hear  quite  a few  “Y’all’s,” 
Dallas  is  neither  typically  Western  nor  typically 
Southern.  It  is  simply  Dallas— a city  of  fashion, 
style,  flair,  fun,  and  even,  grace. 

The  AMA  Auxiliary  is  planning  many  events 
during  the  Convention.  No  need  to  list  them  here 
for  you  can  receive  the  details  by  contacting  the 
AMA  by  phone  or  address  as  shown  below. 

Dallas  offers  a potpourri  of  entertainment  to 
suit  every  taste  and  lifestyle.  For  animal  lovers, 
there  s a Lion  Country  Safari  and  a great  zoo. 
If  you’ve  never  seen  a rodeo,  don’t  miss  the 
Mesquite  Championship  Rodeo.  It  will  give  you 
plenty  to  talk  about!  There’s  a fantastic  theatre 
center  and  numerous  museums  for  culture  de- 
votees. For  those  who  like  it  swinging  and  festive, 
there  are  clubs,  cabarets,  and  corner  pubs.  And 
shopping!  Dallas  boasts  you  can  find  everything 
from  his  and  her  airplanes  to  unique  $5  gifts.  If 
you’ve  ever  seen  the  Neiman-Marcus  catalog, 
you  know  that  s not  an  idle  boast.  Oh,  one  word 
about  the  restaurants:  don’t  come  expecting  to 
diet.  Dining  out  in  Dallas  is  an  adventure  for  both 
the  novice  and  gourmet! 


Forjurther  mjormalion  about  the  courses,  sessions,  hotel-motel  reservations,  and  AMA  Auxiliary  activities, 

please  write  or  phone  to: 

American  Medical  Association/Department  of  Registration  Services 
535  North  Dearborn  Street/Chicago,  IL  60610/(312)  751-6187 
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TMF  Fights  for  Us 

Dear  Ms.  Baker: 

The  forthcoming  Annual  Session  will  provide  an 
opportune  time  for  TMA  members  to  learn  more 
. about  Texas  Medical  Foundation,  another  physi- 
^ cian  organization  created  by  TMA. 

I TMF  is  the  socioeconomic  advocate  for  the  pri- 
vate practicing  physician,  a separately  incorpo- 
rated entity  which,  by  its  articles  of  incorporation, 

^ can  perform  on  behalf  of  the  private  practitioner 
in  ways  the  TMA  cannot  perform. 

Impetus  toward  the  formation  of  TMF  was  pro- 
vided by  a committee  of  young  doctors,  each  in 
practice  less  than  five  years,  who  demanded  that 
TMA  fight  for  them  in  the  socioeconomic  arena. 
TMA  countered  that  its  charter  prevented  it  from 
functioning  as  they  expected.  These  young  physi- 
cians and  others  with  a similar  awareness  began 
to  explore  ways  to  respond  to  those  needs. 

I 

At  the  same  time,  TMA’s  Council  on  Tax-Financed 
Health  Care  was  repeatedly  finding  itself  at  the 
same  disadvantage  each  time  it  tried  to  represent 
private  doctors  in  disputes  with  governmental 
health  care  programs.  Representatives  of  those 
programs  always  came  equipped  with  r/ic/r  com- 
puter-collected data,  and  physicians  had  no  data 
' with  which  to  refute  the  contentions  that  further 
I intervention  into  the  patient-physician  relation- 
ship was  justified  and  necessary.  Clearly,  a data 
base  collected  and  controlled  by  private  physi- 
I cians,  and  thereby  assured  of  being  accurate  and 
j properly  interpreted,  was  and  is  an  absolute  nec- 
essity if  we  are  ever  to  argue  and  fight  effectively 
I for  the  private  physician. 

i TMA  responded  to  these  needs  by  creating  TMF. 
TMF  is  controlled  by  private  practicing  physi- 
cians. More  explicitly,  it  is  governed  by  its  corpo- 
, rate  members,  who  are  members  of  the  TMA  and 
; Texas  Osteopathic  Medical  Association  Houses  of 
: Delegates.  Membership  has  been  open  to  TOMA 
members  since  December  1974.  The  TMF  board 
I of  directors  is  elected  by  and  from  the  corporate 
! members  of  TMF.  In  short,  the  delegates  to  TMA 
j and  TOMA,  fellow  private  practitioners,  are  in 
! control  of  TMF.  TMF  officers  are  elected  by  and 
from  the  TMF  board  of  directors. 

TMF  represents  physicians  effectively,  and  has 
sufficient  clout  to  influence  government  pro- 
grams relative  to  physician  needs  and  concerns. 
The  TMF  Physician’s  Office  System  (POS)  will 
‘ generate  our  own  computerized  data  base  to 
strengthen  our  position  in  any  future  negotiations 
while  improving  the  efficiency  of  each  participat- 
ing member’s  office  functions, 
i TMF  can  contract  only  on  a fee-for-service  basis 
to  set  up  systems  for  review  of  medical  services, 
j The  TMF  Texas  Admissions  and  Review  Program 
I (TARP)  is  such  a contract;  ie,  the  State  Depart- 
ment of  Public  Welfare  and  Blue  Cross-Blue 
; Shield  paid  TMF  a fee  to  pay  well-qualified  private 
practitioners  to  set  up  the  criteria  for  conducting 
quality  medical  care  review.  (TMF  was  not  per- 


mitted to  set  up  the  criteria  for  the  length-of-stay 
parameters,  but  it  c/i(/  set  up  criteria  for  quality  of 
care.) 

Before  TARP,  all  review  was  done  by  physicians 
without  compensation,  and  the  other  review  ex- 
penses (secretarial,  etc)  were  paid  by  hospitals 
out  of  their  general  funds,  forcing  up  hospital 
overhead  and  costs  to  patients.  Now,  review  costs 
will  be  paid  by  the  agency  leqiiiring  the  review — 
not  hospitals — rather  than  making  patients  pay 
for  it  and  blaming  the  rising  costs  of  hospitaliza- 
tion on  the  medical  profession. 

If  you  fear  your  elected  delegates  to  TMA  and 
TOMA  who  fight  for  your  rights  and  theirs  to  pri- 
vate practice — then,  and  only  then,  should  you 
fear  TMF.  If  you  don’t  trust  TMF  leadership,  re- 
place it.  If  you  seek  more  understanding  of  what 
is  before  us  all,  then  attend  the  TMA  House  of 
Delegates  sessions,  attend  the  special  reference 
committee  meetings,  and  watch  your  leadership 
in  action.  Once  you  see  your  representatives 
fighting  for  you,  your  fears  will  disappear.  I must 
say  it  is  my  heartfelt  conclusion  that  you  need  not 
fear  TMF,  especially  if  you  get  involved  in  the 
fight  and  keep  close  tabs  on  your  representatives. 
If  enough  of  us  join  TMF,  Texas  physicians  will 
acquire  the  clout  they  have  so  desperately 
needed  and  so  pitifully  lacked  in  the  fight  with  the 
forces  of  socialization.  This  is  the  best  shot  that 
we’ve  had  in  years.  If  we  blow  it,  the  results  will 
be  disastrous,  and  we  then  will  deserve  the  con- 
tempt of  our  private  patients  when  their  care  suf- 
fers under  socialized  medicine. 

Ben  R.  Keller,  MD,  Arlington. 


Prevailing  Area  Charge  by  Whom? 

Dear  Ms.  Baker: 

Since  you  have  mentioned  the  concept  of  geo- 
graphical area  prevailing  charge,  (Who  Checks  Up 
On  Government?  Texas  Medicine.  April  1976,  p 
140)  I would  like  to  point  out  that  as  far  as  I can 
determine,  I am  the  only  anesthesiologist  who  has 
ever  practiced  within  70  miles  of  Paris,  Texas.  At 
present,  the  nearest  private  practicing  anesthesi- 
ologist is  in  the  Dallas  area  (100  miles).  Could  it 
be  that  prevailing  charges  in  my  area  are  based 
on  charges  generated  by  nurse  anesthetists?  If 
not,  then  the  prevailing  charge  figures  must  be 
imaginary.  They  are  certainly  not  based  on  Dallas 
figures.  Does  the  TMA  realize  that  nurse  anesthe- 
tists in  Dallas  are  being  reimbursed  at  higher 
rates  by  Medicare  than  I am? 

Geographical  inequities  are  but  a small  part  of 
my  concern.  I’d  like  for  the  public  to  know  that 
Medicare  has  reduced  payment  to  me,  for  similar 
services,  during  the  past  two  years,  by  about 
25%.  My  patients  are  automatically  led  to  believe 
(by  Medicare)  that  this  difference  represents  an 
overcharge  on  my  part.  This  is  how  Medicare  and 
“Big  Brother"  are  teaching  patients  to  mistrust 
their  physicians. 

Tom  F.  Bryant,  MD,  Paris 
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Working  with  others  to  solve  problems 


A year . . . What  a year ! I have  spent 
it  working  with  others  to  develop  solu- 
tions to  our  problems,  and  it  has  been 
a privilege. 

Work . . . What  an  enormous  amount 
has  been  done ! The  professional  lia- 
bility insurance  crisis,  the  battle  for  a 
single  statewide  PSRO,  and  our  deter- 
mination to  maintain  physician  influ- 
ence in  utilization  review  are  only  a 
few  situations  that  have  made  TMA’s 
leaders  the  hardest  working  people  I 
know.  We  had  two  special  sessions  of 
the  House  of  Delegates ; a commission 
has  been  appointed  to  study  profes- 
sional liability  insurance ; a Joint  Un- 
derwriting Association  assures  avail- 
ability of  insurance ; we  can  now  cite 
hard  data  on  Texas  physicians’  experi- 
ence with  malpractice  suits,  coverage, 
costs,  etc ; an  intensive  educational 
campaign  has  generated  public  inter- 
est and  support. 

Work . . . This  was  the  year  that 
the  TMA  fulfilled  its  promise  to  take 
the  Secretary  of  HEW  to  court  to  chal- 
lenge the  “arbitrary  and  capricious” 
regulation  designating  nine  PSRO 
areas  in  Texas — and  won ! 

Work  . . . Even  if  Texas  is  renamed 
a single  PSRO  area,  utilization  review 
is  here  to  stay.  The  quality  of  work 
that  we  put  into  UR  planning  will  de- 
tei'mine  the  quality  of  care  our  pa- 
tients get  when  UR  goes  into  effect. 
Within  TMA,  the  nitty,  gritty,  tedious 
preparatory  work  has  begun. 

Others  . . . Others  make  life  worth 
living  and — take  it  from  an  expert — 
others  make  a TMA  president’s  life 
j ust  plain  possible.  I wish  I could  list 
every  person  who  has  my  everlasting 
gratitude ! 

Others  . . . Governor  Dolph  Briscoe, 
the  Medical  Professional  Liability 
Study  Commission ; the  Councils  on 
Medical  Legislation  and  Communica- 
tion ; the  Committee  on  Professional 
Insurance ; indeed,  all  the  Associa- 
tion’s officers,  boards,  councils  and 
committees  have  been  enoiTnously 
helpful  and  deserve  the  highest  praise. 

Others  . . . The  staff  of  the  legal 
counsel  has  provided  invaluable  guid- 
ance and  worked  incredibly  long  and 
hard  for  us.  And  of  course,  without  the 
administrative  staff,  TMA’s  wheels 
would  hardly  turn  at  all. 


Solutions . . . Solutions  are  plentiful ; 
j ust  about  anybody  will  offer  one.  So- 
lutions, however,  have  a way  of  spawn- 
ing their  own  problems,  and  the  cycle 
begins  anew.  For  every  problem,  TMA 
leaders  try  to  choose  the  best  of  many 
possible  solutions,  recognizing  that 
each  one  is  temporary  but  hoping  that 
each  good  choice  will  pave  a little  more 
of  the  path  for  our  successors. 

Problems . . . Any  problems  I may 
have  faced  as  your  president  are  alwut 
to  be  passed  on  to  a successor  who, 
working  with  others,  will  seek  the  best 
solutions. 

Mine  to  keep  . . . the  thrill  of  being 
chosen  to  serve,  the  satisfaction  of 
having  fought  with  every  resource, 
the  keen  j oy  of  winning  a few  battles, 
and  the  wonderful  friends  who  have 
helped  make  this  year  a truly  reward- 
ing one. 


Nym  L.  Barker,  MD,  President, 
Texas  Medical  Association. 
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Hemodialysis  center  for  children  . • ; C / ^ 

Caring  for  the  aging  patient  .. 

TV  systems:  what  you  a^yyays  wanted  to  know  . i 
Actions  of  House  of  Delegates  J 

Some  doctors  are  real  hams  ^ ^ 


®orbrtt-il^utcl?tn0a-g>mitij  fHpmoriai  i^oapital 

anil  S^urb^tt-l^utrlyingB-^mUly  (Elintr 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith.  M.D..  F.A.C.S. 
U.  R.  Swetlaml,  M.U.,  F.A.C.S. 
Howard  L.  Sniitli,  M.  H..  F’.A.C.S. 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

W.  F.  McKinley,  Jr.,  M.I). 

James  S.  Bussell,  M.  D. 

C.  G.  Brown.  M.D. 

VASCULAR  SURCEY 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 

EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


fHarlin,  Sexna  TGBGl 


ALLERGY 
S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr..  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart.  M.D. 

S.  M.  Bunn,  Jr..  M.D. 

UROLOGY 


Telephone:  936-3561 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes.  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator.  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
conStfo™"  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 
John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D. .D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D,,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson.  Jr..  M.D.,  D.A.B.I.M. 

David  S.  Sowell,  HI.  M.D.,  D.A.B.I.M..  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu 
P’.A.C.P.  ’ 

W.  Mark  Armstrong,  M.D.,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D.,  D.A.B.I.M. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen.  M.D.,  D.A.B.O.S..  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland.  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRICS 

Halcuit  Moore.  M.D.,  D.A.B.P..  F.A.A.P. 

P.  E.  Luecke,  Jr..  M.D..  D.A.B. P..  F.A  A P 
Larry  Gray,  M.D.,  D.A.B. P..  F.A.A.P." 

GENERAL  SURGERY 

Henry  G.  Montgomery.  M.D.,  D.A.B.S..  F.A.C.S. 
George  P.  Fosmire.  M.D..  D.A.B  S F A C S ' 
Miller  S.  Bell,  M.D.,  D.A.B.S.,  F.A.'c.S. 

UROLOGY 

Harry  M.  Spence.  M.D.,  D.A.B.U.,  F.A.C.S. 

William  H.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 


RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N.  New.  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite.  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps.  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 
C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 
George  M.  Underwood.  M.D., 

Gastroenterology 
P.  E.  Luecke.  Sr..  M.D.,  D.A.B.P..  F.A.A.P. 

fVcn'r’  W Internal  Medicine 

? w-.I"  ^ Emphasizing  Tumors 

i*"-  Obstetrics  and  Gynecology- 

Adam  D.  Green.  M.D..  Surgery  wu.ugj 

B.  Celia  Slaughter.  M.D..  D.A.B.P..  F.A.A.P. 

Edwin  M.  Cleveland,  M.D. 


D.A.B.I.M.,  F.A.C.P., 


10-day  Bactrim  therapy 
outperforms  10-day 
ampicillin  therapy 


In  a multicenter,  double-blind  study  of  patients  with 
chronic  or  frequently  recurrent  urinary  tract  infection, 
Bactrim  1 0-day  therapy  outperformed  ampicillin 
10-day  therapy  by  27.2%,  when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  “clear  culture”  was  1 000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occurwith  these  drugs.  See  manufacturer’s 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC’s  and 
urinalyses  with  microscopic  examination. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials.  Bioequiv- 
alency studies  show  one  Bactrim  DS  double  strength  tablet  is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1 tablet  B.LD 


Baetrim 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


2 tablets  B.LD 


For  chronic  or  frequently  recurrent  cystitis 
and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morgana. 

A/07'£;  The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole" indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  "Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  "Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications;  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  countof  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemiaand  methemoglobinemia.  A//erg/c  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age; 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


In  a muiticenter  stucK'  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Baqtrimwas  272%  more 
effective  than  ampicillin  in 
keeping  patients 
infection-free  for  8 weeks.' 
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Bactrim-70.5%  of  78  patients  infection-free  at  8 weeks. 
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ampicillin-55.4%  of  74  patients  infection-free  at  8 weeks. 

*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  between 
Bactrim  and  ampicillin  results  (15.1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page. 


Double  Strength  tablets 
Just  1 tablet  B.LD. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show  one  Bactrim  DS  double  strength 
tablet  Is  equivalent  to  two  Bactrim  tablets. 
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ON  THE  COVER 

While  awaiting  kidney 
transplants,  some  chil- 
dren must  undergo  regular 
dialysis.  Texas  now  has  a 
facility  specifically  designed 
and  staffed  for  the  hemo- 
dialysis of  small  children. 
The  techniques  and  prob- 
lems associated  with  this 
procedure  are  described  in 
the  article  beginning  on 
page  37. 

NEXT  MONTH 

In  July  we  will  begin  pub- 
lishing comprehensive  re- 
view articles  prepared  in 
cooperation  with  Texas 
medical  schools.  The  first 
two,  dealing  with  cardiopul- 
monary emergencies,  are 
from  The  University  of 
Texas  Medical  Branch. 
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Testing  in  Humans: 
WhOyWhere  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manuficturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

1,  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3»When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5* PMA  recognizes  that  the  physician- 
investigator  h.as,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manuficturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

lO. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11  • PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate lollow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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AMA  annual  convention  scheduled  in  Dallas  this  month 

Dallas  will  serve  as  host  city  to  the  125th  Annual  Convention  of  the 
American  Medical  Association  June  26  - July  1. 

Continuing  medical  education  will  provide  a major  thrust  of  the 
meeting’s  activities  with  new  and  expanded  teaching  methods  be- 
ing implemented.  There  will  be  audio  and  tape  demonstrations, 
computer-assisted  instruction,  pre-  and  post -tests  for  self  evalua- 
tion, “hands  on”  manikin  practice,  and  many  opportunities  to  par- 
ticipate in  small  group  discussions.  There  are  30  medical  motion 
pictures  scheduled  throughout  the  convention. 

Physicians  will  be  able  to  choose  from  57  postgraduate  courses  and 
47  scientific  sessions. 

There  are  many  other  attractions  including  300  exhibits,  the  18th 
National  Conference  on  the  Medical  Aspects  of  Sports,  the  Exhibi- 
tion of  Physicians’  Art,  and  the  60th  Annual  Golf  Tournament 
scheduled  for  Brook  Haven  Country  Club. 

The  AMA  House  of  Delegates  will  convene  June  27  with  a full 
agenda  of  business  items. 

In  addition,  the  53rd  annual  convention  of  the  AMA  Auxiliary  will  be 
held  June  27-30.  The  meeting  will  feature  a combination  of  business 
sessions,  educational  programs,  and  social  events. 

All  AMA  members  are  encouraged  to  attend  the  convention.  Com- 
plete program  listings  are  included  in  the  April  19  Journal  of  the 
American  Medical  Association. 

Delegates  discuss  review  programs,  professional  liability, 
continuing  medical  education  at  May  meeting  in  Dallas 

Meetingduringthe  1976  Annual  Session  in  Dallas,  theTexas  Medical 
Association’s  House  of  Delegates  endorsed  seven  principles  relating 
to  health  care  review  programs.  The  action  followed  recommenda- 
tions made  by  a special  reference  committee  studyingthe  issues  of 
utilization  review,  quality  assurance,  and  professional  standards  re- 
view organization  (PSRO). 

The  delegates  adopted  the  following  premises. 

• The  design  and  implementation  of  these  (review)  programs  should 
be  controlled  by  physicians. 

• Provisions  should  be  made  so  that  the  review  mechanism  is  the 
sameforall  programs  to  which  itistoapply. 

• Program  design,  including  all  of  the  details  of  the  program,  should 
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allow  for  change  and  flexibility. 

• Adequate  trial  periods  of  performance  should  be  accomplished 
prior  to  linkage  with  claims  processing, 

• Programs  must  be  flexible  enough  to  take  into  account  local  cir- 
cumstances and  initiative. 

• As  with  any  organization,  one  developed  for  professional  and 
claims  review  purposes  must  have  a well  delineated,  effective,  and 
accepted  line  of  authority,  responsibility,  and  accountability. 

• Since  at  present  most  quality  review  programs  are  institutionally 
based,  there  should  be  joint  effort,  consensus,  and  support  between 
administrative,  board,  and  professional  elements. 

The  delegates  reiterated  the  previous  position  of  the  House  of  Dele- 
gates that  it  is  the  individual's  choice  and  right  as  to  whether  or  not 
he  will  participate  in  any  review  mechanism. 

In  addition,  the  delegates  voted  to  endorse  and  support  the  Texas 
Medical  Foundation  and  its  Texas  Admissions  Review  Program 
(TARP).  TMF  was  requested  to  develop,  through  TARP,  a single,  uni- 
form, across-the-board  utilization  review  program  for  the  whole  state 
of  Texas,  with  enough  flexibility  to  adapt  to  all  problems. 

In  regard  to  PSRO,  the  House  of  Delegates  restated  its  support  of  the 
Texas  Institute  for  Medical  Assessment  (TIMA)  and  commended  the 
Board  of  T rustees  and  the  Office  of  Legal  Counsel  for  the  victory  in 
the  suit  challenging  the  Secretary  of  HEW’s  designation  of  PSRO 
areas  in  Texas. 

Professional  liability 

At  the  request  of  both  the  outgoing  and  incoming  presidents,  the 
House  of  Delegates  established  a special  ad  hoc  committee  to  deal 
with  the  isue  of  professional  liability  insurance.  Three  specific 
charges  were  approved  for  the  committee’s  work:  (1)  to  coordinate 
and  implement  the  association’s  multifaceted  approach  to  ease  the 
professional  liability  insurance  crisis;  (2)  to  not  duplicate  present 
activities  of  standing  councils  and  committees  or  to  assume  authority 
for  responsibilities  currently  delegated  by  the  Constitution  and  By- 
laws to  other  groups;  and  (3)  to  present  a progress  report  to  the 
House  of  Delegates  thisfallandafinal  reportatthe  1977  Annual 
Session.  The  committee  will  be  discharged  at  the  time  of  its  final 
report. 
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The  ad  hoc  committee  will  be  com- 
posed of  the  incoming  president,  vice 
president,  presidentelect,  immediate 
past  president,  the  two  physician  ap- 
pointees to  the  Texas  Medical  Profes- 
sional Liability  Study  Commission, 
and  the  chairmen  of  the  Councils  on 
Medical  Legislation  and  Communica- 
tion, the  Committee  on  Professional 
Insurance,  Board  of  Trustees,  and 
TEXPAC.  In  addition,  the  committee 
will  include  a representative  from  the 
Texas  Orthopaedic  Association,  the 
Texas  Society  of  Anesthesiologists, 
the  Texas  Society  of  Plastic  Surgeons, 
and  the  Texas  Association  of  Neuro- 
logical Surgeons. 

Upon  recommendation  of  the  refer- 
ence committee  which  studied  pro- 
posals pertainingto  compulsory  con- 
tinuing medical  education  as  a pre- 
requisite forTMA  membership,  the 
delegates  adopted  a substitute  reso- 
lution which  called  forthe  develop- 
ment by  TMA,  in  cooperation  with  its 
component  medical  societies  and 
specialty  organizations,  of  a formal 
program  forthe  accreditation  of  con- 
tinuing medical  education.  Guidelines 
are  to  be  established  by  the  Council 
on  Medical  Education  and  Hospitals 
and  the  Board  of  T rustees.  The  dele- 
gates also  directed  the  Council  on 
Medical  Education  and  Hospitals  to 
accomplish  feasibility  studies  direct- 
ed toward  defining  mechanisms  for 
continuing  education  requirements 
for  membership  in  TMA  and  request- 
ed the  council  to  present  its  report 
and  recommendations  at  the  next 
meeting  of  the  House  of  Delegates. 

Other  actions 

The  delegates  unanimously  adopted 
a resolution  which  pledged  TMA’s  full 
supportto  protectingthe  populace 
from  swine  influenza  by  actively 
participating  in  the  establishment  of 
priorities,  planningforand  adminis- 
teringthe  vaccine  in  the  private  sec- 
tor, and  supportingand/orassisting 
public  health  officials  in  their  im- 
munization efforts. 


Several  key  association  officers  were 
elected  by  the  delegates  including 
Dr.  John  M.  Smith,  Jr.,  San  Antonio, 
presidentelect;  Dr.  Sheridan  S. 

Evans,  McAllen,  vice  president;  and 
Dr.  Sam  N.  Key,  Jr.,  Austin,  and  Dr. 
Walter  A.  Brooks,  Quanah, 
trustees. 

Dr.  L.  S.  Thompson,  Jr.,  Dallas,  was 
installed  as  president. 

Dr.  James  E.  Peavy  was  commended 
for  his  16-yeartenure  as  Commis- 
sionerof  Health. 

Dr.  Joe  T.  Nelson  was  named  as  re- 
cipient of  the  TMA  Distinguished 
Service  Award.  The  delegates  cited 
the  many  hours  of  dedicated  service 
that  Dr.  Nelson  has  spent  on  behalf 
of  his  profession  and  community. 
Elected  to  member  emeritus  status 
were  Dr.  Charles  Willingham,  Tyler; 
Dr.  Charles  P.  Hardwicke,  Austin;  Dr. 
Max  E.  Johnson,  San  Antonio,  and  Dr. 
Paul  R.  Harrington,  Houston. 

In  addition,  the  delegates  commend- 
ed Donald  M.  Anderson,  TMA  assist- 
ant executive  director,  for  his  con- 
tributions during  his  20  years  with  the 
association. 


Medical  foundation 
reports  progress 

The  Central  Texas  Medical  Founda- 
tion has  had  an  outstanding  year  in 
its  recruitment  of  qualified  physi- 
cians in  training,  according  to  Dr. 
Earl  B.  Matthew,  director  of  medical 
services  and  education  for  the 
foundation. 

Dr.  Matthew  reported  there  were 
204  applicants  for  the  20  first  year 
postgraduate  positions  in  internal 
medicine,  pediatrics,  family  practice, 
and  theflexible  internship. 

The  Central  Texas  Medical  Founda- 
tion was  created  by  the  T ravis 
County  Medical  Society  in  1972  for 
the  purpose  of  solving  some  of  the 
problems  of  health  care  in  Central 
Texas. 


TEXAS  MEDICINE 


This  brochure  was  recently  mailed  to 
members. 

Following  our  custom,  the  brochure  is 
lengthy  and  specific  as  far  as  benefits 
and  restrictions  are  concerned  so  that 
you  will  have  sufficient  information  on 
which  to  pursue  your  insurance  re- 
quirements. 

Remember,  when  an  insurance  claim  is 
paid  is  a poor  time  to  learn  the  benefits 
you  have  — or  worse,  what  you  do  not 
have. 


For  information  or  service 
contact 

Insurance  Service  Office 

TEXAS  MEDICAL  ASSOCIATION 

1801  N Lamar  Blvd. 

Austin,  Texas  78701 


Prudential 

Group  Insurance 
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New  flu  vaccine 
undergoing  study 

Clinical  studies  were  to  be  conducted 
with  the  new  swine  virus  vaccines  in 
late  April  to  determine  the  proper 
dose  and  schedule  for  vaccine  in  chil- 
dren, accordingto  a statement  re- 
leased by  the  American  Academy  of 
Pediatrics’  Committee  on  Infectious 
Diseases. 

The  statement  supported  the  federal 
plan  to  immunize  virtually  the  entire 
population  againstthe  swine  flu  virus 
because  of  “(1)  the  evidence  of  per- 
son-to-person spread;  (2)  the  ab- 
sence of  protective  antibodies  among 
the  great  majority  of  our  population; 
(3)  the  possibility  of  a serious  nation- 
al epidemic;  and  (4)  the  early  detec- 
tion of  this  new  virus.” 

The  statement  also  pointed  out  that 
experience  with  influenza  virus  vac- 
cines in  infants  and  children  is  lim- 
ited. Older  influenza  virus  vaccines 
were  recommended  only  for  those 
children  in  high  risk  groups  because 
of  the  heightened  reactivity  and  un- 
certainty of  proper  dosage. 

Because  of  this  lack  of  experience, 
the  committee  called  for  carefully 
planned  and  executed  clinical  studies 
to  provide  information  on  which  to 
base  recommendations  for  vaccine 
utilization  in  the  pediatric  popula- 
tion. Physicians  and  other  health 
personnel  will  receive  this  informa- 
tion and  recommendations  as  soon 
as  they  become  available. 

AM  A reaffirms  position 
on  advertising 

A statement  on  advertising  and  soli- 
citation by  physicians,  reaffirming 
long-standing  policy,  was  adopted  by 
the  American  Medical  Association’s 
Judicial  Council  at  a meeting  in  San 
Francisco  in  April. 

The  council  said  the  AMA’s  Principles 
of  Medical  Ethics  ‘‘are  intended  to  dis- 
courage abusive  practices  which  ex- 
ploit patients  and  the  public  and  in- 
terfere with  freedom  in  making  an 


informed  choice  of  physicians  and 
free  competition  among 
physicians.” 

In  its  statement,  the  Judicial  Council 
points  out  that  the  principles  ‘‘do  not 
proscribe  advertising;  they  pro- 
scribe the  solicitation  of  patients.” 
Physicians  may  furnish  information 
to  the  public  through  ‘‘the  accepted 
local  media  of  advertising  or  com- 
munication which  are  open  to  all  phy- 
sicians on  like  conditions,”  the  coun- 
cil said.  As  examples  it  gave  office 
signs,  professional  cards,  dignified 
announcements,  telephone  directory 
listings,  and  reputable  directories. 
The  council  said  the  information 
could  include  the  physician’s  name, 
type  of  practice,  office  location,  of- 
fice hours,  and  other  information 
‘‘that  will  enable  people  to  make  a 
more  informed  choice  of  physician.” 
If  the  physician  chooses  to  supply  fee 
information  to  a reputable  direc- 
tory, the  council  stated,  the  ‘‘data 
may  include  his  charge  for  a stan- 
dard office  visit  or  his  fee  or  range 
of  fees  for  specific  types  of  services, 
provided  disclosure  is  made  of  the 
variable  and  other  pertinent  factors 
affecting  the  amount  of  the 
fee.” 

The  council  defined  solicitation  as 
‘‘the  attempt  to  obtain  patient  by  per- 
suasion or  influence  using  state- 
ments or  claims  which  (1)  contain 
testimonials;  (2)  are  intended  or 
likely  to  create  inflated  or  unjustified 
expectations  of  favorable  results; 

(3)  are  self-laudatory  and  imply  that 
the  physician  had  skills  superiorto 
other  physicians  engaged  in  his  field 
or  specialty  of  practice;  or  (4)  con- 
tain incorrect  or  incomplete  facts, 
or  representations  or  implications 
that  are  likely  to  cause  the  average 
person  to  misunderstand  or  be 
deceived.” 

The  Texas  Medical  Association’s 
Board  of  Councilors  has  fully  sup- 
ported the  AMA  in  its  efforts  to  up- 
hold these  principles  which  have  a 
historical  and  traditional 
basis. 
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Examiners  approve 
licensure  rule 

The  Texas  State  Board  of  Medical  Ex- 
aminers has  approved  a rule  relat- 
ing to  reciprocity  licensure. 

The  new  rule  states  that  after  Jan  1 , 
1977,  the  board  will  not  accept  for  li- 
censure by  reciprocity  “licensees  of 
other  states  who  were  licensed  in 
those  states  by  examination  adminis- 
tered after  Jan  1,  1977,  unless  such 
license  is  based  upon  passage  of  the 
FLEX  Examination,  provided,  howev- 
er, that  this  rule  will  not  be  applica- 
ble to  reciprocity  applications  from 
licentiates  of  Canadian 
provinces.” 

MCAT  to  be  replaced 

The  Medical  College  Admission  Test 
(MCAT)  will  be  replaced  in  1977  by  a 
newtest  that  will  emphasize  skills 
and  problem-solving  instead  of  sim- 
ple factual  knowledge. 

The  new  test  is  the  result  of  three 
years  of  development  by  the  Associa- 
tion of  American  Medical 
Colleges. 

“This  is  a radical  departure  from 
anything  ever  done  before”  in  admis- 
sions testing,  according  to  James  L. 
Angel,  director  of  AAMC’s  Medical 
College  Admissions  Assessment  Pro- 
gram, which  developed  the 
test. 

Some  important  features  of  the  new 
exam  include  the  following:  (1)  Sci- 
ence knowledge  has  been  de-empha- 
sized,  so  that  applicants  with  aca- 
demic backgrounds  in  nonscience 
areas  will  not  be  at  a disadvantage. 
(2)  There  will  be  a separate  part  of 
the  exam  to  test  “problem-solving 
ability,”  with  a separate  score  for 
that  section  reported  to  medical 
schools,  to  help  applicants  with  dis- 
advantaged educational  back- 
grounds, such  as  minority-group 
students.  (3)  The  old  “general  infor- 
mation” portion  of  the  MCAT  has 
been  eliminated;  medical  school  ap- 
plicants will  no  longer  be  expected  to 


know  anything  about  opera  or  Eng- 
lish literature,  for  example.  (4) 
Mathematics  questions  will  no  longer 
require  a knowledge  of  formulas  and 
equations,  but  instead  will  require  a 
grasp  of  logical  math  concepts.  (5) 
Some  questions  in  the  new  test  will 
“simulate”  clinical  situations,  in  that 
test-takers  will  be  asked  to  make  de- 
cisions in  “medically-related 
topics.” 

Harris  County  wins 
publication  award 

The  Harris  County  Physician,  the  bul- 
letin of  the  Harris  County  Medical 
Society  in  Houston,  was  one  of  two 
top  county  medical  publications  se- 
lected in  national  competition  by  San- 
doz  Pharmaceuticals. 

The  winning  publications  were  select- 
ed for  their  appearance  and  editori- 
al content.  Each  publisher  will  re- 
ceive $500  and  a plaque.  Dr.  L.  Rod- 
ney Rodgers  is  editor  of  the  Houston 
publication. 

International  group  chooses 
Houston  as  headquarters 

The  International  Association  of 
French-speaking  Anesthesiologists 
has  chosen  Houston  as  its  U S head- 
quarters. 

The  association  has  several  goals:  to 
provide  American  anesthesiologists 
with  information  regarding  prog- 
ress made  and  published  in  French- 
speaking  countries  related  to  anes- 
thesia; to  establish  exchange  pro- 
grams between  American,  French, 
and  Belgium  anesthesiologists  and/ 
or  departments  of  anesthesiology; 
and  to  organize  in  the  United  States 
Franco-American  symposiums. 
Houston  has  been  chosen  for  the 
first  symposium  to  be  held  in 
1977. 

Membership  applications  may  be  ob- 
tained by  writing  to  the  association, 
7603  Bellfort,  Suite  130,  Houston 
77061. 
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froia  the  leader  in  antianginal  therapy 


•Indications:  Based  on  a review  of  this  drug  by  the  \ 
National  Academy  of  Sciences-National  Research  V 
Council  and/or  other  information,  FDA  has  classified  \ 
the  indication  as  follows:  \ 

“Possibly”  effective:  When  taken  by  the  oral  route,  \ 
Isordil  is  indicated  for  the  relief  of  angina  pectoris  \ 
(pain  of  coronary  artery  disease).  It  is  not  intended  to  ^ 
abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris 
Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


RDIU  TEinBIDr  Capsules 

[Isosorbide  dinitrate] 

SUSTAINED  ACTION  CAPSULES,  40  mg 

provide  8 to  10  hours  of  sustained  effect 
in  the  prophylaxis  of  angina  pectoris* 


Isordil  Tembids  Capsules  offer 
a convenient  maintenance 
regimen  for  round-the-clock 
protection  against  attacks  of 
angina  pectoris.  Because  of 
their  sustained  action  they 
are  especially  useful  in  the 
treatment  of  nocturnal  an- 
gina. The  frequently  satisfac- 
tory b.i.d.  dosage  regimen  en- 
courages patient  compliance. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early 
days  of  the  acute  phase  of  myocardial  infarction  (the  period  . 
during  which  clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

Precautions:  Tolerance  to  this  drug  and  cross  tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Head- 
ache is  common  and  may  be  severe  and  persistent.  Transient 
episodes  of  dizziness  and  weakness  as  well  as  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypotension  may  occasion- 
ally develop.  This  drug  can  act  as  a physiological  antagonist  to 
norepinephrine,  acetylcholine,  histamine,  and  many  other  agents. 

An  occasional  individual  exhibits  marked  sensitivity  to  the  hypoten- 
sive effects  of  nitrite,  and  severe  responses  (nausea,  vomiting,  weak- 
ness, restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  therapeutic  dose.  Alcohol  may  enhance  this  effect. 
Drug  rash  '-'r  exfoliative  dermatitis  may  occasionally  occur. 
Dosage:  Every  6 i ■' 12  hours  according  to  need. 

Consult  direction  c..-  u/ar  before  prescribing. 

May  we  send  you  rep.  'nts,  detailed  information 
and/or  professional  samples? 


TEMBIDS®— TRADE  M 


kiNEtJ  ACTION  CAPSULES 


IVES  LABORATORIES  INC. 

685  Third  Avenue 
New  York,  Nevr  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 


Financial  workshops  slated 

“Financial  Control  of  Your  Medical 
Practice”  is  the  title  of  four  half-day 
workshops  to  be  co-sponsored  this 
month  by  the  Texas  Medical  Associa- 
tion and  the  American  Medical 
Association. 

The  workshops  are  scheduled  for 
June  15  in  Fort  Worth,  June  16  in 
Dallas,  June  17  in  Houston,  and  June 
18  in  San  Antonio.  All  four  work- 
shops will  be  from  1 pm  to 
5 pm. 

The  workshops  will  be  conducted  by 
Conomikes  Associates,  a nationally 
recognized  medical  practice  consult- 
ing firm,  also  known  for  their  two- 
day  workshops  presented  for  sever- 
al national  specialty  societies.  Work- 
shop topics  include  daily  monitoring 
of  accounts  receivable,  better  use  of 
ledger  cards,  petty  cash,  reducing 
billing  costs,  collection  policies,  and 
better  cash  flow. 

Each  workshop  is  limited  to  35  physi- 
cians. No  office  personnel  will  be  al- 
lowed to  attend.  The  registration  fee 
for  a workshop  is  $62.50  and  in- 
cludes a take-home  note- 
book. 

Registration  fees  (indicatingthe  city 
of  the  desired  workshop)  or  inquir- 
ies should  be  directed  to  Paul  D. 
Gray,  TMA,  1801  N Lamar  Blvd, 
Austin  78701. 


Washington  state 
to  require 

continuing  education 

The  Professional  Licensing  Division 
of  the  Washington  State  has  an- 
nounced upcoming  continuing  med- 
ical education  rules  for  phy- 
sicians. 

The  Washington  State  Board  of  Medi- 
cal Examiners  was  authorized  to  es- 
tablish rules  for  mandatory  continu- 
ing education  by  the  state  legislature 
in  1975.  The  new  rules  will  affect 
about  10,000  physicians  licensed  in 
the  state.  Of  that  total  6,000  are  in 


active  practice.  The  remainder  are 
either  retired  or  living  in  other 
states. 

The  proposed  rules  would  call  for  50 
credit  hours  of  continuing  education 
each  year. 

Board  announces 
exam  results 

The  Texas  State  Board  of  Medical  Ex- 
aminers has  reported  that  52  per- 
sons took  the  clinical  exam  in  Decem- 
ber, 1975. 

Of  this  number,  33  were  repeats 
only.  Four  persons  failed.  A total  of 
129  persons  took  the  FLEX  exam. 
There  were  90  foreign  graduates, 

23  Texas  graduates,  and  16  out-of- 
state  graduates  who  took  the  FLEX. 
Forty-eight  persons  failed  the  FLEX, 
and  three  who  took  the  Jurispru- 
dence only  failed  that  exam. 

In  additional  recent  actions,  the 
board  approved  185  reciprocity  ap- 
plications for  licensure,  denied  licen- 
sure to  one  reciprocity  applicant, 
and  deferred  action  on  two  others. 
Five  duplicate  licenses  were 
issued. 

Blue  Cross  reports 
delays  overcome 
in  profile  processing 

Blue  Cross-Blue  Shield  of  Texas  has 
reported  that  requests  by  physicians 
for  customary  and  prevailing  pro- 
files are  being  processed  in  ten  to  14 
days’  time. 

Dr.  Louis  W.  Conradt,  vice  president 
and  medical  director,  said  there 
were  initial  profile  calculation  prob- 
lems which  delayed  response  time 
last  fall.  However,  he  said  that  since 
November,  the  Reasonable  Charge 
Department  has  had  weekly  access  to 
the  computer,  cutting  the  response 
time  to  no  more  than  ten  to  14 
days. 

The  report  came  in  response  to  alle- 
gations by  the  Texas  Medical  Founda- 
tion that  some  of  its  member  physi- 
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cians  felt  they  had  waited  unneces- 
sary lengths  of  time  to  receive  their 
profiles.  Subsequently,  the  founda- 
tion offered  to  request  the  profiles 
from  Blue  Cross-Blue  Shield  for  all 
TMF  physician  members  and  to 
record  the  time  required  to  receive 
the  information. 

Study  reveals 
little  incidence 
of  unjustified  surgery 

Using  a technique  hailed  by  federal 
officials  as  “the  most  comprehensive 
assessment  study  in  the  country,”  a 
New  York  group  found  that  the  inci- 
dence of  unjustified  surgery  in  12 
Brooklyn-Long  Island  hospitals  was 
“less  than  1 %.” 

The  findings  are  reported  in  the 
March  issue  of  the  journal  of  the 
Medical  Society  of  the  State  of  New 
York.  The  study  extended  over  a pe- 
riod of  several  years,  with  the  aid  of 
other  groups,  and  included  1,900  di- 
agnoses and  3,800  procedures. 

Committee  to  study 
medical  discipline 

The  medical  profession’s  self-regu- 
lating and  self-policing  mechanisms 
will  be  studied  preparatory  to  over- 
haul and  expansion  with  the  appoint- 
ment by  the  American  Medical  Asso- 
ciation in  March  of  a new  Ad  Hoc 
Committee  on  Medical 
Discipline. 

The  committee  will  study  the  discipli- 
nary mechanisms  of  medical  associa- 
tions and  determine  the  effective- 
ness of  medical  discipline;  recom- 
mend appropriate  modifications  in 
medical  self-regulation  and  appro- 
priate legislation  and  governmental 
regulations;  recommend  improve- 
ments in  state  legislation  and  licen- 
sure board  regulations;  review  the 
procedures  by  which  hospitals  limit 
privileges  within  the  individual  phy- 
sician’s competence,  and  study  the 
relationship  between  medical  discip- 


line and  malpractice  claims. 

Named  bythe  AMA  Board  of 
Trustees  as  chairman  of  the  new 
committee  is  Dr.  Charles  Smeltzer, 
of  Knoxville,  Tenn.  Dr.  Smeltzer  is  a 
former  chairman  of  the  AMA  Judi- 
cial Council  and  has  long  been  work- 
ing with  problems  of  medical  ethics 
and  medical  discipline. 

Dallas’  physician’s  assistants 
rank  high  nationally 

The  second  class  of  physician’s  assis- 
tants graduated  by  The  University  of 
Texas  School  of  Allied  Health  Scienc- 
es at  Dallas  has  placed  in  the  upper 
20%  of  similar  programs  through- 
out the  United  States,  according  to 
Allied  Health  Dean  John 
Schermerhorn. 

“We  had  13  candidates  from  the 
1975  class  who  took  the  certifying 
examination  of  the  National  Commis- 
sion on  the  Certification  of  Physi- 
cians’ Assistants  and  they  scored 
tenth  out  of  52  programs  participat- 
ing,” he  said. 

The  top  scorer  of  the  Dallas  stu- 
dents, Deborah  Lawrason,  also 
scored  very  near  the  top  of  all  1 ,400 
students  who  took  the  tests.  Dr. 
Schermerhorn  added. 

Insurance  directive  issued 

Commissioner  of  Insurance  Joe  Haw- 
kins issued  a directive  in  March  to 
require  all  physicians  who  cannot  ob- 
tain insurance  in  the  private  licensed 
market  to  submit  an  application  to 
the  Joint  Underwriting  Association 
(JUA)  rather  than  a surplus  lines 
carrier. 

In  giving  his  reasons  for  the  direc- 
tive, Commissioner  Hawkins  stated 
that  the  JUA  is  part  of  the  “admitted 
market”  and  according  to  the  sur- 
plus lines  provisions  of  the  Insur- 
ance Code,  applications  must  be  sub- 
mitted to  the  JUA  prior  to  turning  to 
the  surplus  lines  market.  He  also 
stated  that  he  has  serious  reserva- 
tions about  the  stability  of  thesur- 
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plus  lines  companies  and  about  the 
policy  forms  which  they  are  current- 
ly using.  He  further  expressed  the 
opinion  that  the  JUA  policy  and  cov- 
erage is  superior  to  that  of  the  sur- 
plus lines  companies. 

Although  strong  arguments  are 
coming  from  surplus  lines  agents, 
Commissioner  Hawkins  indicated 
that  he  planned  to  stand  by  his  posi- 
tion. The  agents  are  considering  ap- 
pealing the  matter  to  the  full  Board 
of  Insurance  on  the  grounds  that  the 
directive  falls  within  the  definition  of 
a "rule”  under  the  new  Administra- 
tive Practices  Act  and  that  this  rule 
was  not  promulgated  after  due  no- 
tice to  interested  parties. 

Tuberculin  test 
required  for 
school  personnel 

According  to  a statement  by  the  Divi- 
sion of  T uberculosis  Control  of  the 
Texas  Department  of  Health  Re- 
sources, state  law  requires  school 
personnel  to  furnish  evidence  to  the 
governing  body  of  a public  school 
that  they  have  been  examined  for 
tuberculosis. 

The  certificate  furnished  the  school 
board  must  be  signed  by  a person  li- 
censed to  practice  medicine  in  the 
state.  The  tuberculosis  control  ser- 
vices is  not  responsible  for  doing  the 
examination,  nor  is  it  responsible 
for  signing  the  certificate. 

If  the  person  is  determined  to  be  a tu- 
berculosis suspect  or  to  have  tuber- 
culosis, he  must  be  reported  as 
such.  Follow-up  may  be  provided  by 
the  state  tuberculosis  control  ser- 
vices. School  personnel  who  are 
placed  on  prophylactic  medication 
or  treatment  may  receive  supervis- 
ion and  drugs  from  the  Division  of 
Tuberculosis  Control. 

Following  completion  of  prophylaxis 
or  treatment,  subsequent  examina- 
tions made  to  comply  with  the  state 
law  will  not  be  the  responsibility  of 
the  division. 


Preliminary  approval  granted 
for  UTMB  outpatient  expansion 

A new,  five-story,  175,000  square 
foot  Ambulatory  Care  Center  and  a 
separate  but  associated  parking  fa- 
cility for  approximately  400  cars  at 
The  University  of  Texas  Medical 
Branch  at  Galveston,  received  pre- 
liminary approval  by  the  UT  Sys- 
tem’s Board  of  Regents  at  its  March 
26  meeting. 

Board  action  to  allow  the  medical 
branch  to  proceed  with  preliminary 
plans  and  specifications  and  appoint 
ment  of  project  architects  followed 
the  report  of  a feasibility  study  con- 
ducted by  Medical  Planning  Associ- 
ates of  Los  Angeles,  Calif.  Regental 
action  will  be  required  following  com- 
pletion of  the  preliminary 
plans. 

The  report  documents  a national 
trend  toward  dramatic  growth  of  in- 
stitutionalized outpatient  care  and 
supplies  evidence  that  ambulatory 
clinics  provide  the  most  cost-effec- 
tive method  for  medical  care,  form- 
ingthe  foundation  of  the  Health  Ser- 
vices System  in  the  United 
States. 

Rocky  mountain  spotted  fever 
incidence  range  enlarging 

Rocky  Mountain  Spotted  Fever, 
which  had  a startling  increase  in 
Texas  last  year,  also  is  showing  an- 
other pattern  of  concern  to  theTex- 
as  Department  of  Health  Resources 
— the  range  of  the  disease  and  in- 
fected ticks  is  enlarging. 

Duringthe  11-year  period  of  1964 
through  1974,  a total  of  105  human 
cases  of  Rocky  Mountain  Spotted  Fe- 
ver was  officially  reported  in  Texas. 
The  vast  majority  of  cases  had  con- 
tact with  ticks  in  the  eastern  and 
northeastern  areas  of  the  state.  In 
1975,  34  human  cases  were  report- 
ed— one-third  of  the  total  number 
reported  for  the  entire  preceding 
1 1 years.  The  apparent  spread  of 
cases  into  new  areas,  in  addition  to 


Volume  72,  June,  1976 


NEWS 


the  hazardous  Northeast  and  East 
Texas,  alarms  public  health  officials, 
and  a statewide  surveillance  pro- 
gram is  being  conducted  by  the  De- 
partment of  Health  Resources.  Ac- 
cording to  health  officials,  the  in- 
crease in  reported  human  cases  may 
in  part  be  due  to  better  recognition 
of  the  disease.  However,  they  empha- 
size that  the  current  situation  estab- 
lishes the  need  for  continued  and  ex- 
panding surveillance. 


seems  to  increase  the  risk  of  liver 
disease  among  subjects  receiving 
isoniazid.  Progressive  liver  damage 
is  observed  rarely  under  20  years  of 
age,  up  to  .3%  at  ages  20-34  years, 
upto  1.2%  at  35-40  years,  and  up 
to  2.3%  at  50  years  and  over.  Daily 
use  of  alcohol  may  also  increase  the 
risk.  The  frequency  may  vary  from 
place  to  place  and  time  to  time,  de- 
pending on  factors  not 
known. 


Baylor  receives  grant 
to  pursue  retinal  research 

Baylor  College  of  Medicine,  Houston, 
has  been  awarded  a $750,000  grant 
from  the  Sarah  Campbell  Blaffer 
Foundation  for  the  establishment  of 
the  Sarah  Campbell  Blaffer  Chair  of 
Ophthalmology  in  the  area  of  retinal 
research. 

Accordingto  Mrs.  Kenneth  Dale 
Owen,  Mrs.  Blaffer’s  daughter,  her 
mother’s  greatest  pleasures  were 
those  made  possible  through  her 
sight.  From  her  birth  in  1886  to  her 
death  in  1975,  she  was  an  energetic 
collector  of  beauty  and  art.  It  was 
her  appreciation  of  art  and  the  belief 
that  it  should  be  shared  visually  with 
others  that  guided  Mrs.  Blaffer  to 
her  interest  in  ophthal- 
mology. 

In  makingthe  announcement.  Dr.  Mi- 
chael E.  DeBakey,  Baylor  president, 
said  the  college  is  seeking  to  recruit 
a recognized  leader  in  retinal  re- 
search and  ocular  pathology  to 
strengthen  Baylor's  programs  in 
ophthalmology. 

Isoniazid  therapy  linked 
to  liver  disease 

Accordingto  the  Texas  Medical  Asso- 
ciation’s Committee  on  Tuberculosis 
and  Chronic  Respiratory  Diseases, 
liver  disease  can  occur  in  patients 
receiving  isoniazid  therapy  to  pre- 
vent tuberculosis. 

Age  is  the  predominant  factor  that 


The  liver  disease  that  develops  is  not 
the  result  of  any  particular  manufac- 
turing process  or  contaminant.  The 
development  of  liver  disease  is  not 
predictable  in  any  individual  patient. 
The  morphologic  pathology  of  isoni- 
azid liver  disease,  as  presently  un- 
derstood, does  not  permit  its  ready 
differentiation  from  viral  hepatitis. 
Routine  monitoring  by  laboratory 
tests  (SCOT,  SGPT)  is  not  useful  in 
predicting  hepatic  disease  in  isoni- 
azid recipients. 

The  use  of  isoniazid  with  appropriate 
safeguards  must  be  based  on  a com- 
parison of  the  benefit  of  preventive 
therapy  with  the  risk  of  hepatic  in- 
jury. For  positive  tuberculin  reac- 
tors under  35  years  of  age,  the  bene- 
fit of  isoniazid  therapy  in  preventing 
tuberculosis  clearly  outweighs  the 
risk  of  hepatitis,  even  in  the  absence 
of  additional  risk  factors.  In  positive 
tuberculin  reactors  35  years  and  ov- 
er, the  risk  of  hepatitis  precludes  the 
routine  use  of  preventive  therapy. 
However,  the  presence  of  additional 
risk  factors  may  increase  the  likeli- 
hood of  subsequent  tuberculous  dis- 
ease sufficiently  to  warrant  offering 
preventive  therapy  regardless  of 
age. 

No  significant  changes  are  made  in 
the  recommendations  for  preventive 
therapy  for  the  following  groups, 
listed  in  order  of  priority: 

a.  Household  members  and  other 
close  associates  of  persons  with  re- 
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COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  ^^eate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  comrTi;pll  to  constipation. 
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COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 
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TEXAS  REPRESENTATIVES 

Robert  f.  Reiman,  3201  Clearview,  Austin  78703 

A.  F.  Ennis,  Jr.,  B.  C.  Crim  and  G.  C.  Desorcy,  Suite  210,  712  N.  Washington,  Dallas  75246 
Richard  B.  Ross  and  Wayne  L.  Kirk,  1508  Hermann,  Prof.  Bldg.,  Houston  77025 
Michael  C.  Rollons,  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 


Telephone 

Telephone 

Telephone 

Telephone 


(512)  472-9603 
(214)  821-4640 
(713)  797-9835 
(512)  344-5901 


THE  PSYCHIATRIC  INSTITUTE 


OF  MEXICO  CITY 

In  beautiful  Lomas  de  Chapultapec 

• U.S.  trained  bilingual  medical  staff 

• High  staff-to-patient  ratio 

• Conforms  to  highest  U.S.  standards  of  mental 
health  care 

• Restful,  therapeutic  surroundings 

• Modern,  comfortable  accommodations,  including 
private  bungalows 

Treatment  programs  include: 

Individual  and  Group  Psychotherapy 
Alcohol  Detoxification  and  Rehabilitation 


Psychological  Testing 
Individual  Psychoanalysis 


For  information  contact;  Rod  O'Connor,  Administrator,  Psychiatric  Institute  of  Mexico  City,  Paseo  de  la  Reforma  2600,  Lomas  de  Chapul- 
tapec, Mexico  10,  D.F.  Affiliate  of  The  Psychiatric  Institutes  of  America. 
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cently  diagnosed  tuberculous 
disease. 

b.  Positive  tuberculin  reactors  with 
findings  on  the  chest  roentgenogram 
consistent  with  nonprogressive  tu- 
berculous disease,  without  positive 
bacteriologic  findings,  and  without  a 
history  of  adequate  chemo- 
therapy. 

c.  Newly  infected  persons. 

d.  Positive  tuberculin  reactors  in  the 
following  special  clinical  situations; 
(1)  prolonged  therapy  with  adreno- 
corticoids,  (2)  immunosuppressive 
therapy,  (3)  Some  hematologic  and 
reticuloendothelial  diseases,  such  as 
leukemia  or  Hodgkin’s  disease,  (4) 
diabetes  mellitus,  (5)  silicosis,  (6)  af- 
ter gastrectomy. 

The  only  significant  change  recom- 
mended in  screening  procedures  is 
to  include  pregnancy  as  a contraindi- 
cation to  the  administration  of  isoni- 
azid.  The  contraindications  are:  (1) 
previous  isoniazid-associated  hepat- 
ic injury,  (2)  severe  adverse  reac- 
tions to  isoniazid,  such  as  drug  fe- 
ver, chills,  rash,  and  arthritis,  (3) 
acute  liver  disease  of  any  etiology, 
and  (4)  pregnancy. 

Five  groups  were  identified  for 
whom  preventive  treatment  is  not 
contraindicated  but  who  should  re- 
ceive special  attention:  (1)  those  con- 
currently using  any  other  medica- 
tion on  a long-term  basis,  (2)  those 
taking  diphenylhydantoin,  (3)  those 
who  are  daily  users  of  alcohol,  (4) 
those  who  have  previously  discontin- 
ued isoniazid  because  of  possible  but 


not  definitely  related  side  effects, 
and  (5)  those  who  may  now  have 
chronic  liver  disease. 

No  changes  are  recommended  in 
procedures  for  monitoring  and  mo- 
tivating patients.  Monitoring  by  rou- 
tine laboratory  tests  is  not  useful  in 
predicting  hepatic  disease  in  isoni- 
azid recipients  and  is  not  recom- 
mended. Such  tests  are  mandatory 
in  evaluating  signs  and 
symptoms. 

Texas  Medicine  editorial 
wins  international  award 

A Texas  Medicine  editorial  by  Dr. 
Daniel  Jackson  of  Houston  has  won 
an  Award  of  Excellence  from  the  In- 
ternational Association  of  Business 
Communicators  (lABC). 
lABC  awards  for  communication  ex- 
cellence are  among  the  most  pres- 
tigious in  the  field  of  corporate  and 
organizational  communication.  Dr. 
Jackson’s  editorial,  “The  Small  Beau- 
tiful Time  Bomb,’’  was  judged  the 
best  of  42  entries  in  its  category. 

The  editorial,  published  in  the  Janu- 
ary 1976  issue,  commented  on  lung 
disease  in  former  asbestos  workers 
in  Tyler. 

The  award  was  announced  May  24  in 
Denver  during  the  opening  cere- 
monies of  the  1976  lABC  conference. 
Accepting  on  behalf  of  Texas  Medi- 
cine and  Dr.  Jackson  was  Marilyn 
Baker,  managing  editor  of  the  jour- 
nal and  vice  president  for  District  5 
of  lABC. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 

1976  3 Years  5 Years  Current 

Through  Ended  Ended  Dividend 


Investment  Media* 

4/30/76 

12/31/75 

12/31/75 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 

9.1% 

-33.0% 

- 

6.2% 

1.3% 

Loomis-Sayles  Mutual  Fund 

7.9% 

-21.0% 

- 

3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

+ 12.6% 

-35.8% 

- 

16.5% 

3.5% 

Mercantile  Bank  Fixed  Income  Fund 

+ 

4.5% 

-13.5% 

- 

8.6% 

7.7% 

T Rowe  Price  Growth  Stock  Fund 

+ 

6.4% 

-34.1% 

1.9% 

2.1% 

T Rowe  Price  New  Income  Fund 

+ 

0.6% 

N/A 

N/A 

8.0% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 

8.0% 

-24.9% 

+ 

4.1% 

3.1% 

Standard  & Poor  500  Stock  Average 

+ 12.7% 

-30.9% 

- 

2.1% 

Dow  Jones  Industrial  Average 

+ 16.9% 

-16.4% 

+ 

1.6% 

'Includes  reinvested  capital  gains  distributions. 
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AUSTIN:  COM  M ITTEE  APPOINTMENTS.  Newly  elected  State  Senator  Gene  Jones 
(D-Houston),  has  been  named  to  the  Senate  Jurisprudence,  Education,  and 
Human  Resources  Committees.  In  addition,  he  has  been  named  chairman  of  the 
Subcommittee  on  Public  Health.  Sen  Kent  Hance  of  Lubbock  has  been  named 
to  the  Senate  Economic  Development  Committee.  These  interim  assignments 
were  made  after  Sen  Jones  was  elected  to  fill  the  unexpired  portion  of  former 
Sen  Bob  Gammage's  term.  Gammage  resigned  to  make  an  unsuccessful  try  in 
a special  election  for  Congress. 

WASHINGTON:  MD  ELECTED.  A fourth  physician  takes  a seat  in  Congress  with 
the  election  of  Dr.  Ron  Paul  of  Lake  Jackson.  Dr.  Paul  won  a special  runoff 
election  for  the  seat  vacated  by  the  resignation  of  Rep  Bob  Casey. 

AUSTIN:  EXECUTIVE  APPOINTMENTS.  Recent  executive  appointments  to  the 
Advisory  Council  on  Early  Childhood  Education  include  Dr.  Paul  R.  Meyer,  Port 
Arthur;  Dr.  David  S.  Dow,  Waco;  and  Dr.  George  A.  Constant,  Victoria.  Dr.  Meyer 
and  Dr.  Dow  are  reappointments.  Dr.  Constant  was  appointed  to  fill  the  un- 
expired term  of  Dr.  Jaime  Quintanilla.  Dr.  Emery  R.  Owens,  Prairie  View,  has 
been  appointed  to  the  Hospital  Licensing  Advisory  Council. 

WASHINGTON:  GOVERNMENT  EXAMINATION  URGED.  Sen  Lloyd  Bentsen 
(D-Texas),  recently  urged  the  Senate  to  approve  a bill  requiring  Congressional 
examination  of  each  government  program  every  four  years  to  “see  whether  they 
are  really  doing  the  job  they  were  intended  to  do.”  Ineffective  programs  would 
have  their  money  cut  off.  “It  has  become  a common  practice  here  in  Washington 
to  keep  appropriating  more  money  for  a program  simply  because  it  existed  the 
year  before,”  Senator  Bentsen  said,  “but  the  American  people  are  no  longer 
content  to  idly  watch  the  government  haphazardly  throw  their  tax  dollars  into 
areas  that  give  the  public  little  or  no  results.” 

WASHINGTON:  MAC  REGULATIONS  IMPLEMENTATION  DELAYED.  The  maxi- 
mum allowable  cost  drug  reimbursement  program,  against  which  the  AMA  has 
filed  suit,  was  scheduled  to  begin  April  26.  However,  the  deadline  has  been 
delayed  until  Aug  26  by  HEW  Secretary  David  Matthews. 

WASHINGTON:  TORT  SYSTEM  ALTERNATIVES.  Alternatives  to  the  tort  system 
for  resolution  of  professional  liability  suits  were  urged  by  the  Supreme  Court 
Chief  Justice  Warren  E.  Burger.  At  a recent  conference,  he  said,  “New  ways 
must  be  found  to  provide  reasonable  compensation  for  injuries  resulting  from 
negligence  of  hospitals  and  doctors,  without  the  distortion  in  the  cost  of  medical 
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and  hospital  care  witnessed  in  the  past  few  years.” 

WASHINGTON:  FTC  ISSUES  STATEMENT.  In  a recent  press  release,  the  Federal 
T rade  Commission  targeted  the  AMA  for  another  investigation.  This  time,  the 
FTC  said  it  was  investigating  ‘‘to  determine  whether  the  AMA  may  have  illegally 
restrained  the  supply  of  physician  health  care  services.”  The  FTC  said  its  probe 
would  cover  ‘‘accreditation  of  medical  schools  and  graduate  programs;  definition 
of  fields  of  practice  for  physicians  and  allied  health  personnel;  and  limitations 
on  forms  of  health  care  delivery  inconsistent  with  a traditional  fee-for-service 
approach.”  At  the  end  of  the  press  conference  FTC  officials  said,  ‘‘The  existence 
of  an  investigation  does  not  imply  that  violation  of  the  law  has  occurred.”  Dr. 
James  Sammons,  executive  vice  president  of  the  AMA,  said,  ‘‘We  welcome  an 
airing  of  the  issues.”  Fie  discussed  the  tremendous  growth  in  American  medi- 
cine in  the  last  ten  years,  noting  that  there  is  one  physician  for  every  569  Amer- 
icans compared  to  one  for  every  682  ten  years  ago.  ‘‘We  have  not  violated  the 
antitrust  laws,”  he  said.  ‘‘We  have,  as  a matter  of  record,  advocated  increases 
in  the  number  of  physicians  and  health  personnel.” 

WASHINGTON:  FISAs  CFIOSEN.  Ninety-five  health  systems  agencies  have  been 
chosen  by  HEW  to  carry  out  provisions  of  the  controversial  National  Health 
Planning  and  Resources  Development  Act.  A total  of  200  agencies,  will  be 
named  by  the  summer.  The  agencies  are  responsible  for  making  plans  to  im- 
prove health  care  in  their  areas,  restrain  increases  in  the  health  service  cost, 
and  prevent  unnecessary  duplication  in  accordance  with  HEW. 

WASHINGTON:  AMA  URGES  REJECTION  OF  NATIONAL  WORKMEN’S  COMPEN- 
SATION ACT.  In  a recent  hearing  before  the  Subcommittee  on  Labor  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee,  the  AMA  offered  its  views  on  S 2018, 
the  National  Workmen’s  Compensation  Act  of  1975.  The  AMA  stated  that  the 
state  system  is  by  far  the  best  method  to  carry  out  workmen’s  compensation 
programs.  The  AMA  pointed  out  that  the  states  have  moved  vigorously  to  im- 
prove their  laws  and  to  meet  the  recommendations  made  in  1972  by  the  National 
Commission  on  State  Workmen’s  Compensation  Laws. 

WASHINGTON:  STATISTICS  ON  PROFESSION.  The  average  age  of  AMA  mem- 
bers is  48.8  according  to  data  compiled  by  the  AMA  Center  Health  Service  Re- 
search and  Development.  For  the  entire  physician  population,  the  average  age  is 
46.2.  Of  the  379,758  physicians  in  the  United  States,  195,916  are  under  the  age 
of  45.  The  number  of  AMA  dues-paying  members  under  45  is  64,800;  the  num- 
ber 45  and  over  is  105,730. 


Editor’s  note: 
“Capital  Com- 
ments” is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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can 

ALCOHOUSM 

be  treated 
in  2 weeks? 


The  Dallas -Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 


• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

— a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors:  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 


• Member  American  Hospital  Association  G Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 


COMING 

MEETINGS 


AMERICAN  MEDICAL  ASSOCIATION 

The  American  Medical  Association’s  125th  Annual  Convention 
will  take  place  in  Dallas,  Jun  26-30, 1976.  The  meeting  emphasizes 
continuing  education  and  features  new  and/or  expanded  methods 
of  teaching  both  inside  and  outside  the  classroom.  Other  high- 
lights of  the  meeting  will  be  300  exhibits,  evenly  divided  between 
scientific  and  industrial,  and  the  18th  National  Conference  on  the 
Medical  Aspects  of  Sports.  (For  further  details,  see  Continuing 
Education  Courses,  pp.  29-32.) 

Contact:  American  Medical  Association,  535  N Dearborn  St, 
Chicago  60610. 


NUECES  COUNTY  MEDICAL  SOCIETY 

Jun  10  and  11  are  the  dates  of  the  second  annual  Current  Con- 
cepts in  Respiratory  Care  Workshop.  The  workshop  will  take 
place  at  the  Master  Hosts  Inn  Beach  Theater,  3200  Surfside,  Cor- 
pus Christi.  The  program  includes  the  following  presentations: 
chronic  lung  disease:  everything  you  always  thought  you  knew, 
but  were  afraid  to  ask;  the  double  dilemma  of  the  chronic  lunger; 
the  pulmonary  accident:  a blow  to  normal  function;  intubation 
vs.  tracheostomy:  methods,  devices  and  complications;  the  pedia- 
tric patient  is  not  a small  adult;  and  others. 

Contact:  Dr.  James  E Albright,  Pres,  Nueces  County  Medical  So- 
ciety, Box  5280,  Corpus  Christi  78405. 


CURRENT  MEETINGS  IN  TEXAS 

NATIONAL  CONFERENCE  ON  THE 
MEDICAL  ASPECTS  OF  SPORTS,  Dallas. 
Jun  26,  1976.  Presented  by  American  Medi- 
cal Association  Committee  on  Medical  As- 
pects of  Sports,  in  conjunction  with  AMA 
Annual  Convention.  Discussions  on  sports 
injuries  reports;  back  problems  of  athletes; 
low  back  injuries  to  athletes,  a neurological 
view;  women  in  athletics;  medical  problems 
encountered  in  soccer;  what  to  look  for  in 
equestrian  accidents;  other  topics.  Lunch- 
eon features  Roger  Staubach.  quarterback, 
Dallas  Cowboys.  Category  I credit,  AMA 
Physician’s  Recognition  Award;  9 hours, 
AAFP  elective.  Contact;  Dept  of  Environ- 
mental, Public,  and  Occupational  Health, 
AMA,  535  N Dearborn  St,  Chicago  60610. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  SOCIETY  OF  INTERNAL 
MEDICINE,  conference  on  assessing  phy- 
sician performance  in  ambulatory  care,  St. 
Francis  Hotel,  San  Francisco,  Jun  18-19, 
1976.  Drs.  Daniel  A Nye,  immediate  past- 
ures, Federation  of  State  Medical  Boards  of 
the  US,  Inc;  John  Benson,  pres,  American 
Board  of  Internal  Medicine;  Carl  Goetsch, 
immediate  past-pres,  Calif  Medical  Associa- 
tion are  among  featured  speakers.  Registra- 
tion fee.  $85.  Contact:  635  Central  Tower 
Bldg.  703  Market  St,  San  Francisco  94103, 


AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  INC. 

The  Bicentennial  Cardiovascular  Update  wall  take  place  Jun  17-18, 
1976,  in  Houston.  It  is  presented  by  the  American  Heart  Asso- 
ciation, Houston  Chapter,  for  the  American  Heart  Association, 
Texas  Affiliate,  Inc.  The  Shamrock  Hilton  Hotel  will  house  the 
scientific  sessions.  These  include  numerous  presentations  relat- 
ing to  the  general  themes  of  prevention  of  cardiovascular  dis- 
ease, diagnosis  of  cardiovascular  disease,  and  medical  and  surgi- 
cal treatment  of  heart  disease.  The  scientific  program  is  ac- 
ceptable for  9 hours,  AAFP  elective  credit.  Registration  fee  for 
physician  members  is  $40. 

Contact:  Box  15186,  Austin  78761. 


AMERICAN  SOCIETY  OF  LAW  AND 
MEDICINE,  natl  conference  on  medicolegal 
implications  of  patient  injury  from  medical 
products,  devices  and  drugs,  Copley  Plaza 
Hotel,  Boston,  Jun  21-22,  1976.  Faculty  of 
authorities  in  field  of  products  liability 
and  meflical  malpractice  legal  actions,  in- 
surance coverage,  safety  and  prevention 
programs,  hospital  administration,  govern- 
mental regulatory  agencies.  Dean  E Donald 
Shapiro,  New  York  Law  School:  Honorable 
Max  Rosenn,  Circuit  Judge  of  Third  Cir- 
cuit, US  Court  of  Appeals,  are  featured 
luncheon  speakers.  Contact:  454  Brookline 
Ave,  Boston  02215. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  29-32. 
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Calendar  of  Listings 

m Denotes  Texas  Meetings 


JUNE 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  Dallas,  June,  1976.  Dr.  CB  Shuey, 
Jr,  Sec,  3600  Qaston  Ave,  Dallas  76246. 

■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILI- 
ATE. INC,  Houston,  Jun  17-18,  1976,  Box  16186,  Austin 
78761. 

■ AMERICAN  MEDICAL  ASSOCIATION,  Dallas,  Jun 
26-30,  1976.  636  N Dearborn,  Chicago  60610. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  San 
PYancisco,  Jun  18-19,  1976.  636  Central  Tower  Bldg, 
703  Market  St,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  LAW  AND  MEDICINE,  Bos- 
ton, Jun  21-23,  1976.  Dr.  Elliot  L Sagall,  464  Brookline 
Ave,  Boston  02216. 

CANADIAN  ASSOCIATION  OF  RADIOLOGISTS. 
Quebec.  Jun  12-17,  1976.  Suite  806,  1440  St.  Catherine 
St  W,  Montreal,  Quebec  H3G  1R8. 

EYE  RESEARCH  INSTITUTE  OF  RETINA  FOUNDA- 
TION, Boston,  Jun  17-19,  1976.  Dr.  H MacKenzie 

Freeman,  20  Staniford  St,  Boston  02114. 

INTERNATIONAL  CONGRESS  ON  GROUP  MEDICINE, 
Paris,  Jun  21-26,  1976.  Domestic  Coordinating 

Body,  American  Group  Practice  Association,  20  S 
Quaker  Lane,  Box  949,  Alexandria,  Va  22313. 

■ MEDICAL  AMATEUR  RADIO  COUNCIL,  Dallas,  Jun 
26-26,  1976.  Dr.  Mervin  H Grossman,  Drawer  FF,  Mes- 
quite, Tex  76149. 

■ NUECES  COUNTY  MEDICAL  SOCIETY,  Corpus 

Christi,  Jun  10-11,  1976.  Box  6280,  Corpus  Christi 

78406. 

ROCKY  MOUNTAIN  NEUROSURGICAL  SOCIETY.  INC. 
Las  Vegas,  Nev,  Jun  13-16,  1976.  Dr.  Richard  H Moiel, 
Sec,  601  Medical  Towers,  1709  Dryden  St,  Houston  77026. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Houston,  Jun  16-17,  1976.  Dr.  A Bryan  Spires,  Southwest 
Tower  Bldg,  Suite  900,  211  E 7th  St,  Austin  78701. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Mescalero,  NM,  Jul  19-22, 
1976.  Box  466,  Sunland  Park,  NM  88063. 

AMERICAN  ASSOCIATION  FOR  REHABILITATION 
THERAPY,  INC,  Cleveland,  Jul  12-16,  1976.  Box  93, 
N Little  Rock,  Ark  72116. 

AMERICAN  CANCER  SOCIETY.  COLORADO  DIVI- 
SION, Denver,  Jul  16-17,  1976.  1809  E 18th  Ave,  Denver 

802i8. 

AMERICAN  SOCIETY  OF  ORAL  SURGEONS,  Chicago, 
Jul  17-18,  1976.  211  E Chicago  Ave,  Ste  930,  Chicago 
60611. 

INDIANA  UNIVERSITY.  Institute  for  Sex  Research, 
Inc.  Bloomington,  Ind,  Jul  21-30,  1976.  416  Morrison 
Hall,  Indiana  University,  Bloomingt.on,  Ind  47401. 


INSTITUTE  FOR  CONTINUING  EDUCATION,  Heidel- 
berg/Mainz/Hamburg, W Germany,  Jul  13-24,  1976.  2406 
Westwood  Ave,  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  UROLOGY  CONGRESS,  Johannes- 
burg, South  Africa,  Jul  26-30,  1976.  c/o  Festivals  & 
Conventions  Trust  (Pty)  Ltd,  Box  61326,  Marshalltown, 
2107  Transvaal,  Rep  of  South  Africa. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE,  Philadelphia,  Jul  1-3, 
1976.  Dr.  Martin  T Ome,  The  Institute  of  Pennsylvania 
Hospital,  111  N 49th  St,  Philadelphia  19139. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
Colo,  Jul  23-24,  1976.  1764  Gilpin  St,  Denver,  Colo 
80210. 


■ TEXAS  REHABILITATION  ASSOCIATION,  Dallas. 
Jul  11-14,  1976.  Box  20040,  Dallas  76220. 


AUGUST 


■ AMERICAN  ASSOCIATION  OF  CLINICAL  CHEM- 
ISTS, Houston,  Aug  1-6,  1976.  1726  K St,  NW,  Wash- 
ington, DC  20006. 


AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  Boston,  Aug  7-12,  1976.  Box  230, 
Stockton,  Calif  96201. 

■ AMERICAN  PODIATRY  ASSOCIATION,  Dallas,  Aug 
12-17,  1976.  20  Chevy  Chase  Circle,  NW,  Washington, 
DC  20016. 


■ AMERICAN  SOCIETY  OF  PARASITOLOGISTS,  San 
Antonio,  Aug  22-27,  1976.  UT  Health  Science  Center  at 
Dallas,  Dallas  76236. 


ASPEN  MUSHROOM  CONFERENCE,  Aspen,  Colo,  Aug 
8-13,  1976.  1818  Gaylord  St,  Denver  80206. 

MEDICAL  WOMEN’S  INTERNATIONAL  ASSOCIA- 
TION, Tol^o,  Aug  22-28,  1976.  c/o  Japan  Medical  Wom- 
en’s Association,  19  Kawadacho,  Ichigayan,  Shinjuku-ku 
Tokyo. 

TRANSPLANTATION  SOCIETY,  New  York.  Aug  22-28, 
1976.  Felix  T Rapaport,  New  York  University  Medi- 
cal Center,  660  First  Ave  (Room  H-438),  New  York 
10016. 


SEPTEMBER 

AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  Los 
Angeles,  Sep  12-16,  1976.  1266  New  Hampshire  Ave 
NW,  Room  1030,  Washington,  DC  20036. 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Boston,  Sep  20-23,  1976.  1740  W 92nd  St,  Kansas 

City,  Mo  64114, 


■ AMERICAN  ACADEMY  OF  MEDICAL  ADMINIS- 
TRATORS, Dallas,  Sep  19-20,  1976.  6 Beacon  St, 

Boston  02108. 
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AMERICAN  CANCER  SOCIETY-NATIONAL  CANCER 
INSTITUTE,  St.  Louis.  Sep  20-22,  1976.  Dr.  Sidney  L 
Arje,  American  Cancer  Society,  777  Third  Ave, 
New  York  10017. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  New 
Orleans,  Sep  24,  1976.  3422  Bienville  St,  New 

Orleans  70119. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Dearborn.  Mich.  Sep  30-Oct  2.  1976.  4137  Erie 
St,  Willoughby,  Ohio  44094. 

AMERICAN  FRACTURE  ASSOCIATION,  Acapulco, 
Mexico,  Sep  5-10,  1976.  Box  10202,  Atlanta  30319. 

■ AMERICAN  HOSPITAL  ASSOCIATION.  Dallas,  Sep 
20-23,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Atlanta, 
Sep  19-23,  1976.  1700  18th  St,  NW,  Washington,  DC 
20009. 

AMERICAN  ROENTGEN  RAY  SOCIETY.  Washing- 
ton, DC.  Sep  18-26,  1976,  20  N Wacker  Dr,  Chicago 
60606. 

AMERICAN  SOCIETY  OF  PLASTIC  & RECONSTRUC- 
TIVE SURGEONS,  Boston.  Sep  26-Oct  1,  1976.  29  E 
Madison  St,  Ste  807,  Chicago  60602. 

NATIONAL  ASSOCIATION  OF  NEIGHBORHOOD 
HEALTH  CENTERS.  INC,  Atlanta,  Sep  20-24,  1976. 
1625  I St,  NW,  Ste  403,  Washington,  DC  20006. 

SOCIETY  FOR  PEDIATRIC  RADIOLOGY.  Washing- 
ton, DC,  Sep  19-20,  1976.  c/o  Johns  Hopkins  Hos- 
pital,  Baltimore  21205, 

■ TEXAS  MEDICAL  ASSOCIATION.  Fall  Conference, 
Austin,  Sep  17-19,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sep  23-26, 
1976.  Mary  E Greene.  1801  N Lamar  Blvd,  Austin 
78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Sep  29-Oct  1,  1976.  Brs.  Sergio  Henao 
and  Mae  F McMillan,  1300  Moursund  Ave,  Houston  77030. 


OCTOBER 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington. 
DC.  Oct  18-23,  1976.  6320  Pine  Ridge  Ave,  Cheyenne, 
Wyo  82001. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS.  San 
Francisco,  Oct  31-Nov  6,  1976.  1828  L St,  NW,  Wash- 
ingrton,  DC  20036. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IM- 
MUNOLOGY AND  ALLERGY,  Tuscon,  Ariz,  Oct  3-6, 
1976.  Box  912,  DTS,  Omaha  68101. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Certifica- 
tion examination.  Seven  cities  throughout  the  US,  Oct 
30-31,  1976.  Dr.  Nicholas  J Pisacano,  Exec  Dir-Sec,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington,  Ky  40606. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lanta, Oct  24-28,  1976.  911  Busse  Highway.  Park  Ridge, 
111  60068. 


■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION.  Aus- 
tin, Lakeway  World  of  Tennis,  Oct  16-23,  1976.  Box  13, 
Alton,  111  62002. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  De- 
troit, Oct  6-10,  1976.  9650  Rockville  Pike,  Bethesda,  Md 
20014. 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  New 
Orleans.  Oct  7-10,  1976.  Box  708,  Kent,  Ohio  44240. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct  9-13,  1976,  616  Busse  Hwy,  Park  Ridge, 
111  60068. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Los  Angeles,  Oct  16-22,  1976.  2100  W Harrison  St, 
Chicago  60612. 

■ AMERICAN  SOCIETY  FOR  MICROBIOLOGY,  Austin, 
Oct  6-8,  1976.  1913  I St,  NW,  Washington,  DC  20006. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Washington,  DC,  Oct  11-13, 
1976.  200  Berkeley  St,  Boston  02117. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Oct  31-Nov  4,  1976. 
10605  Concord  St,  Kensington,  Md  20795. 

GERONTOLOGICAL  SOCIETY,  New  York,  Oct  13-17, 
1976.  1 Dupont  Circle,  Ste  620,  Washington,  DC  20036. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY.  Wash- 
ington, DC,  Oct  17-23,  1976.  c/o  Dept  of  Pathoiogy,  Uni- 
versity of  Indiana  Medical  Center,  Indianapolis  46202. 

INTERNATIONAL  CONGRESS  OF  ALLERGOLOGY, 
Buenos  Aires,  October,  1976.  Dr.  LL  Henderson,  Sec 
Gen,  Mayo  Clinic,  Rochester,  Minn  66901. 

INTERNATIONAL  FEDERATION  OF  GYNECOLOGY 
& OBSTETRICS,  Mexico  City,  October.  1976.  Av  Baja 
California  317-301,  Mexico  11  DF,  Mexico. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY, 
Amarillo,  Oct  2,  1976.  Box  3276,  Amarillo  79106. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, Oct  17-19,  1976.  Donald  C Jackson,  Exec  Dir.  1906 
N Lamar  Blvd,  Austin  78705. 


NOVEMBER 

AMERICAN  ACADEMY  OF  MAXILLOFACIAL  PROS- 
THETICS, San  Diego.  Calif,  Nov  8-10,  1976.  110  S Jerge 
Dr,  Elma,  NY  14059. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Newton,  Mass.  Nov  8-12,  1976.  430  N Michigan 
Ave,  Chicago  60611. 

■ AMERICAN  SOCIETY  OF  CYTOLOGY,  Houston,  Nov 
3-6,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health  Sci- 
ences Center,  130  S Ninth  St.  Suite  1006,  Philadelphia 
19107. 

■ MD  ANDERSON  HOSPITAL  AND  TUMOR  INSTI- 
TUTE, Houston,  Nov  11-12,  1976.  Stephen  C Stuyck  or 
Dr.  Margaret  Davis,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston  77030. 
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Sfarlite  Village 
Hospital 

J 

1 

‘ Center  Point,  Texas 

Ph.:  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 


physical,  mental  and  spiritual  treatment 


of  men  and  women  suffering  from 


alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED. 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee.  M.D. 

Clark  W.  Brazil,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R, 

PEDIATRICS 
Joseph  Bilder,  Jr.,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D.,  F.A.C.P. 

I.  L.  Humphrey,  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

Farid  G.  Khoury,  M.D. 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


for  the  inflamed  phase 
of  hemorrhoidal  flare-up 

ANUSOL-HC*  SUPPOSITORIES 
Rectal  Suppositories  with  Hydrocortisone  Acetate 
ANUSOL-HC”  CREAM 
Rectal  Cream  with  Hydrocortisone  Acetate 
CAUTION:  Federal  law  prohibits  dispensing  Anusol-HC 
Suppositories  and  Anusol-HC  Cream  without  pre- 
scription. 

Oescription:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10.0  mg,  bismuth  subgallate, 
2,25%:  bismuth  resorcin  compound,  1.75%;  benzyl  ben- 
zoate. 1.2%:  Peruvian  Balsam.  1,8%:  zinc  oxide,  11.0%: 
also  contains  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  coloring  in  a bland 
hydrogenated  oiTcocoa  butter  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocorti- 
sone acetate.  5.0  mg:  bismuth  subgallate,  22.5  mg: 
bismuth  resorcin  compound,  17,5  mg:  benzyl  benzoate, 
12  0 mg:  Peruvian  Balsam,  18.0  mg:  zinc  oxide.  110.0  mg' 
also  contains  the  following  inactive  ingredients:  propy- 
lene glycol,  bismuth  subiodide,  propylparaben,  methyl- 
paraben,  polysorbate  60,  sorbitan  monostearate  in  a 
water-miscible  base  of  mineral  oil  and  glyceryl  mono- 
stearate. Non-staining, 

Indications:  Anusol-HC  is  adjunctive  therapy  for  the 
symptomatic  relief  of  pain  and  discomfort  in:  external  and 
internal  hemorrhoids,  proctitis,  papillitis,  cryptitis  and 
fissures,  incomplete  fistulas,  and  relief  of  local  pain 
following  anorectal  surgery. 

Anusol-HC  IS  especially  indicated  when  inflammation 
is  present.  When  acute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol®  Suppositories  or 
Ointment 

Contraindications:  History  of  sensitivity  to  any  compo- 
nent. Topical  corticosteroids  should  not  be  employed  in 
tuberculous,  fungal  and  most  viral  lesions  ot  the  skin 
(including  herpes,  vaccinia  and  varicella). 

Warnings:  The  sate  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy  they  should  not  be  used  unnecessarily 
on  extended  areas,  in  large  amounts  or  lor  prolonged 
periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  defini- 
tive diagnoses  or  treatment  When  there  is  bacterial  skin 
infection,  topical  corticosteroids  should  be  used  only  with 
appropriate  concomitant  antimicrobial  therapy.  Prolonged 
or  excessive  use  of  corticosteroids  might  produce  sys- 
temic effects. 

Dosage  and  Administration:  Anusol-HC  Suppositories: 
Remove  foil  wrapper  and  insert  into  the  anus.  One 
suppository  in  the  morning  and  one  at  bedtime,  for  3 to  6 
days  or  until  inflammation  subsides.  Then  maintain 
patient  comfort  with  regular  Anusol. 

Anusol-HC  Cream  Adults— Remove  tube  cap  and 
attach  the  plastic  applicator.  After  gentle  bathing  and 
drying  of  the  area,  apply  to  the  exterior  surface  and  gently 
rub  in.  For  internal  use.  Insert  the  applicator  by  applying 
gentle,  continuous  pressure.  Then  squeeze  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day 
for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol. 

Supplied:  Anusol-HC  Suppositories -boxes  of  12 
IN  0047-0089-12)  suppositories  in  silver  foil  strips 
with  ^ printed  in  black. 

Anusol-HC  Cream -one-ounce  tube  (N  0047-0090- 
01)  with  plastic  applicator,  detachable  label. 

Full  information  is  available  on  request. 


Warner  Ctiiicott 

Division, 
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Fkmous  Fighters 


NEOSPORIN®  Ointment 

(polymyxin  B-bacitradn-neomydn) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base)' 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx  j 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 

infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylacticaliy.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


CONTINUING  EDUCATION  COURSES 


JUNE 

EDITOR’S  NOTE:  The  American  Medical 
Association's  125th  Annual  Convention, 
scheduled  for  Jun  26-30,  1976,  in  Dal- 
las, will  offer  57  postgraduate  courses. 
Due  to  space  limitations,  TEXAS  MEDI- 
CINE is  able  to  list  only  a portion  of 
these.  More  detailed  information  is 
available  from  the  AMA,  535  N Dearborn 
St,  Chicago  60610. 


Allergy 

Title:  Immunotherapy  of  Allergic 
Disease 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  28-29,  1976 
Duration:  3 total  course  hours 
Fee:  $30 

Designed  For:  General  practitioners; 
Specialists  in  Allergy 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coor- 
dinator, 535  N Dearborn  St,  Chicago 
60610 


Anesthesiology 

Title:  Refresher  Course  for  Recovery 
Room  Nurses 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners; 
Nurses 

Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus  pro- 
vided 


Contact:  Alice  Harvey,  Program  Coor- 
dinator, 535  N Dearborn  St,  Chicago 
60610 


Basic  Sciences:  Microbiology  & Im- 
munology 

Title:  Workshop  in  Immunodiagnosis 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jun  10-13,  1976 

Duration:  Continuous,  4 days,  7V2  hours 

instruction  per  day,  30  total  course 

hours 

Fee:  $150 

Designed  For:  Specialists 
Enrollment:  Minimum,  20;  Maximum,  50 
Credit:  30  hours,  AAFP;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, enrollee  observes  procedure,  labor- 
atory work,  lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Cardiovascular  Disease 

Title:  Texas  Heart  Institute  Seventh  An- 
nual Symposium:  Cardiovascular  Diag- 
nosis— 1976 

Sponsor:  Texas  Heart  Institute,  Houston 
Location  of  Course:  Texas  Children's 
Hospital  Auditorium,  Houston 
Dates:  Jun  3-5,  1976 
Duration:  Continuous,  17  total  course 
hours;  Pre-symposium  auscultation  clin- 
ic (optional),  continuous,  3 total  course 
hours 

Fee:  $75;  Auscultation  clinic,  $35 
Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Maximum,  275 
Credit:  17  hours,  AAFP 
Teaching  Methods:  Audiovisual  materi- 
als, programmed  instruction,  lecture, 
open  question,  panel,  seminar,  tele- 
vision 


Contact:  Dr.  Robert  J Hall,  Medical  Di- 
rector, Texas  Heart  Institute,  Box 
20269,  Houston  77025 


Title:  Cardiology  for  the  Internist 
Sponsors:  American  College  of  Cardiol- 
ogy: Baylor  College  of  Medicine;  Memo- 
rial Medical  Center  of  Corpus  Christi 
Location  of  Course:  Red  Carpet  Inn, 
North  Padre  Island 
Dates:  Jun  21-24,  1976 
Duration:  Continuous,  4 days,  5 hours 
instruction  per  day,  20  total  course 
hours 

Fee:  Members,  $175;  Nonmembers, 
$200 

Designed  For:  General  practitioners: 
Specialists 

Enrollment:  Maximum,  150 
Credit:  20  hours.  Category  I,  AMA  Physi- 
cian’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sem- 
inar 

Contact:  Mary  Anne  Mclnerny,  Director, 
Dept  of  Continuing  Education  Programs, 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Md  20014 


Title:  Basic  Electrocardiography 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  3 total  course  hours 
Fee:  $30 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 
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Chest  Disease 

Title:  Bronchogenic  Carcinoma 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners: 
Specialists  in  Chest  Disease 
Credit:  AAFP  Elective:  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 

Critical  Care  Medicine 

Title:  Basic  Life  Support — Cardiopulmo- 
nary Resuscitation 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  26,  1976:  Jun  28,  1976:  Jun 
30,  1976 

Duration:  5 total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective:  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, enrollee  performs  procedure,  lec- 
ture, open  question,  patient  demonstra- 
tion, syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 

Dermatology 

Title:  Cutaneous  Surgery  for  the  Derma- 
tologist 

Sponsor:  American  Medical  Association 

Location  of  Course:  UT  Southwestern 

Medical  School,  Dallas 

Date:  Jun  26,  1976 

Duration:  6 total  course  hours 

Fee:  $60 


Designed  For:  General  practitioners: 
Specialists  in  Dermatology 
Enrollment:  Maximum,  100 
Credit:  AAFP  Elective:  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, enrollee  performs  procedure,  lec- 
ture, open  question,  panel,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Emergency  Care 

Title:  Life-Threatening  Injuries:  Their 
Emergency  Management 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 
Enrollment:  Minimum,  50 
Credit:  AAFP  Elective:  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  pati- 
ent demonstration,  syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Family  Medicine 

Cancelled:  Laboratory  Assistance  in 
Medical  Practice:  UT  Health  Science 
Center  at  San  Antonio:  Jun  26-27,  1976 


General  Medicine 

Title:  Day-to-Day  Problems  with 
Diabetes 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 


Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus  pro- 
vided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Internal  Medicine 

Title:  Total  Care  of  the  Burn  Patient 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners; 
Specialists  in  Internal  Medicine 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Medical  Writing 

Title:  Writing  for  Scientific  Journals 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Enrollee  performs 
procedure,  lecture,  open  question,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 
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Neurology 

Title:  Bedside  Clinics  in  Neurology 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners; 
Specialists  in  Neurology 
Credit:  AAFP  Elective:  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  patient  dem- 
onstration, syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Obstetrics  & Gynecology 

Title:  Reproductive  Endocrinology 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  28-30,  1976 
Duration:  5 total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners; 
Specialists  in  Obstetrics  & Gynecology 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  syllabus 
provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Ophthalmology 

Title:  Ophthalmoscopy  for  Non-Oph- 
thalmologists 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 


Fee:  $60 

Designed  For:  General  practitioners 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Orthopedic  Surgery 

Title:  Primary  Treatment  of  Injuries  of 
the  Hand 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  Specialists  in  Orthopedic 
Surgery,  Plastic  Surgery 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Pathology 

Title:  Diagnosis  and  Management  of 
Common  Renal  Diseases 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  Specialists  in  Pathology 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Pediatrics 

Title:  Fluids  and  Electrolytes  in  Children 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Date:  Jun  26,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners: 
Specialists  in  Pediatrics 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question,  panel,  sylla- 
bus provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Physical  Medicine  & Rehabilitation 

Title:  Biofeedback  in  Medicine 
Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  28-30,  1976 
Duration:  6 total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners: 
Specialists  in  Physical  Medicine,  Neu- 
rology 

Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  syllabus  provided 
Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Plastic  Surgery 
Title:  How  to  Sew 

Sponsor:  American  Medical  Association 
Location  of  Course:  Dallas  Convention 
Center 

Dates:  Jun  26,  1976;  Jun  27,  1976 
Duration:  6 total  course  hours 
Fee:  $60 

Designed  For:  General  practitioners; 
(Continued  on  page  35) 
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on  average,  sleep 
within  17  minutes  that 
lasts  for  7 to  8 hours 
with  fewer  nighttime 

awakenings'  proved  in  patients 


with  insomnia  in  8 sleep  research  laboratory 
studies 


for  patients  who  need  it,  continue 
effectiveness  over  28  nights 


»2.3 


prolonged  medication  for  insomnia  is  generally  not  necessary; 
should  it  be,  the  only  available  sleep  agent  proved  objectively  to  be 
effective  longer  than  two  weeks  is  Dalmane  (ffurazepam  HCl) 


proven  effectiveness  in 
elderly  patients  with 
verified  insomnia' 


the  greater  the  degree  of  insomnia,  the  greater 
the  objective  improvement  with  Dalmane  15  mg 
administered  for  7 nights  h.s.—\5  mg  is  the 
recommended  initial  dosage  for  elderly  and 
debilitated  to  help  preclude  oversedation, 
dizziness  or  ataxia 


a full  night’s  sleep  with  a single 

h.s.  dose'  ^patients  fall  asleep  faster,  awaken  less  often 
during  the  night,  sleep  longer  without  repeating  dosage 


well  tolerated,  seldom 
causes  morning 

“hang-over”  ' Dalmane  is  a 

distinctive  benzodiazepine  specifically  indicated  for 
sleep  with  well-documented  safety  and  low 
incidence  of  morning  “hang-over” 


more  documentation  from  the 
sleep  research  laboratory  than 
any  other  agent  for  insomnia 

polysomnographic  techniques  provide  the  most  objective 
measurement  of  effectiveness  possible 


-8 


relative  safety  extending 
even  to  patients  on  chronic 
warfarin  therapy' ’no unacceptable 


fiuctuation  in  prothrombin  time  has  been  reported 
Dalmane 


with 


(flurazepam  HU) 


difference 


Please  see  following  page  for  a summary  of  product  information. 


For  relief  of  insomnia 

no  other  sleep  medication 
has  all  the  advantages  of 

Dalmane 

(f  lurazepam  HCI  )C 


Objectively  proved  in  the 
sleep  research  laboratory: 

■ Sleep  within  17  minutes, 
on  average 

■ Sleep  for  7 to  8 hours, 
on  average 

■ Sleep  with  fewer  nighttime 
awakenings 

■ Continued  effectiveness 
over  28  nights  of  administration 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  earlv 
morning  awakening:  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

VVhmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  It 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
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Trouble  Falling  Asleep, 
Staying  Asleep, 

Sleeping  Long  Enough 

or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


REFERENCES: 

1.  Data  on  file.  Medical  Department, 
Hoffmann-La  Roche  Inc.,  Nutley  NJ 

2.  Kales  A,  et  al:  Clin  Phannacol  Ther  18:356- 
363,  Sep  1975 

3.  Dement  WC,  etal:  Long-term  effectiveness 
of  flurazepam  30  mg  h.s.  on  chronic 
insomniacs.  Presented  at  the  15th  annual 
meeting  of  the  Association  for  Psychophy- 
siological  Study  of  Sleep,  Edinburgh, 
Scotland,  Jun  30-Jul  4, 1975 

4.  Frost  JD  Jr:  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

5.  Kales  A,  etal:  Flurazepam  (Dalmane),  a 
composite  of  short  and  intermediate  term 
studies.  Presented  at  the  15th  annual  meeting 
of  the  Association  for  Psychophysiological 
Study  of  Sleep,  Edinburgh,  Scotland,  Jun  30- 
Jul  4,’  1975 

6.  Dement  WC,  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

7.  Karacan  I,  Williams  RL,  Smith  JR:  The 
sleep  laboratory  in  the  investigation  of  sleep 
and  sleep  disturbances.  Scientific  exhibit  at 
the  124th  annual  meeting  of  the  American 
Psychiatric  Association,  Washington,  DC, 

May  3-7, 1971 

8.  Vogel  GW:  Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutley  NJ 

9.  Robinson  DS,  Amidon  EL:  Interaction 
of  benzodiazepines  with  warfarin  in 
man,  in  77ie  Benzodiazepines,  edited 

by  Garattini  S,  Mussini  E,  Randall  LO. 

New  York,  Raven  Press,  1973,  p.  641 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  Ne\w  Jersey  07110 


34 


TEXAS  MEDICINE 


Specialists  in  Plastic  Surgery 
Enrollment:  Maximum,  40 
Credit:  AAFP  Elective;  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, laboratory  work,  lecture,  syllabus 
provided 

Contact:  Alice  Harvey,  Program  Coordi- 
nator, 535  N Dearborn  St,  Chicago 
60610 


Psychiatry 

Postponed:  Sex  Counseling  by  Physi- 
cians: Office  Management  of  Common 
Sexual  Problems:  UT  Health  Science 
Center  at  San  Antonio;  June,  1976 


Other 

Title:  Electrical  Hazards  in  the  Hospital 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  Jun  18-19,  1976 
Fee:  $50 

Designed  For:  Hospital  engineers:  Ad- 
ministrators of  Hospitals;  Specialists  in 
Cardiology,  Anesthesiology 
Enrollment:  Minimum,  20;  Maximum, 
100 

Credit:  10  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  panel 

Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


JULY 

Psychiatry 

Title:  Advanced  Tutorial  in  Rorschach 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 


Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jul  10-11,  1976 

Duration;  Continuous,  2 days,  5-6  hours 

instruction  per  day,  11  total  course 

hours 

Fee:  $90 

Designed  For:  Specialists  in  Psychiatry 
Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  seminar,  television 
Contact:  Continuing  Education  Services, 
UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio 
78284 


Radiology  and  Radioisotopes 

Title:  External  Beam,  Interstitial,  and 
Intracavitary  Dosimetry — Principles 
Sponsors;  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing 
Education;  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston 
Dates:  Jul  6-16,  1976 
Duration;  Continuous,  10  days,  8 hours 
instruction  per  day,  80  total  course 
hours 
Fee;  $350 

Designed  For:  Specialists 
Enrollment;  Maximum,  15 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure, 
lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Title:  External  Beam,  Interstitial,  and  In- 
tracavitary Dosimetry — Manual  and 
Computer  Methods  of  Calculation 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Edu- 


cation: UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston 
Dates:  Jul  19-30,  1976 
Duration:  Continuous,  10  days,  8 hours 
instruction  per  day,  80  total  course 
hours 
Fee:  $350 

Designed  For:  Specialists 
Enrollment:  Maximum,  15 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question 

Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT 
Health  Science  Center  at  Houston, 

Box  20367,  Houston  77025 
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500341 


One  contains  aspirin. 
One  doesn’t. 


Dar  vocet-N^  100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon® 

Conipouiid-65 

65  mg,  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg,  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request, 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Hemodialysis  of  children:  a review 

Michael  Berger,  MD;  Luther  B.  Travis,  MD;  Hugo  F.  Carajal,  MD; 

Ben  H.  Brouhard,  MD;  Robert  J.  Cunningham,  III,  MD 


There  are  currently  approximately  50 
children  in  Texas  with  end-stage  renal  di- 
sease, and  each  year  an  additional  child 
per  million  total  population  within  the 
state  can  be  expected  to  develop  this  prob- 
lem. 

Since  kidneys  are  not  always  readily 
available fortransplantation,  life  must  be 
maintained  by  dialysis.  However,  many 
adult  dialysis  centers  are  not  equipped  for 
orwillingto  undertake  the  hemodialysis  of 
small  children.  In  the  past,  many  of  these 
children  died  unless  their  parents  were 
able  to  master  the  technique  of  peritoneal 
dialysis. 

Texas  now  has  a facility  specifically  de- 
signed forthe  hemodialysis  of  small  chil- 
dren. The  techniques  and  problems  asso- 
ciated with  this  procedure  are  described. 
Since  1960  The  University  of  Texas  Medi- 
cal Branch  has  been  one  of  a small  num- 
ber of  centers  with  a Division  of  Pediatric 
Nephrology  specializing  in  the  compre- 
hensive care  of  children  with  kidney  dis- 
ease. A large  aspect  of  this  program  has 
been  devoted  to  the  treatment  of  children 
with  chronic  renal  failure,  either  through 
conservative  medical  management,  peri- 
toneal dialysis,  or  renal  transplantation. 
Recently,  with  the  opening  of  a Pediatric 
Dialysis  and  Transplantation  Unit,  hemo- 
dialysis has  increased  this  ability  even  fur- 
ther. 

Important  developments  leading  to  the 
opening  of  this  treatment  facility  included; 
the  development  and  publication  of  suc- 
cessful techniques  from  other  centers 
with  experience  in  the  hemodialysis  of 
children;^'2  the  development  of  dialysis 
equipment  and  principles  specifically  de- 
signed forchildreni^the  need  for  another 

From  the  Pediatric  Dialysis  and  Transplantation 
Unit,  Division  of  Pediatric  Nephrology,  The 
University  of  Texas  Medical  Branch,  Galveston. 


alternative  (to  peritoneal  dialysis)  for 
those  children  who  could  not  receive 
transplants,  or  who  rejected  their 
transplanted  kidney;  and  the  financial 
commitment  on  both  a state  and  federal 
level  to  support  such  treatment. 

Most  children  dialyzed  in  this  country 
are  cared  for  in  units  primarily  designed 
for  adults.  We,  and  others,^  feel  that  this  is 
an  undesirable  situation  for  both  physio- 
logical and  psychological  reasons.  In  addi- 
tion, the  adult-oriented  specialist  often  is 
not  attuned  to  the  complexities  of  working 
with  both  the  child  and  his  or  her  parents. 
Consequently,  it  was  our  feeling  that  a 
pediatric  program  should  be  just  that — 
one  designed  for  the  total  care  of  the 
child.  Fortunately,  the  nephrologists  op- 
erating the  very  successful  adult  dialysis 
unit  at  our  institution  vigorously  support- 
ed our  efforts  to  develop  an  independent 
facility. 

Our  children's  dialysis  unit  is  staffed  by 
nurses  trained  in  pediatrics  who  have 
elected  to  subspecialize  in  renal  nursing. 
The  unit  is  under  the  direction  of  three 
full-time  pediatric  nephrologists,  and  has 
the  additional  permanent  staff  of  a child 
psychologist  and  a pediatric  social  work- 
er. Age-level  school  teachers  and  an  occu- 
pational therapist  round  out  the  health 
care  team. 

As  in  peritoneal  dialysis,  hemodialysis 
depends  upon  the  diffusion  of  small  molec- 
ular weight  solutes,  such  as  urea,  creatin- 
ine, potassium,  etc,  from  the  patient’s 
blood  to  dialysate  across  a semipermeable 
membrane,  the  rate  of  diffusion  being  de- 
pendent upon  the  concentration  gradient 
between  the  blood  and  dialysate.®  In  this 
manner,  metabolic  wastes  that  accumu- 
late in  the  child’s  blood  because  of  his  non- 
functioning kidneys,  and  which  may  con- 
tribute to  uremic  symptomatology,  are  re- 
moved. Excess  fluid  is  removed  from  the 
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patient  by  the  creation  of  a pressure  gra- 
dient or  an  osmotic  gradient,  or  both,  be- 
tween the  blood  and  dialysate  compart- 
ments. 

Whereas  in  peritoneal  dialysis  the  peri- 
toneum serves  as  the  dialysis  membrane, 
special  cellophane  membranes  are  util- 
ized in  hemodialysis.  Basically,  all  dialy- 
zers  have  a configuration  similar  to  the 
parallel  flow  dialyzer,  schematically  rep- 
resented in  Fig  1,  in  which  the  cellophane 
membranes  are  sandwiched  between  two 
rigid  or  semirigid  plates.®  In  the  coil  dialy- 
zer, they  are  wrapped  concentrically 
about  a supportive  core.'^  In  the  capillary 
type  dialyzer®  they  consist  of  hollow  cellu- 
lose fibers  enclosed  in  a plastic  casing. 

Materials,  Methods  and  Complications 
Dialyzer  Selection 

The  selection  of  a dialyzer  appropriate  for 
a child  is  dependent  upon  certain  princi- 
ples advocated  by  Kjellstrand  and  his  as- 
sociates. Ideally,  the  dialyzer  and  its  associ- 
ated blood  lines  should  contain  no  more 
than  10%  of  the  patient’s  blood  volume  at 
any  one  time,  and  should  be  of  moderate 
efficiency  to  prevent  too  rapid  a drop  in 
the  level  of  blood  urea  nitrogen  (BUN). 
These  same  authors  have  put  forth  guide- 
lines for  determining  the  proper  length  of 
dialysis  to  accomplish  adequate  biochemi- 
cal control  of  uremia.® 

The  dialysate,  the  solution  against 
which  the  blood  flows  (see  Fig  1),  is  de- 
signed to  approximate  normal  extracellu- 
lar fluid  but  is  altered  so  that  the  biochem- 
ical abnormalities  of  uremia  may  be  cor- 
rected. The  availability  of  a large  number 
of  dialysate  solutions,  coupled  with  the  fact 
that  each  child  may  have  distinctive  bio- 
chemical abnormalities,  has  led  us  to 
favor  the  use  of  individual  dialysate  deliv- 


ery systems,  allowing  attention  to  be  fo- 
cused on  each  child’s  biochemical  prob- 
lems without  having  to  compromise  treat- 
ment of  any  other  patient. 

Access  to  Circulation 

Access  to  the  circulation  may  be  gained 
through  an  external  arteriovenous  (A-V) 
shunt  or  an  internal  A-V  fistula.®  An  A-V 
shunt  consists  of  a Teflon  cannula  surgi- 
cally implanted  into  an  artery  and  adja- 
cent vein  and  attached  by  a Silastic  con- 
nector. Priorto  each  dialysis  this  connec- 
tor is  removed:  the  arterial  and  venous 
ends  are  then  attached  to  blood  lines  lead- 
ing to  and  away  from  the  dialyzer,  re- 
spectively. Radial,  posterior  tibial,  femor- 
al, and  brachial  vessels  are  comonly  util- 
ized in  children  to  create  A-V  shunts. i® 

In  1966  the  A-V  fistula  was  described  by 
Brescia  and  others. “ This  method  entails 
surgically  anastomosing  an  artery  to  a 
vein,  which  subsequently  dilates.  After 
sufficient  maturation,  the  enlarged  blood 
vessel  will  accommodate  large-bore  nee- 
dles to  initiate  dialysis.  The  A-V  fistula  has 
eliminated  many  of  the  disadvantages  as- 
sociated with  use  of  the  A-V  shunt. Qiot- 
ting  and  infection  occur  less  often.  Free- 
dom of  arm  movement  is  present;  unsight- 
ly bandages  do  not  exist.  Initiation  of  dialy- 
sis, however,  may  be  a painful  procedure 
and  this  has  limited  its  use  in  some  pedia- 
tric centers,  although  others^®  report 
greater  acceptance.  Other  methods  of 
gaining  circulatory  access,  through  the 
use  of  bovine  grafts  and  saphenous  vein 
autografts  and  homografts, i®  are  being 
utilized  more  frequently  as  experience  > 
with  fistulas  increases. 

Complications 

The  complications  of  regular  dialysis 
treatment  are  numerous  and  have  been  ^ 
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well  reviewed.'^  They  may  be  related  to  the 
dialysis  procedure  itself,  uremia,  or  both. 

The  primary  problems  related  to  the 
dialysis  procedure  itself  include  the  dialy- 
sis disequilibrium  syndrome  and  hypo- 
tension secondary  to  excessive  ultrafiltra- 
tion. Dialysis  disequilibrium  has  been 
attributed  to  several  factors^-*’!^  but  is,  at 
least  in  part,  caused  by  derangements 
that  occur  when  solutes  are  removed 
more  rapidly  from  the  extracellular 
space  as  compared  to  the  intracellular 
space.  This  results  in  an  osmotic  gradient 
favoring  the  flow  of  fluid  intracellularly. 

In  the  central  nervous  system,  this  results 
in  cerebral  edema  with  symptoms  ranging 
from  headache  to  convulsions.  While  dialy- 
sis disequilibrium  is  usually  a problem 
when  a patient  is  first  dialyzed,  it  may  oc- 
curat  anytime  the  child's  BUN  level,  and 
consequently,  his  plasma  osmolality,  are 
elevated,  a situation  frequently  seen  fol- 
lowing dietary  indiscretion,  such  as  that 


1.  This  drawing  illustrates  the  mechanics  of 
the  parallel  flow  dialyzer.  Dialysate  flows  be- 
tween the  supporting  plates  and  cellophane 
membranes;  blood  flows  between  the  two 
layers  of  cellophane.  Metabolic  wastes  diffuse 


precipitated  by  birthday  parties  and  holi- 
day dinners. 

Means  of  preventing  dialysis  disequilib- 
rium include  the  deliberate  performance 
of  an  inefficient  dialysis’^-^*’  and  the  main- 
tenance of  an  elevated  plasma  osmolality^ 
as  urea  and  other  uremic  toxins  are  re- 
moved. To  date  the  major  manifestation  of 
dialysis  disequilibrium,  specifically  con- 
vulsions, has  been  avoided  at  The  Univer- 
sity of  Texas  Medical  Branch  by  deliber- 
ately performing  short,  inefficient  dialy- 
ses repetitively  over  a period  of  several 
days  so  that  rapid  drops  in  BUN  levels  do 
not  occur,  and  by  administering  anticon- 
vulsants prophylactically.  Once  the  patient 
has  been  brought  into  good  biochemical 
balance,  a regular  schedule  of  dialysis 
therapy  is  initiated. 

Excessive  ultrafiltration  (the  too  rapid 
removal  of  excess  fluid  from  the  patient) 
may  lead  to  severe  hypotensive  episodes, 
muscle  cramps,  and  the  like.-'^^  Accurate 


from  the  blood  compartment  to  the  dialysate 
compartment  because  of  their  high  concentra- 
tion in  the  blood  and  absence  in  the  dialysate. 
The  dialysate  is  then  discarded. 
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assessment  of  the  patient’s  true  dry 
weight  by  the  performance  of  body  com- 
position studies  when  the  child  first  enters 
the  hemodialysis  program,  and  at  six- 
month  intervals  thereafter;  recording  of 
weight  prior  to,  during,  and  after  each  di- 
alysis; knowledge  of  the  fluid-removal 
characteristics  of  the  dialyzer  being  used; 
and  elimination  of  antihypertensive  agents 
prior  to  dialysis  have  helped  avoid  these 
problems.  In  patients  confined  to  bed  be- 
cause of  surgery,  bed  scales  may  be  util- 
ized to  accurately  assess  weight  loss  dur- 
ing dialysis. 

The  problems  of  arteriovenous  shunts 
include  the  risk  of  infection,  clotting, 
hemorrhage,  heart  failure, “ limitation  of 
activity,  and  the  potential  for  erosion  of  the 
wings  of  the  shunt  through  the  patient’s 
skin.  The  main  problems  associated  with 
the  use  of  arteriovenous  fistulas  in  chil- 
dren are  the  painful  venipuncture  and  the 
anxiety  that  it  engenders. 

The  hematologic  problem  of  hemodialy- 
sis is  multifaceted.  Patients  on  dialysis  are 
anemic  because  of  frequent  blood  tests 
and  blood  losstothedialyzer;!'^  hemolysis, 
toxic  bone  marrow  depression,  and  lack 
of  erythropoietin;i8  and,  possibly,  iron 
and  folate  deficiencies,^'*  Because  these 
children  usually  tolerate  theiranemia  ex- 
tremely well,  blood  transfusion  should  be 
withheld  until  symptoms  appear  or  until 
the  hematocrit  falls  below  12%.  We  pre- 
fer to  give  iron  intravenously'^'*  rather 
than  to  give  transfusions.  The  use  of  an- 
drogens in  children — to  boost  their 
hematocrit  values — should  be  condemned 
because  of  its  growth-retarding  effect. 

Certainly,  as  the  number  of  units  of 
blood  transfused  increases,  the  risk  of 
hepatitis  B infection  increases  for  the  pa- 
tient and  staff. 21  Some  pediatric  units  have 
reported  a high  incidence  of  hepatitis, 22 
and  modes  of  transmission  of  hepatitis 


virus  other  than  transfusion  have  been 
reported. 22  Consequently,  the  nurses  in 
The  Pediatric  Dialysis  and  Transplanta- 
tion Unit  follow  meticulous  hepatitis  pre- 
cautions, and  the  unit  has  two  isolation 
rooms  so  that  the  patient  and  his  equip- 
ment can  be  isolated  if  hepatitis  develops. 

Fluid  overload  and  hypertension  be- 
tween dialyses  and  hypotension  during 
dialysis  may  complicate  the  hemodialysis 
of  pediatric  patients.  Control  of  salt  and 
water  intake  usually  is  a greater  prob- 
lem in  children  than  in  adults  because 
(1)  salt  intake  is  proportional  to  caloric 
intake  and  is,  therefore,  greater  on  a per 
kilogram  basis  in  children;i  (2)  much  of 
the  child’s  blood  volume  may,  in  es- 
sence, be  removed  in  order  to  fill  the 
dialyzer — lowering  his  blood  pressure 
and  limiting  the  use  of  ultrafiltration;i 
and  (3)  children  may  be  less  compliant 
than  adults  in  following  dietary  restric- 
tions. The  role  of  antihypertensives  in 
the  dialysis  of  children  presents  cer- 
tain problems  which  need  not  concern 
the  general  practitioner  or  pediatrician. 

It  should  be  realized,  however,  that  al- 
though they  may  serve  a useful  purpose, 
they  can  actually  complicate  the  dialysis 
procedure  and  consequently  cannot  be 
used  indiscriminately. 

Bone  disease  is  a common  complication 
of  uremia,  and  is  due  to  the  derangements 
that  occur  in  calcium,  phosphorus,  vita- 
min D,  and  parathormone  interrelation- 
ships.21  Medical  management  includes  the 
use  of  phosphate  binders,  calcium  sup- 
plementation, vitamin  D,  and  correction 
of  acidosis.  Although  renal  osteodystro- 
phy frequently  develops  or  worsens  in 
patients  on  maintenance  hemodialysis,  it  is 
difficult  to  predict  in  whom  this  will  occur. 
Use  of  low-calcium  dialysate25  or  fluori- 
dated water,26  however,  will  hasten  its  oc- 
currence. The  various  forms  of  bone  dis- 
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ease  include  osteitis  fibrosa  cystica,  osteo- 
malacia, and  osteosclerosis. 

The  use  of  the  aforementioned  medi- 
cations; frequent  monitoring  of  serum 
calcium,  phosphorus,  magnesium,  alka- 
line phosphatase,  and  parathormone  lev- 
els; periodic  radiologic  evaluation  of  the 
patient;  the  use  of  deionized  water  to  mix 
dialysate;  and  the  use  of  dialysate  contain- 
ing 6 mg/100  ml  calcium  may  forestall 
bone  disease. 

The  psychosocial  stresses  of  chronic 
renal  failure  and  its  treatment  are  similar 
to  those  of  any  chronic  illness, with  the 
additional  stresses  specific  to  dialysis 
therapy.2'28,29  jhe  approach  to  this  prob- 
lem at  The  University  of  Texas  Medical 
Branch  has  been  outlined  previously.^® 

Discussion 

Most  pediatric  nephrologists  feel  that 
the  ultimate  aim  of  treatment  of  chronic 
renal  failure  in  children  is  successful  renal 
transplantation,^  as,  in  many  respects, 
dialysis  is  more  successful  in  curing 
uremic  symptomatology  than  the 
patient. Therefore,  all  children  accepted 
into  a dialysis  program  should  be  candi- 
dates for  renal  transplantation  and 
should  be  so  treated  when  a suitable  kid- 
ney becomes  available. 

Chronic  dialysis,  whether  hemodialysis 
or  peritoneal  dialysis,  is  indicated  when- 
ever medical  management  no  longer  con- 
trols uremic  symptomatology — when  ure- 
mia interferes  with  play,  school  attend- 
ance, and  the  like.  In  some  children  this 
may  be  when  the  serum  creatinine  reach- 
es 10  mg/100  ml;  in  others,  15  mg/100 
ml.  Because  of  dietary  protein  restric- 
tion, the  absolute  value  of  BUN  cannot  be 
used  to  accurately  evaluate  renal  func- 
tion.^2  Under  no  circumstances  should 
dialysis  be  delayed  until  uremic  pericar- 


ditis, peripheral  neuropathy,  or  severe 
malnutrition  develop. 

This  review  outlines  the  philosophy  and 
technique  employed  by  the  only  facility  in 
Texas  for  the  hemodialysis  of  young  chil- 
dren. While  older,  larger  adolescents  may 
be  suitably  dialyzed  in  adult  units  from  a 
technical  point  of  view,  the  crippling  ef- 
fects of  chronic  renal  disease  upon  the 
psychosocial  development  of  some  of  these 
individuals  may  make  their  treatment  in 
a pediatric  facility  preferable. 

While  there  is  no  doubt  that  as  a form  of 
treatment,  hemodialysis  has  several 
drawbacks,  it  can  maintain  a high-quality 
existence  in  a child  who  until  recently 
might  have  had  no  alternative  but  death 
unless  a kidney  suitable  for  transplanta- 
tion were  readily  available. 
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Spermatic  cord  torsion 
in  the  newborn 

Terry  A.  Treadwell,  MD;  Richard  J.  Andrassy,  MD;  Irving  A.  Ratner,  MD,  FACS 


Torsion  of  the  spermatic  cord  is  most 
commonly  noted  in  adolescence  and  early 
adulthood:  however,  it  does  occur  at  all 
ages  includingthe  neonatal  period.  Diag- 
nosis of  torsion  of  the  spermatic  cord  in 
the  newborn  is  difficult  because  the  condi- 
tion is  rare  and  the  symptoms  are  few. 
Nevertheless,  the  condition  must  be  rec- 
ognized promptly  and  surgical  correction 
of  the  torsion  must  be  undertaken  imme- 
diately because  delay  will  result  in  the  tes- 
tis losing  part  or  all  of  its  spermatogenic 
and  hormonal  functions. 

Since  the  first  report  of  a case  of  tor- 
sion of  the  spermatic  cord  in  a neonate  (a 
4-hour-old  infant)  byTaylor^  in  1897,  only 
70  additional  cases  have  been  recorded  in 
the  literature:^  ® approximately  half  of 
these  were  recognized  within  the  first  24 
hours  of  life.  We  are  reporting  two  more 
cases:  they  were  among  49  cases  of  tor- 
sion of  the  spermatic  cord  in  males  20 
years  of  age  or  younger  at  Santa  Rosa 
Children’s  Hospital  between  1967  and 
1974.  Thirteen  (26%)  of  these  49  pa- 
tients were  under  5 years  of  age,  and  4 
(8%)  were  less  than  2 years  old  (Fig  1). 
Eleven  (22%)  of  the  49  patients  had  an  in- 
guinal hernia  associated  with  the  spermat- 
ic cord  torsion.  Of  the  13  patients  under  5 
years  of  age,  7 (54%)  had  an  associated 
inguinal  hernia. 

Report  of  Cases 

Case  1:  A full-term  white  male  infant,  the 
product  of  a normal  pregnancy  and  un- 
complicated delivery,  was  seen  at  age  2 
days.  A mass  had  been  noted  in  the  right 
side  of  his  scrotum  immediately  after 
birth.  There  was  no  fever,  abdominal  dis- 
tention, vomiting,  diarrhea,  or  rectal 
bleeding.  Physical  findings  were  normal 
except  for  a hard,  slightly  tender,  freely 


movable  mass  in  the  right  side  of  the  scro- 
tum that  was  thought  to  involve  the  right 
testicle.  The  mass  was  opaque  totransillu- 
mination.  The  skin  of  the  right  side  of  the 
scrotum  was  red  and  puckered.  The  left 
testicle  was  normal  except  for  a small 
hydrocele.  No  inguinal  hernias  were  not- 
ed. Laboratory  results  were  within  nor- 
mal limits. 

A right  scrotal  exploration,  performed 
through  an  inguinal  incision,  revealed  tor- 
sion of  the  spermatic  cord  outside  the  tu- 
nica vaginalis,  and  a small  indirect  inguin- 
al hernia  sac.  The  testis  was  dark  blue,  but 
the  color  improved  somewhat  after  the 
torsion  was  reduced.  All  structures  of  the 
testis  and  spermatic  cord  appeared  to  be 
normal.  The  testis  was  replaced  in  the 
scrotum,  and  the  indirect  inguinal  hernia 
was  repaired  by  the  Ferguson  technique. 
The  patient  did  will  postoperatively  and 
was  dismissed.  One  month  later,  a left  hy- 
drocelectomy  and  orchiopexy  were  per- 
formed. 

Case  2:  This  patient,  a full-term  white 
male  infant,  was  referred  to  Santa  Rosa 
Children's  Hospital  for  evaluation  of  pos- 
sible spermatic  cord  torsion  at  age  14 
days.  The  pregnancy  had  been  normal, 
and  the  delivery  uncomplicated.  At  age  9 
days,  a lump  suddenly  developed  in  the 

1.  Age  distribution  of  patients  20  years  old  or 
younger  with  torsion  of  the  spermatic  cord  seen 
at  Santa  Rosa  Children’s  Hospital,  1967  through 
1974. 
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right  side  of  the  patient’s  scrotum,  and  he 
vomited  once.  He  was  seen  by  a physician 
who  noted  that  the  mass  was  translucent 
totransillumination  and  made  the  diagno- 
sis of  a hydrocele.  During  the  three-day 
hospitalization  for  observation,  the  mass 
decreased  in  size  but  did  not  resolve. 

On  admission  to  Santa  Rosa  Children's 
Hospital,  the  child  had  no  fever,  abdomi- 
nal pain  or  distention,  vomiting,  diarrhea, 
or  rectal  bleeding.  Results  of  physical  ex- 
amination were  normal  except  for  a tense, 
enlarged,  right  testicle.  The  spermatic 
cord  was  thickened,  and  a right  inguinal 
hernia  was  noted.  The  scrotal  mass  now 
was  opaque  to  transillumination.  The  left 
testicle  was  normal  to  palpation.  A small 
left  inguinal  hernia  was  present.  Labora- 
tory data  were  within  normal  limits. 

A right  scrotal  exploration  was  carried 
out  through  an  inguinal  incision.  Torsion 
of  the  spermatic  cord,  outside  of  the  tuni- 
ca vaginalis,  a small  indirect  inguinal  her- 
nia sac,  and  a hydrocele  were  found.  The 
testis  was  black.  After  reduction  of  the 
torsion  and  hydrocelectomy,  the  testis 
was  returned  to  its  position  in  the  scro- 
tum. The  inguinal  hernia  was  repaired  by 
the  Ferguson  technique.  After  these  pro- 
cedures, a left  inguinal  herniorrhaphy 
and  orchiopexy  were  performed. 

Discussion 

Diagnosis 

In  any  patient,  early  diagnosis  is  neces- 
sary to  prevent  loss  of  part  or  all  of  the  in- 
volved testis.  In  older  children  and  adults, 
torsion  of  the  spermatic  cord  is  manifest- 
ed by  the  sudden  onset  of  pain  in  the  in- 
volved testis,  with  possible  radiation  to  the 
groin,  lower  abdomen,  or  lumbar  region. 
Nausea  and  vomiting  may  be  present.  The 


testis  is  swollen,  tender,  and  drawn  up- 
ward toward  the  external  ring  of  the  in- 
guinal canal.  The  pain  is  made  worse  by 
elevation  of  the  testis  (Prehn’s  sign).  The 
epididymis  may  be  in  an  abnormal  or  ante- 
rior or  lateral  position. 

The  situation  is  entirely  different  in  the 
newborn.  Symptoms  usually  are  absent.  In 
a series  of  37  cases  of  torsion  of  the  sper- 
matic cord  described  by  Snyder  and  co- 
workers,® the  youngest  child  to  complain 
of  pain  was  2 V2  years  old.  In  this  series, 
50%  of  the  patients  under  2 years  of  age 
who  had  testicular  torsion  had  a tempera- 
ture greater  than  38.3  C (101  F),  but  this 
seems  to  be  the  exception  rather  than  the 
rule.  One  of  our  patients  had  vomited  at 
the  time  the  scrotal  mass  was  noted,  but 
vomiting  was  seen  in  only  3 of  the  18  pa- 
tients under  2 years  of  age  in  Snyder  and 
coworkers’  series. 

The  condition  usually  is  discovered  on 
examination  of  the  newborn.  Classically, 
there  is  a red-to-purple,  hard,  nontender 
mass  in  the  scrotum  that  is  opaque  to 
transillumination.  Only  one  case  has  been 
reported'  in  which  spermatic  cord  tor- 
sion in  a newborn  infant  presented  as  a hy- 
drocele and  was  translucent  to  transillu- 
mination. Our  second  case  presented  in 
this  mannerand,  at  operation,  was  found 
to  be  associated  with  a hydrocele. 

The  diagnosis  must  be  made  as  soon  as 
possible  so  that  surgical  treatment  can  be 
started  immediately.  Prompt  reduction  of 
the  torsion  is  of  great  importance  to  avoid 
permanent  damage  to  the  testis.  The  delay 
between  onset  and  operation  ranged  from 
two  days  to  six  weeks  in  one  large  series,® 
and  from  four  hours  to  seven  months  in 
another  series.®  The  results  of  surgical 
treatment  depend  on  the  length  of  the  de- 
lay. If  the  torsion  can  be  reduced  within 
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six  hours,  viability  of  the  testis  is  prob- 
able.6.10 

In  animals,  Smithi**  found  that,  after 
complete  occlusion  of  the  spermatic  cord, 
slight  damage  to  the  spermatogenic  cells 
occurred  after  two  hours,  severe  damage 
occurred  after  four  hours,  and  complete 
loss  occurred  after  six  hours.  He  also 
noted  that,  underthe  same  conditions,  the 
Leydig  cells  were  severely  damaged  after 
eight  hours  and  were  completely  lost  after 
ten  hours.  These  findings  cannot  be  strict- 
ly applied  to  humans  because  of  the  differ- 
ent degrees  of  obstruction  that  can  occur 
in  torsion  of  the  testis. 

In  an  attempt  to  evaluate  this  situation 
in  humans.  King  and  associates”  evaluat- 
ed the  amount  of  testicular  tissue  remain- 
ing one  year  after  surgical  reduction  of 
testicular  torsion  as  a function  of  the 
length  of  time  from  the  onset  of  symptoms 
until  surgical  reduction.  They  noted  that 
the  damage  in  the  human  testis  is  gener- 
alized and  not  greater  in  the  spermato- 
genic portions.  The  study  indicated  that,  if 
the  torsion  was  reduced  within  eight 
hours  of  the  onset  of  symptoms,  100%  of 
the  patients  had  a normal  residual  testicu- 
lar mass  at  the  end  of  one  year.  However, 
the  remaining  mass  was  85%  of  normal  if 
the  delay  was  8 to  24  hours,  60%  of  nor- 
mal if  the  delay  was  24  to  48  hours,  and 
25%  of  normal  if  the  delay  was  48  to  72 
hours.  When  the  reduction  was  done  72 
hours  or  more  after  the  onset  of  symp- 
toms, all  patients  had  20%  or  less  of  the 
original  testicular  mass  one  year  post- 
operatively. 

Differential  Diagnosis 

The  differential  diagnoses  include  acute 
epididymitis,  strangulated  inguinal  her- 
nia, torsion  of  the  appendix  testis,  trauma 


with  hemorrhage  into  the  testicle,  acute 
inguinal  adenitis,  scrotal  abscess,  orchi- 
tis, and  testiculartumors.  In  the  newborn, 
however,  the  list  of  choices  may  be  modi- 
fied. Epididymitis,  strangulated  inguinal 
hernia,  torsion  of  the  appendix  testis,  or- 
chitis, inguinal  adenitis,  and  scrotal  ab- 
scess are  rarely  seen.  Hemorrhagic  in- 
farction of  the  testis  and  malignancy  are 
seen  in  the  neonatal  period,  but  are  infre- 
quent. Therefore,  a red,  firm,  nontender 
mass  in  the  scrotum  that  is  opaque  to 
transillumination  should  be  considered  to 
represent  torsion  of  the  spermatic  cord 
until  proved  otherwise. 

Treatment 

Kaplan  and  King^^  have  emphasized  that 
the  treatment  for  torsion  of  the  spermatic 
cord  is  surgical  reduction  as  soon  as  the 
diagnosis  is  suspected.  Rhyne  and  cowork- 
ers^^  stated  that  spontaneous  correction 
is  rare.  Manipulative  reduction  of  the  tor- 
sion was  advocated  by  Burkitt,^^  but  Sny- 
der and  associates®  consider  this  to  be  un- 
wise because  of  the  high  incidence  of  re- 
currence, the  disability  associated  with 
this  form  of  treatment,  and  the  poor  long- 
term results  in  regard  to  testicular  sur- 
vival. Therefore,  surgical  exploration  and 
reduction  are  mandatory. 

An  inguinal  approach  is  indicated  for 
the  surgical  exploration,  with  the  testis 
being  delivered  out  of  the  scrotum  into  the 
wound  for  examination  and  detorsion. 

This  approach  allows  the  entire  spermatic 
cord  and  testis  to  be  examined  and  per- 
mits repair  of  an  inguinal  hernia  if  pres- 
ent. Both  of  our  patients  had  associated 
small,  indirect,  inguinal  hernia  sacs.  In 
Snyder  and  associates’  series,®  1 1 % of 
patients  had  an  accompanying  inguinal 
hernia  and  5%  had  a hydrocele  of  the 
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cord.  In  our  series,  7 (54%)  of  the  13  pa- 
tients under  5 years  of  age  had  an  asso- 
ciated inguinal  hernia. 

There  is  controversy  over  what  to  do 
after  the  torsion  has  been  reduced.  Histo- 
rically,^® orchiectomy  was  the  procedure 
of  choice  for  the  black,  apparently  gan- 
grenous, testis.  However,  many  agree 
with  the  more  recent  statement  by  Reeves 
and  coworkers^that  “The  gross  appear- 
ance of  the  involved  testicle  should  not  in- 
fluence one’s  decision  to  leave  it  in  place.” 
It  has  been  suggested-’^  ® ® that  orchiecto- 
my be  done  only  if  there  is  evidence  of  sys- 
temic toxicity.  Instead,  the  testis  should  be 
replaced  in  the  scrotum  in  the  hope  that 
some  testicular  function  may  be  salvaged. 
Reeves  and  associates^  reported  that, 
even  when  a grossly  necrotic  testis  was 
left  in  place,  no  complications  were 
observed. 

The  need  for  routine  exploration  of  the 
opposite  side  and  orchiopexy  is  a debated 
question.  Torsion  of  the  spermatic  cord 
occurs  with  equal  frequency  on  the  right 
and  left  sides,  although  Campbell’s^®  early 
report  indicated  a higher  incidence  on  the 
right  side.  Papadatos  and  Moutsouris®  re- 
ported that  bilateral  torsion  of  the  sper- 
matic cord  occurs  in  about  5%  of  cases. 
The  structural  abnormality  predisposing 
to  torsion  of  the  spermatic  cord  is  bilater- 
al in  50%  of  cases. 

Although  the  cause  of  this  torsion  is  not 
known  with  certainty,  there  is  agree- 
ment®’^®  that  abnormal  attachments  of  the 
tunica  vaginalis  to  the  spermatic  cord  and 
testis  play  a role.  Physical  activity  and 
trauma  are  sometimes  mentioned  as  caus- 
es, but  these  cannot  be  substantiated  as 
major  causes.  In  fact,  torsion  of  the  sper- 
matic cord  can  occur  during  sleep,  and 
Fitzpatrick  and  Orr®  and  Lusignan  and  co- 
workers® have  shown  conclusively  that  it 


occurs  in  utero.  Torsion  can  occur  at  two 
locations  on  the  spermatic  cord:  in  older 
children  and  adults  the  twisting  usually  oc- 
curs within  the  tunica  vaginalis,  whereas 
in  newborns  it  occurs  outside  the  tunica 
vaginalis. 

The  adult  form  of  torsion  is  related  to 
conditions  that  result  in  excessive  mobility 
of  the  testis,  and  is  usually  referred  to  as 
the  “bell-clapper”  type.®'i®  i®  These  condi- 
tions are  not  present  in  the  newborn  in- 
fant with  torsion  of  the  spermatic  cord 
outside  the  tunica  vaginalis.  Longino  and 
Martin®  reported  no  scrotal  or  testicular 
abnormality  in  any  of  their  nine  newborns 
with  spermatic  cord  torsion.  However, 
CampbelP®  pointed  out  that  Sir  Ashley 
Cooper,  more  than  140  years  ago,  ob- 
served that  the  entire  testis  and  its  invest- 
ing structures  could  be  completely  with- 
drawn from  the  scrotum  of  the  infant  with- 
out tearing  any  tissue,  because  of  the  im- 
maturity of  the  attachments  of  the  scrotal 
contents  to  the  skin  of  the  scrotum.  This, 
in  effect,  would  give  the  testis  increased 
or  “abnormal”  mobility. 

The  common  connection  between  the 
two  forms  of  torsion  seem  to  be  related  to 
the  cremaster  muscle.  Smith^"  noted  that 
the  cremaster  muscle  inserts  obliquely  on 
the  spermatic  cord,  and  contraction  of 
this  muscle  causes  the  testis  to  rotate 
(counterclockwise  for  the  left  testis  and 
clockwise  for  the  right,  as  viewed  from  the 
patient’s  feet).  A sudden  spasm  of  the  cre- 
master muscle  could  cause  the  exces- 
sively mobile  testis  to  twist  completely  on 
the  spermatic  cord  for  one,  two,  or  more 
turns.  This  would  result  in  counterclock- 
wise torsion  on  the  left  and  clockwise  tor- 
sion on  the  right.  This  was  true  in  our  first 
case;  it  was  not  mentioned  specifically  in 
our  second  case  or  in  other  reports. 

The  50%  incidence  of  bilateral  anoma- 
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lies  and  the  5%  incidence  of  bilateral  tor- 
sion in  older  children  and  adults  indicate 
the  need  for  contralateral  exploration 
and  orchiopexy  in  these  patients.  In  the 
newborn,  however,  the  condition  is  not  as- 
sociated with  testicular  anomalies,  so  the 
need  for  contralateral  orchiopexy  has 
been  questioned. 

Reeves  and  coworkers-  reported  no 
complications  in  nine  newborns  who  had 
torsion  of  the  spermatic  cord  but  did  not 
have  a contralateral  orchiopexy.  How- 
ever, because  bilateral  torsion  in  the  new- 
born has  been  reported, contralateral 
prophylactic  orchiopexy  is  indicated.  This 
was  done  for  both  of  our  patients. 

Summary 

Torsion  of  the  spermatic  cord  in  the  new- 
born, an  uncommon  condition,  must  be  di- 
agnosed early  to  permit  immediate  surgi- 
cal treatment.  Diagnosis  in  the  newborn 
is  difficult  because  of  the  paucity  of  symp- 
toms. A hard,  red-to-purple,  nontender 
mass  in  the  scrotum  that  is  opaque  to 
transillumination  should  be  considered  to 
represent  torsion  of  the  spermatic  cord 
until  proved  otherwise.  The  appropriate 
treatment  is  immediate  surgical  explora- 
tion through  an  inguinal  incision.  The  tor- 
sion should  be  reduced  and  the  testis  re- 
turned to  its  location  in  the  scrotum.  Con- 
tralateral orchiopexy  is  indicated. 
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J.  George  Bakula,  BA 

Tothose  of  us  who  work  without  liberal 
state  or  federal  financing,  medical  televi- 
sion can  be  a depressing  field.  At  confer- 
ences we  hear  about  the  million-dollar  pro- 
duction centers  at  university  campuses, 
about  multifaceted  conventional  microwave 
or  satellite  networks,  or  about  many-thou- 
sand-dollar  budgets  for  buyingand  renting 
programs,  films,  and  videotapes.  Yet,  in  our 
own  world,  our  institution’s  “television 
facility”  might  consist  of  a videocassette 
player  and  a television  set,  housed  in  a 
made-over  closet.  This  article  is  for  those 
who  must  operate  on  less  than  generous 
budgets;  it  tells  what  we  have  learned  about 
getting  the  most  out  of  the  limited  funds 
that  are  available  for  television  in  most 
institutions. 

Our  entire  operating  budget  at  Scott  and 
White  Clinic  for  the  past  fiscal  year  was 
$8,000,  excluding  salaries.  Granted,  we  are 
luckierthan  most.  We  already  had  produc- 
tion capabilities  that  included  one  color 
camera,  a colorfilm  chain,  several  video- 
cassette machines,  and  tie-ins  with  the  in- 
stitution’s own  television  distribution  sys- 
tem to  patient’s  rooms.  However,  that 
$8,000  covered  maintenance,  office  sup- 
plies, printing,  film  and  tape  rentals,  travel 
expenses,  and  a vague  category  entitled 
“television  supplies,”  which  included 
everything  from  videotape  to  screwdrivers, 
from  studio  lights  to  lumber  for  storage 
shelving.  Some  probably  think  that  such  a 
budget  is  outrageously  high,  while  others 
snicker  about  howsmall  it  is. 

We  finished  ourfiscal  year  $2,000  in  the 
black,  while  adding  nearly  100  hours  of 
recorded  programs  to  our  library  and  trans- 
mitting more  than  200  hours  of  live  pro- 
gramming over  our  cable  system.  The  word 
“we”  refers  to  a staff  consisting  of  myself 
and  one  full-time  camera  operator/elec- 
tronics technician.  If  we  do  need  another 


person  to  assist  in  a recording  session,  we 
usually  can  get  helpfrom  our  institution’s 
photography  department. 

We  are  housed  in  a room  4 by  12  meters 
(12  X 40  ft),  that  was  originally  intended  to 
be  used  as  a storage  closet.  This  room  con- 
tains our  studio,  maintenance  shop,  video- 
tape storage,  production  equipment  (re- 
corders, switcher,  etc),  and  distribution 
equipment.  Our  self-contained  color 
camera  has  been  in  operating  rooms,  pa- 
tients’ rooms,  classrooms,  offices,  the 
auditorium,  treatment  rooms,  and,  of 
course,  the  studio. 

But  let  us  start  from  scratch.  What  are 
some  methods  for  developing  a television 
system? 

Getting  Equipment 

The  first  step  is  to  convince  yourself  that 
television  makes  an  important  contribution 
to  education;  the  next  is  to  convince  the 
governing  body  of  your  institution.  Perhaps 
you  can  recruit  helpforthis  sellingeffort 
from  within  the  institution — for  example, 
physicians  who  used  televised  programs  in 
their  medical  school  training,  or  nurses 
who  know  of  good  teaching  material  on 
videotape.  If  your  institution  is  involved  in 
local  nursing,  paramedical,  or  postgraduate 
medical  education,  you  may  already  have 
a foot  in  the  right  door.  Funds  may  be  avail- 
able from  some  of  the  educational  support 
organizations  which  will  help  you  establish 
a minimal  television  facility.  The  Area 
Health  Education  Center  and  the  Office  of 
Educational  Opportunity  helped  us  in  our 
initial  purchase  of  a videocassette  recorder 
and  television  set.  The  local  Veterans  Ad- 
ministration hospital  let  us  borrow  some  of 
their  equipment  (a  camera  and  a reel-to- 
reel  videotape  recorder)  to  record  pro- 
grams as  well  asto transmit  programsto 
them. 
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Suppose  your  administration  turns  down 
any  equipment  purchase  request  and  you 
cannot  find  an  organization  that  will  help 
provide  funds.  Look  around.  You  might  be 
able  to  work  out  a facility-sharing  plan  with 
a local  academic  institution.  Many  junior 
colleges,  and  many  local  school  districts, 
have  some  television  equipment  that  they 
might  be  willingto  share  with  you.  Do  not 
rule  out  the  local  high  school  football  coach 
with  the  portable  black-and-white  outfit — 
a lot  can  be  done  with  such  equipment.  If 
there  is  a large  manufacturing  company 
in  yourtown,  you  might  check  with  them. 

It  just  takes  a little  imagination.  All  it  may 
involve  is  some  trading,  such  as  arranging 
for  an  interested  physician  to  be  available 
to  the  coach/biology  teacher/administra- 
tor as  a speaker  on  some  appropriate  medi- 
cal subject  in  exchange  for  use  of  equip- 
ment. 

Program  Material 

Once  you  own  or  have  the  use  of  some 
video  equipment,  what  can  you  do  with  it? 
Let  us  assume  that  you  have  at  least  a 
videocassette  player  and  a television  set, 
and  that  you  gave  some  thought  to  use  of 
the  equipment  before  you  went  through  all 
the  effort  of  getting  it.  What  you  need  now 
is  software — the  programs  to  play  on  it. 


Your  professional  medical  staff  may  al- 
ready have  some  sources  for  material  that 
they  want  to  use.  If  you  have  little  capital 
to  spend  on  programs,  there  are  several 
sources  that  offer  free  programs  or  that 
will  dub  their  programs  onto  blank  video- 
tapes supplied  by  you.  Two  of  these  sources 
arethe  Academy  of  Health  Sciences  (US 
Army,  Fort  Sam  Houston,  Tex)  and  the  Na- 
tional Medical  Audiovisual  Center  (Atlanta, 
Ga).  Unfortunately,  both  are  cutting  back 
on  their  video  services. 

Medical  educational  television  programs 
can  be  borrowed  from  pharmaceutical  com- 
panies. Many  of  their  programs  are  well 
done;  however,  they  are  usually  designed 
to  sell  a specific  product  and  most  include 
a sales  pitch.  Other  free  or  relatively  inex- 
pensive materials  can  be  obtained  from 
some  of  the  professional  medical  organiza- 
tions. You  may  have  to  rent  the  programs, 
but  mostof  the  organizations  try  to  keep 
this  cost  minimal.  Finally,  the  physicians 
at  your  institution  might  ask  their  alma 
maters  about  using  some  of  the  instruction- 
al programs  produced  at  the  schools. 

If  your  administration  has  given  you 
funds  to  buy  or  rent  programs,  you  will  have 
fewer  problems.  In  addition  to  the  re- 
sources already  mentioned,  there  are  many 
medical  "networks”  cropping  up  around 
the  nation.  These  networks  usually  charge 
an  annual  fee  and  may  charge  an  additional 
fee  for  renting  individual  programs.  Others 
send  out  programs  on  a rotating  basis  for 
you  to  use  at  your  discretion.  Finally,  many 
nursing  schools  offertheir  videotapes  for 
rent  or  purchase,  and  your  nursing  staff 
might  take  advantage  of  these  programs. 

For  patient  education,  free  materials  are 
surprisingly  easy  to  obtain.  Most  of  the 
national  organizations,  such  as  the  Ameri- 
can Lung  Association,  the  American  Heart 
Association,  and  the  National  Safety  Coun- 
cil, have  public  service  materials  and  will 
lend  them  to  medical  people.  In  fact,  physi- 
cians at  your  institution  may  be  working 
with  some  of  these  groups  in  your  com- 
munity. The  American  Lung  Association  has 
been  most  cooperative  about  letting  us 
record  some  of  their  programs  on  video- 
cassettes for  use  in  patient  education.  Most 
of  the  films  from  these  different  societies 
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are  professionally  done  and  contain  in- 
formation most  patients  can  understand 
and  use.  Also,  many  are  offered  in  Spanish, 
and  we  have  found  these  versions  to  be  ex- 
tremely useful  in  central  Texas.  Some  of 
the  pharmaceutical  companies  also  offer 
free  programs  that  can  be  used  for  patient 
education:  however,  few  of  the  companies 
are  willing  to  let  you  record  their  programs. 

Patient  education  is  different  from  pro- 
fessional staff  education.  If  you  are  plan- 
ning to  present  your  programs  in  the  pa- 
tients' waiting  area,  rememberthat  you 
are  dealing  with  great  variations  in  interest 
and  educational  background.  Also,  you  may 
find  thatthe  waiting  room  is  not  the  place 
to  set  up  your  playback  unit  because  of 
noise  and  crowded  conditions;  it  may  be 
more  efficient  to  use  a small  room  where 
you  can  offer  selected  materials  for  specific 
patients  to  see  and  read  before  or  after 
their  treatment  (“closet  television’’). 

The  Format 

When  you  have  a program  in  your  hands, 
how  do  you  get  it  into  a format  you  can 
use?  You  may  have  to  go  scrounging  again. 

If  you  have  a local  television  station  or 
cable  television  company,  you  might  con- 
tactthem.  But  rememberthat  they  are  in 
the  business  of  selling  time,  and  you  may 
have  to  pay  to  get  your  film  or  slide/audio 
tape  program  dubbed  onto  your  videotape. 
You  will  have  to  supply  the  blank  videotape 
and,  depending  on  the  machine  format  you 
are  using,  you  will  probably  have  to  supply 
the  recorder  as  well.  If  you  have  a local 
public  broadcasting  service  (PBS)  channel, 
you  might  askthem  for  assistance.  Many 
of  them  are  interested  in  helping  with  com- 
munity information  and  communication 
projects. 

The  least  desirable  way  to  dub  movie 
film  is  to  project  it  onto  a screen,  aim  the 
television  camera  at  it,  and  record  away. 
However,  if  this  is  the  only  way  you  can 
get  the  job  done,  do  it.  The  quality  of  your 


end  product  will  definitely  suffer,  but  the 
program  will  be  usable  and  that  is  the 
main  thing. 

Usingthe  television  camera  for  shooting 
slides  projected  on  a screen  is  nowhere 
nearthe  problem  that  it  is  with  movies,  and 
some  of  the  results  are  fairly  good.  If  the 
slides  are  in  a vertical  format  this  is  the 
only  way  to  record  the  information  fortele- 
vision.  Also,  you  might  want  to  record 
lantern  slides  or  other  nonstandard  slides 
on  videotape.  You  may  be  able  to  borrow  a 
slide  projector  and  a tape  deck  (for  the 
audio  portion  of  the  program).  Remember 
that  the  resolution  (readability)  of  the  slide 
is  limited.  Do  not  try  to  record  a slide  that 
containstoo  much  material,  such  as  a 
printed  page  from  a journal.  A rule  of  thumb 
is,  “No  more  than  20  characters  across, 
and  no  morethan  10  lines  down.’’  With  the 
equipment  we  are  discussing,  this  guide- 
line is  atthe  extreme  upper  limit  of  ac- 
ceptability. 

Producing  Your  Own  Programs 

If  you  have  no  recording  equipment  of  your 
own,  it  is  time  to  go  bargaining/borrowing 
again.  That  portable  outfit  that  the  local 
football  coach  uses  probably  includes 
everything  you  need.  Most  of  these  units 
have  a microphone  built  into  the  camera 
and  have  automatic  controls  for  audio  and 
video  levels.  If  you  plan  to  shoot  your  pro- 
gram in  a room,  you  will  probably  need  ex- 
tra lights.  Just  about  anything  that  has  a 
reflector  around  it  will  work  provided  you 
can  direct  the  light  to  where  you  want  it. 
Overhead  fluorescent  units  will  give  enough 
light,  but  the  picture  will  look  somewhat 
dull  and  flat.  Experiment  with  what  you 
have  until  you  are  satisfied  with  the  quality. 

You  cannot  just  take  a camera  into  a 
room  and  start  shooting  and  expect  to  end 
up  with  a program  that  communicates.  If 
you  are  using  the  camera  for  psychiatric 
evaluations  or  for  patient  studies  before 
and  after  treatment,  you  will  not  be  working 
from  a script.  However,  it  still  will  be  nec- 
essary to  plan  beforehand  what  you  are 
going  to  try  to  do.  Other  situations  are  more 
controllable  (for  example,  programs  ex- 
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plaining  low-sodium  diets  to  cardiac  pa- 
tients or  ostomy  care  to  the  family  of  an 
ileostomy  patient),  but  you  will  need  some 
previously  thought-out  guidelines  to  follow 
when  recording  your  program. 

Ideally,  you  should  work  from  a prepared 
script.  The  script  might  be  so  detailed  and 
elaborate  that  it  instructs  you  on  camera 
shots  and  what  music  to  use  to  open  and 
close  the  program.  Usually,  however,  your 
script  will  consist  of  a vague  outline  of  what 
is  to  be  said,  and  it  will  be  up  to  you  to  de- 
cide what  kind  of  shots  to  use  and  whether 
you  will  need  to  prepare  some  graphic 
material.  “Graphic  material”  can  mean 
anything  from  a sign  with  the  speaker’s 
name  printed  on  ittoan  ostomy  appliance 
oran  insulin  syringe.  Try  to  offer  the  viewer 
some  variety  in  visual  stimuli;  remember 
thattelevision  combines  sight  and  sound, 
so  take  advantage  of  it. 

Your  initial  results  may  be  rather  primi- 
tive, but  they  will  improve  asyou  gain  ex- 
perience. Yourfinished  program  will  not 
look  like  a network  television  production. 

Do  not  be  discouraged.  Show  it  to  the  type 
of  audience  for  which  it  is  intended,  and 
observe  the  results.  Does  the  program  get 
your  points  across?  Will  it  relieve  some  of 
the  repetitiveness  of  explainingthe  same 
thing  over  and  over?  Can  your  audience  un- 
derstand the  program’s  content?  Has  it 
stimulated  them  to  ask  more  meaningful 
questions?  If  you  can  answer  yes  to  some  of 
these  questions,  then  your  program  is  not 
a failure.  Once  you  have  done  a few,  you 
will  know  howto  prepare  forfuture  produc- 
tions and  what  your  limitations  will  be. 

The  best  guide  you  can  use  is  called  the 
KISS  principle:  KEEP  IT  SIMPLE,  STUPID. 
Keep  your  productions  simple  and  to  the 
point,  and  you  will  be  successful.  Also, 
keep  them  as  short  as  possible.  In  most 
cases,  attention  wanes  afterten  minutes.  If 
you  think  your  program  needs  to  be  longer 
than  ten  minutes,  try  breaking  it  into  sev- 
eral segments.  The  ten-minute  limit  is  not 
an  absolute  guideline,  but  it  is  what  we 
strive  for  in  our  instructional  productions. 

It  may  be  impossible  to  keep  the  program 
that  short,  but  if  you  “think  short,”  you  will 
tend  to  work  toward  that  goal. 


Other  Thoughts 

Everything  discussed  in  this  article  is  some- 
thing I have  tried  in  one  form  or  another  at 
one  time  or  another.  T rue,  cooperative  ar- 
rangements for  borrowing  equipment 
should  be  used  only  sparingly;  however, 
they  can  give  you  the  chance  to  explore  the 
use  of  television  without  committing  a lot 
of  funds  to  it  initially. 

If  you  do  commit  your  institution  to  an 
ongoing  program  of  television  use,  some 
thought  should  be  given  to  the  acquisition 
of  software  on  a long-range  basis.  Many 
institutions  have  purchased  expensive  and 
elaborate  television  systems,  only  to  dis- 
cover that  there  were  no  funds  to  obtain  or 
produce  software  for  the  system.  Two  fairly 
inexpensive  listings  of  medical  audiovisual 
materials  are;  Health  Education  Non-Print 
Media  Catalog  Listing,  PO  Box  90673, 
Nashville,  Tenn  37209;  and  Medical  Audio- 
visuals: Producers  & Distributors,  Welch 
Medical  Library,  Johns  Hopkins  University, 
1900  E Monument  St,  Baltimore,  Md 
21205.  These  two  listings  provide  sources 
to  contact  about  availability  of  software; 
they  do  not  supply  the  programs. 

In  this  article,  I have  assumed  that  you 
have  access  only  tothe  basic  equipment. 

Do  not  let  yourself  be  seduced  by  the  tech- 
nology available  to  you.  If  your  institution 
decides  to  expand  its  capabilities,  or  if  you 
would  like  to  offer  more  refined  produc- 
tions, look  very  closely  before  you  buy.  The 
technology  is  moving  so  fast  that  no  one, 
includingthe  salesmen,  can  keep  up  with 
equipment  changes.  At  present,  the  safest 
investment  in  basic  equipment  probably 
would  be  a 3/4-inch  videocassette  recorder 
and  a color  television  set.  These  two  items 
would  give  you  something  to  use  now  and 
to  build  on  later. 

Many  books  and  publications  dealing 
with  television  are  available.  Your  use  of 
them  depends  on  how  far  you  want  to  delve 
into  the  subject;  most  books  on  television 
techniques  contain  basically  the  same  in- 
formation. Look  around  and  see  what  you 
can  find.  Your  local  library  is  a good  place 
to  begin. 

Mr.  Bakula,  TV  Coordinator,  Television  Section, 
Division  of  Research  and  Education,  Scott  and 
White  Memorial  Hospital,  Temple,  TX  76501. 
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If  you  are  one  of  the  3 of  4 physicians  who 
do  not  teach  your  patients  how  to  do  breast 
self-examination*. . . do  you  know  that  92% 
of  women  who  receive  personal  instruction 
from  their  doctors,  regularly  practice  breast 
self-examination?* 

It's  your  move. 

•Statistics  are  from  a Gallup  Study  conducted  for  the  American  Cancer  Society. 


american 

cancer 

society 


Thanks 
to  you,  I still 
have  a home. 

For  over  30  years,  Smokey  has  been 
asking  you  to  be  careful  with  fire. 

During  that  time,  you’ve  helped  cut 
the  number  of  careless  fires  in  half. 

So  from  Smokey  Bear  and  all  of 
us  who  live  in  the  forest,  thanks  for 
listening.  And  keep  up  the  good  work. 


Before  prescribing,  pleese  consult 
complete  product  information,  a summary 
of  which  follows; 

Indications:  In  adults,  urinary  tract 
infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella-Aerobacter  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine  hydrochloride  it  is  contraindicated 
in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia. leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia):  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis):  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis):  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
some  goitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Whenpain 

con^icates  acute  cystitis' 

Azo  Gatitatitd! 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  1 00  mg  phenazopyridine  HCI. 

forthepain  for  the  pathogens 


□ Early  relief  of  painful  symp 
toms  such  as  burning  and 
discomfort  associated  with 
urgency  and  frequency. 

□ Effective  control  of  sus- 
ceptible pathogens  such  as 
E.  coli,  Klebsiella-Aerobac- 
ter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  fre- 
quently, Proteus  vulgaris. 


*nonobstructed;  due  to 
susceptible  organisms 


□ Appropriate  antibacterial 
therapy:  up  to  three  days  with 
Azo  Gantanol,  then  11  days 
with  Gantanol®  (sulfamethox- 
azole). 


MAKES  SENSE 


Trademark 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HyOROCHLOROTHIAZIDE 
LONt^RS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  h/pertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications;  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings;  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending,  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  RR.  00630 

Subsidiary  of  SmithKline  Corporation 
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\ Upjohn  i 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
make  it  easy  for  the  patient  to  understand  and  follow  the  dosage  regimen. 


J-483/-4 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx.  1,000  tons) 


□ Found  useful  in  the  management  of  vertigo*  associated  with 
diseases  affecting  the  vestibular  system. 

□ Can  relieve  nausea  and  vomiting  often  associated  with  vertigo?' 

□ Usual  adult  dosage  for  Antivert/25  for  vertigo:*  one  tablet  t.i.d. 

□ Also  available  as  Anti  vert  (meclizine  HCl)  12.5  mg.  scored 
tablets,  for  dosage  convenience  and  flexibility. 

□ Antivert/25  (meclizine  HCl)  25  mg.  Cheivable  Tablets  for 
nausea,  vomiting  and  dizziness  associated  with  motion  sickness. 
BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


’‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences —National  Research  (Oauncil  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HCl)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  prcxduced  cleft  palate  in  the  offspring.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitivity to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 


request. 


i^tivert725 

(meclizine  HCl)  25  mg*Tablets 

for  vertigo* 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


In  Defense  Of  The  Texas  Physician 


SURETY  CORPORA  TION  OF  AMERICA 

HOUSTON,  TEXAS 


NEAREST  YOU.  1-713—5  26-4863. 


BANK  LOANS TO 
PROFESSIONALS 
BY  MAIL 


QUICK,  QUIET 
EFFICIENT 


We  make  unsecured  loans  to  professionals  like  you. 
What  you  need  the  money  for  is  your  business  . . . 
perhaps  a down  payment  on  a lake  house  or  an 
airplane,  to  buy  equipment,  invest  in  the  stock  market, 
or  a vacation  to  Europe.  Optional  dollar 
amounts  (up  to  $10,000),  optional  payment  schedules 
— select  the  amount  to  suit  your  needs.  We 
charge  bank  rates,  and  they  are  tax  deductible. 

Our  credit  checks  will  be  discrete.  You  won’t  spend 
half  a day  of  your  valuable  time  at  a bank 
talking  to  a loan  officer,  and  you’ll  reserve  your 
regular  bank  credit  for  times  when  you  really 
need  it.  For  further  information,  write 
on  your  letterhead  to: 

Professional  Services  Division 

P.  O.  Box  101  • Jacksonville,  Texas  75766 


TEXAS  BANK 

AND  TRUST  COMPRNY 


(You  may  be  interested  in  our  equipment  leasing 
and  financing  plans.  Write  for  our  free  brochure.) 
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A graded  and  monitored 
exercise  program  for  senior  adults 


Shelly  E.  Liss,  MD 

The  importance  of  exercise  has  never 
been  as  widely  recognized  as  it  is  today. 
Considerable  interest  is  expended  in  ex- 
ercise programs  for  our  youth.  Pro- 
grams for  adults,  consisting  of  jogging, 
tennis  playing,  and  bike  riding,  are  be- 
coming more  and  more  a way  of  life  in  the 
American  community  which  has  been 
known  for  its  sedentary  lifestyle.  Benefits 
are  generally  considered  to  be  cardiopul- 
monary as  well  as  psychological,  addingto 
general  well-being  and  resistance  to  ill- 
ness and  injury.  In  no  age  group,  however, 
is  the  need  for  exercise  more  obvious 
than  in  ourolder  population.  Our  senior 
population  grew  up  in  an  age  of  increased 
dependence  on  mechanical  devices  and 
generally  has  not  benefited  from  the  evolv- 
ing interest  in  exercise.  In  addition,  the 
medical  community  resists  senior  adults’ 
attempts  at  exercise  because  of  fear  of 
cardiac  or  orthopedic  complications  and 
fear  of  professional  responsibility. 

If  a generally  accepted  exercise  pro- 
gram could  be  developed  for  senior 
adults,  many  benefits  would  ensue.  The 
considerable  number  of  fractured  hips 
which  occur  in  both  the  institutionalized 
and  noninstitutionalized  elderly,  could 
very  well  decrease  as  cardiopulmonary 
function  and  lower  extremity  strength  im- 
proved. Better  conditioning  also  would  re- 
duce the  number  of  accidental  falls  which 
occur  when  an  older  person  cannot  over- 
come abrupt  and  unexpected  alterations 
in  his  environment. 

Psychologically,  the  older  person  tends 
to  feel  himself  increasingly  imprisoned  by 
his  environment,  as  weakness  secondary 
to  muscular  and  cardiopulmonary  deteri- 
oration progresses.  This  may  be  accom- 
panied by  psychological  repercussions  of 
depression,  feelings  of  worthlessness,  and 
hopelessness.  The  psychological  uplift 


which  rewards  the  younger  jogger  when 
he  feels  in  good  physical  condition  can  also 
be  enjoyed  by  the  older  person  who  is  fol- 
lowing a graded,  progressive  exercise 
program. 

A physician  is  loath  to  initiate  an  exer- 
cise program  in  an  older  person  who  has 
not  exercised  in  many  years.  The  cardiac 
rehabilitation  programs  for  post-myocar- 
dial infarction  patients  are  generally  too 
expensive,  overmonitored,  and  inconveni- 
ent for  most  older  people  who  simply  want 
to  improvetheir  physical  condition.  How- 
ever, more  and  more  agencies  that  cater 
to  senior  adults,  such  as  community  cen- 
ters, parks  and  recreation  centers,  and 
nursing  homes,  are  seeking  exercise  pro- 
grams suitable  for  their  clients.  Finding 
no  recognized  program,  physical  educa- 
tors are  improvising  their  own  by  trial 
and  error.  These  programs  may  include 
relatively  safe  activities  which  frequently 
are  insufficient  to  benefit  the  participants 
physically.  In  other  programs,  such  as  un- 
monitored water  sports,  the  exercise  may 
prove  to  be  too  strenuous  for  poorly  con- 
ditioned older  people.  Occasional  trage- 
dies can  easily  dissuade  the  educators 
and  agencies  from  continuing  these  exer- 
cise programs,  and  certainly  can  dis- 
suade an  older  person  from  any  further 
attempts  at  exercise. 

As  a specialist  in  physical  medicine  and 
rehabilitation,  I was  asked  several  years 
ago  to  recommend  an  exercise  program 
for  senior  adults  to  be  used  at  the  Jewish 
Community  Center  in  Houston.  A reason- 
ably thorough  review  of  the  literature 
turned  up  nothing  in  the  way  of  pertinent 
articles  or  textbooks.  It  was  necessary  to 
develop  a program  which  was  safe  and 
workable  as  well  as  effective  and  enjoya- 
ble. In  deciding  what  mode  of  exercise 
would  be  used,  I was  limited  by  equipment. 
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Complicated  or  expensive  equipment 
would  not  be  generally  available,  and  exer- 
cise out  of  doors  would  not  be  practicable 
everyday.  Hirschberg’s  “Stand-Up,  Step- 
Up  Program,’’  originally  designed  for  re- 
habilitation of  hemiplegics,  was  taken  for 
the  basis  of  the  exercise  program. ^ ^ 

The  resultant  exercise  program  re- 
quires in  equipment  only  a standard  chair 
and  a 6-inch  step,  which  can  be  made  with 
a few  pieces  of  wood,  some  nails,  and  a 
minimal  amount  of  carpentry  experience. 

In  addition,  this  approach  was  chosen  for 
its  ease  of  increasing  the  level  of  exertion 
as  the  physical  condition  of  the  partici- 

1.  A daily  record  should  be  maintained  on  each  patient. 

NAME 


pants  improves,  and  for  ease  of  pulse 
monitoring.  Activities  such  as  swimming 
and  bicycling  do  not  as  readily  lend  them- 
selves to  progression  and  monitoring.  The 
method  of  monitoring  the  participants 
isthe  technique  generally  used  by  the 
United  States  Air  Force  in  its  physical  ex- 
aminations and  screening  for  cardiac 
problems.  The  radial  pulse  rate  is  deter- 
mined at  rest,  immediately  after  exer- 
cise, and  two  minutes  post-exercise,  for 
the  recovery  phase.  (A  daily  record 
should  be  maintained  on  each  patient.  Fig 
1.)  To  ensure  the  elimination  of  high-risk 
participants  or  to  screen  participants 


PHYSICIAN 

PHONE 


DATE 

RESTING 

PULSE 

ACTIVITY 

NO.  OF 

PULSE 

TIMES 

IMMEDIATE 

2 Min, 

4 Min. 

6 Min. 

' 
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2.  A letter  and  questionnaire  is  sent  to  each 
participant’s  physician. 


STAYING  YOUNG  THRU  FITNESS 
A Graduate,  Monitored  Physical 
Conditioning  Program  for  Senior  Citizens 

Date:  

Patient: 


Dear  Doctor: 

Your  patient  has  requested  enrollment  in  our  physical  fit- 
ness program  for  senior  citizens. 

This  program  consists  of  exercises  which  are  performed 
either  standing  from  a chair  or  stepping  up  and  back  on 
one  step.  There  are  several  graduated  levels  of  exercise 
beginning  with  five  untimed  stand-ups  from  an  average 
chair.  Participants  will  progress  at  their  own  rate  and 
will  rise  only  to  their  own  maintenance  level.  Resting 
pulse,  pulse  immediately  after  exercise  and  two,  four  and 
six  minutes  recovery  pulse  will  be  carefully  monitored. 
If  any  unusual  symptoms  or  pulse  alterations  occur,  the 
participant  will  be  urged  to  contact  you  as  soon  as  is 
practical. 

If  your  patient  has  any  of  the  following  conditions,  please 
enter  below: 

1)  Resting  pulse  over  100 

2)  Resting  pulse  under  60 

3)  Irregular  pulse  rhythm 

4)  An  orthopedic  condition  which  limits  joint  motion  of 

activity 

If  yes,  please  describe 


5)  Other  pertinent  diagnosis. 


Please  feel  free  to  contact  staff  with  any  questions  or 
comments. 

6)  Comments 


Sincerely, 

Recreational  Director 

My  patient  may  enter  the  above  described  program. 


(Doctor's  signature) 

The  following  physician(s)  assisted  in  the 
planning  and  organization  of  this  program: 


for  abnormal  but  acceptable  contditions,  a 
letter  and  questionnaire  should  be  sent  to 
each  of  the  participants’  physicians,  de- 
scribing briefly  the  program  and  request- 
ing some  minimal  information  for  refer- 
ence by  the  supervisor  of  the  exercise 
program  (Fig  2). 

Supervisors  of  the  exercise  program 
should  be  trained  to  take  pulses.  They 
should  be  told  to  exclude  participants 
whose  resting  pulse  rates  are  less  than  60 
or  over  100  beats/minute  without  specific 
approval  by  the  participant’s  physician. 
Participants  with  irregular  pulses  must 
also  receive  approval  in  advance  from  the 
physician.  Occurrences  during  the  exer- 
cise which  require  an  immediate  cessation 
of  further  exercise  and  referral  back  to 
the  physician  include  a post-exercise 
pulse  increase  of  greater  than  50  beats / 
minute  for  minimal  exercise,  the  develop- 
ment during  exercise  of  an  irregular 
pulse,  or  obvious  symptoms  such  as  la- 
bored respiration,  chest  pain,  or  other 
severe  discomfort. 

The  exercise  program  is  divided  into 
three  phases: 

Phase  Number  1:  The  participants  go 
through  a series  of  breathing  exercises, 
stretching  exercises,  and  range  of  motion 
exercises  generally  employed  by  physical 
educators  in  “warming  up.’’  This  is  usually 
performed  with  the  group  sitting  in  chairs 
or  benches  and  includes  rolling  the  head 
(with  care  because  of  possible  kinking  of 
the  carotid  arteries),  and  active  motion  of 
the  various  joints  of  the  arms  and  legs,  as 
well  as  the  trunk. 

Phase  Number  2:  The  stand-up,  step-up 
program.  The  resting  pulse  rate  is  taken 
for  all  beginners  in  the  program  and  for 
those  persons  about  to  be  started  at  a new 
level  of  exercise.  In  addition,  the  immedi- 
ate post-exercise  pulse  rate  and  the  two- 
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minute  recovet7  pulse  rate  are  also  tak- 
en. The  participants  are  asked  to  attend 
classes  three  days  a week  but  to  perform 
their  stand-up,  step-up  program  at  home 
daily  until  they  have  reached  a level  of  ex- 
ercise which  is  consistent  with  good  physi- 
cal condition.  When  this  level  has  been 
reached,  three  times  a week  in  class  is 
considered  sufficient  to  maintain  the  level 
of  conditioning  acquired.  As  new  partici- 
pants are  added  to  the  class,  staggering  is 
attempted  so  that  pulse  rates  of  each  par- 


ticipant need  not  be  monitored  at  each 
class,  minimizingthe  number  of  super- 
visors required  for  pulse  monitoring.  The 
stand-up  part  of  the  exercise  is  per- 
formed with  the  participant  seated  in  a 
standard  chair  and  standing  without  as- 
sistance and  without  using  the  arms.  If, 
for  any  reason,  the  participant  is  unable 
to  stand  without  using  his  hands,  one  or 
more  telephone  books  may  be  placed  in 
the  chair,  allowingthe  participant  to  rise 
unassisted.  The  books  can  be  gradually  re- 


4.  At  level  1 of  the  stand-up,  step-up  program, 
the  participant  sits  in  an  ordinary  straight  chair, 
then  stands  up  without  assistance.  This  is  re- 
peated five  times. 


5.  A 6-inch  stair  is  used  for  the  step-up  exer- 
cises. Participants  at  level  2 step  up  and  back 
down  five  times.  The  number  of  stand-ups 
and  step-ups  are  increased  for  each  participant 
according  to  the  individual’s  ability. 
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duced  during  the  exercise  program  as 
quadriceps  strength  improves,  until  the 
participant  is  able  to  arise  unassisted. 
Participants  stay  at  each  level  for  at  least 
one  week  before  advancing,  unless  the 
exercise  is  obviously  far  below  the  partici- 
pant’s ability.  The  levels  are  as  follows: 

Level  1:  Stand  up  five  times  (at  com- 
fortable speed).  Pulse  is  taken  immedi- 
ately for  ten  seconds,  multiplied  by  six, 
and  recorded. 

Level  2:  Step  up  five  times  (6-inch 
stair).  Pulse  is  checked  and  recorded. 
(Note:  The  step-up  exercise  is  performed 
to  the  count  of  four:  count  1,  placing  the 
dominant  foot  on  the  step;  count  2,  bring- 
ing the  other  foot  up  to  the  step;  count  3, 
bringing  the  dominant  foot  down;  count  4, 
bringing  the  other  foot  down.) 

Level  3:  Stand  up  ten  times,  as  before. 

Level  4:  Step  up  ten  times,  as  before. 

Level  5:  Stand  up  15  times,  as  before. 

Level  6:  Step  up  15  times,  as  before. 

Level  7:  Repetitions  are  increased  in- 
dividually, as  each  participant  is  able  with- 
in acceptable  pulse  response  and  without 
symptoms  of  discomfort.  Each  participant 
should  be  maintained  at  his  appropriate 
maximal  level.  Groups  are  alternated  be- 
tween stand-ups  and  step-ups  on  alternat- 
ing meeting  days,  although  participants 
within  each  group  may  be  at  different 
levels. 

Phase  Number  3:  After  completing  the 
stand-up,  step-up  program  and  having 
acceptable  pulse  rates,  the  participants 
are  then  requested  to  walk  at  a comfortable 
pace  about  the  room  or  gymnasium  in  a 
group.  Participants  will  begin  walking 
slowly,  only  performing  a few  “laps.”  As 
each  participant’s  condition  improves,  he 
will  pick  up  the  pace  of  his  walking  and  in- 
crease the  number  of  laps.  Competition 
should  be  discouraged  and  each  partici- 


pant is  requested  to  walk  within  the  limits 
of  his  own  endurance.  If  questions  arise 
concerning  the  participant’s  response  to 
the  walking  phase,  the  pulse  may  be  moni- 
tored to  evaluate  whether  or  not  the  par- 
ticipant is  staying  within  the  level  of  his 
ability. 

When  this  exercise  program  is  planned 
to  coincide  with  mealtime,  as  in  nutrition 
programs,  physicians  should  recommend 
that  the  exercise  program  precede  the 
meal. 

This  exercise  program,  originally  de- 
signed more  than  six  years  ago,  has  been 
functioning  continuously  at  the  Jewish 
Community  Center  in  Houston  and  is  now 
being  performed  at  several  nursing 
homes,  park  and  recreational  centers, 
and  retirement  centers.  In  each  case,  the 
participants  have  expressed  considerable 
appreciation  for  their  improved  physical 
and  psychological  well-being.  No  study 
has  yet  been  performed  on  the  effects  of 
the  improved  physical  condition  in  pre- 
vention and  response  to  illness  and  injury. 
Review  of  the  pulse  responses  of  the  par- 
ticipants does  not  reveal  demonstrable 
improvement  in  pulse  rate,  as  the  level  of 
exercise  is  minimal  to  begin  with  and 
progresses  minimally.  However,  the  par- 
ticipants have  increased  their  exercise 
tolerance  without  untoward  signs  or 
symptoms.  Supervisors  have  enjoyed 
their  work  in  the  program,  as  well  as  the 
rapport  which  has  developed  with  the 
participants.  When  the  program  was  ini- 
tiated, it  was  felt  that  special  entertain- 
ment, such  as  guest  speakers,  games, 
awards,  and  special  activities,  would  be 
needed  to  keep  the  exercise  program 
from  becoming  monotonous.  This  has  not 
been  the  case;  the  participants  have  been 
extremely  enthusiastic,  and  regularly  re- 
cruit newcomers  into  the  program. 
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The  major  problems  in  implementing 
the  program  occur  in  nursing  homes. 
Generally,  there  tends  to  be  some  ques- 
tion as  to  who  should  supervise  the  exer- 
cise program  in  nursing  homes.  It  is  rec- 
ommended that  the  exercise  program  be 
divided  into  groups,  with  the  more  agile 
and  mobile  nursing  home  residents  meet- 
ing separately  from  the  more  confused 
and  sedentary  residents.  There  is  a gen- 
eral disinclination  by  nursing  home  ad- 
ministrators to  allow  recreational  direc- 
tors and  volunteers  to  supervise  the  exer- 
cise program  and,  generally,  the  volun- 
teers are  quite  reluctant  to  supervise  the 
programs  without  professionals.  The 
supervision  fallsto  the  nurse  or  physical 
therapist,  who  soon  becomes  restless  with 
a long-term  maintenance  type  program 
and  slowly  begins  to  find  “more  impor- 
tant” professional  activities  that  need  at- 
tention. It  is  recommended  that  the  alert, 
mobile  residents  be  initially  supervised  by 
the  professional  staff,  with  assistance 
from  the  recreational  personnel  and  vol- 
unteers, delegating  more  and  more  re- 
sponsibility to  the  nonprofessionals  until 
the  professionals  are  acting  primarily  in  a 
consulting  capacity.  The  exercise  pro- 
gram forthe  confused,  sedentary  nursing 
home  population  should  remain  in  the 
hands  of  the  professional  staff. 

It  is  my  recommendation  that  physi- 
cians who  are  active  in  community  pro- 
gramming in  nursing  homes  take  steps  to 
institute  exercise  programs,  similar  to 
the  one  described  in  this  article,  forthe 
senior  adults.  The  monitoring  aspects  of 
the  program  not  only  pick  up  untoward 
physiological  reactions,  but  also  tend  to 
give  the  participants  a feeling  of  security, 
enhanced  by  the  fact  that  the  program  is 
recommended  by  physicians  in  the  com- 
munity. Of  course,  cardiopulmonary 


emergencies  can  occur  at  any  time,  and  it 
is  possible  that  one  might  occur  during  or 
shortly  after  an  exercise  program.  If 
each  participant  has  been  cleared  by  his 
personal  physician  and  has  been  moni- 
tored reasonably  along  the  lines  specified, 
unfortunate  incidents  can  be  minimized. 
Any  physician  who  watches  the  develop- 
ment of  such  a program  and  talks  with  the 
participants  after  they  have  had  an  oppor- 
tunity to  benefit  will  become  convinced 
that  many  psychological  and  physical  ben- 
efits do  occur. 
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Pulmonary  pseudotumor 
caused  by  actinomycosis 

James  P.  Dorman,  MD;  Kit  V.  Arom,  MD,  PhD 


A case  of  pulmonary  pseudotumor  caused 
by  actinomycosis  is  presented.  The  rare 
occurrence  and  nonspecific  signs  of  this 
entity  make  preoperative  diagnosis  diffi- 
cult. 

Thoracic  actinomycosis  is  an  uncommon 
disease  first  described  in  1882  by  Pon- 
fick.  Approximately  30  cases  of  the  pulmo- 
nary form  of  actinomycosis,  which  simu- 
lates carcinoma,  have  been  described  in 
the  English  literature.  Accurate  preop- 
erative diagnosis  is  unusual  in  the  absence 
of  the  characteristic  draining  sinus  tracts 
combined  with  the  radiographic  appear- 
ance of  a pulmonary  neoplasm.  This  case 
is  representative  of  the  pseudotumoral 
form  of  thoracic  actinomycosis,  and  is 
presented  to  remind  surgeons  of  its  occa- 
sional occurrence. 

Case  Report 

A 49-year-old  pottery  salesman  com- 
plained of  swelling  of  the  left  side  of  the 
neck  associated  with  fever  and  nonpro- 
ductive cough  for  three  weeks.  He  had  lost 
2.3  kg  (5  lb),  and  had  pain  in  the  left  ante- 
rior chest.  His  temperature  was  38.6  C 
(101.4  F).  The  left  side  of  the  neck  was 
swollen,  with  induration  extending  from 
the  supraclavicular  fossa  to  just  behind 
the  left  ear.  Bronchial  breath  sounds 
were  noted  at  the  left  lung  base.  The  white 
blood  cell  count  was  12,600  with  a shift  to 
the  left.  The  alkaline  phosphatase  level  was 
144  mg/100  ml;  otherwise,  the  serum 
profile  was  normal.  A roentgenogram  of 
the  chest  revealed  a mass  in  the  left  lung 
field  which  appeared  to  be  in  the  lingula 
(Fig  1). 

Sputum  cultures  grew  no  organisms, 
and  results  of  skin  tests  were  normal.  A 
biopsy  specimen  from  the  neck  mass  was 


described  as  being  inflammatory  with  no 
neoplasm.  No  pathogens  were  cultured. 
Bronchoscopy  showed  no  abnormalities, 
nor  did  sputum  cytology. 

A thoracotomy  on  the  left  revealed  a 
mass  in  the  lingula  which  was  adherent  to 
the  pericardium  and  to  the  fourth  rib  an- 
teriorly. The  left  upper  lobe  of  the  lung,  a 
small  segment  of  pericardium,  and  the  ad- 
herent fourth  rib  segment  were  resected 
en  bloc.  Microscopic  sections  of  the  tissue 
demonstrated  fibrosis,  chronic  inflamma- 
tion, and  the  “sulfur  granules”  character- 
istic of  actinomycosis  (Fig  2).  After  an  un- 
complicated postoperative  course,  the  pa- 
tient was  started  on  long-term  therapy 
with  tetracycline,  2 gm  per  day  orally. 

There  was  no  evidence  of  recurrence  three 
months  postoperatively. 

Discussion 

Actinomycosis  is  a chronic  granulomatous 
disease  caused  by  Actinomyces  israeli.  It  is 
characterized  by  microabscesses  with 
surrounding  fibrosis,  and  by  the  “sulfur 
granules”  from  which  the  “ray  fungus” 
gets  its  name.  The  fungi  have  never  been 
recovered  from  nature,  but  are  common- 
ly found  in  the  mouth  and  bronchial  wash- 
ings of  patients  having  no  evidence  of  the 
disease.  Cervicofacial,  abdominal,  and 
thoracic  forms  of  the  disease  are  recog- 
nized, with  pulmonary  actinomycosis  rep- 
resenting about  15%  of  all  cases. 

In  the  thoracic  form,  the  primary  site 
of  infection  is  intrapulmonary,  with  pro- 
gressive extension  to  involve  the  pleura 
and  chest  wall.  Subsequently,  cutaneous 
fistulas  develop.  Involvement  of  the  media- 
stinum, esophagus,  heart,  and  vertebra 
have  been  reported. 

Roentgenograms  of  the  chest  are  not 
diagnostic,  and  the  disease  can  easily  be 
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Pseudotumor  from  actinomycosis 


1.  Roentgenograms  of  the  chest,  posterior- 
anterior  and  lateral  views,  showing  irregular, 
peripheral  density  in  the  left  anterior  lung 


field  (arrow).  Preoperative  diagnosis  vi  ai  car 
cinoina  of  the  lung. 
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2a.  Lateral  view  of  the  left  upper  lobe  (U) 
showing  a portion  of  the  left  fourth  rib  (R).  The 
tumor  is  encircled  by  arrows,  b.  Photomicrograph 


displaying  a ‘‘sulfur  granule”  surrounded  by 
chronic  inflammation  diagnostic  of  actinomy- 
cosis. 
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confused  with  tuberculosis  or  carcinoma 
unless  the  characteristic  sinus  tracts  are 
present  or  a biopsy  specimen  shows  the 
ray  fungus. 

The  outcome  of  thoracic  actinomycosis 
was  usually  fatal  until  the  development  of 
sulfonamides.^  Penicillin^  is  now  the  drug 
of  choice,  with  tetracycline  and  clindamy- 
cin as  good  alternatives.  Penicillin  is  com- 
monly administered  in  doses  of  8 to  12 
million  units  per  day  forfourto  eight 
weeks. 

Pulmonary  pseudotumor  caused  by  ac- 
tinomycosis is  uncommon.  Villegas  and 
Sala®  reported  a similar  case  and  re- 
viewed the  literature.  In  those  cases  re- 
viewed, the  preoperative  diagnosis  was 
noted  to  be  consistently  inaccurate. 
McQuarrie  and  HalP  reported  three  cas- 
es in  which  pulmonary  resections  were 
done  and  actinomycosis  was  diagnosed  by 
microscopic  examination  of  the  pseudotu- 
mor or  by  culture.  Moore  and  ScannelP 
added  two  cases  of  actinomycosis  simulat- 
ing lung  cancer.  Prather  and  associates® 
reported  12  cases  of  thoracic  actinomy- 
cosis; 9 of  the  12  patients  underwent  sur- 
gical treatment.  Five  patients  underwent 
resections  because  of  a presumptive  diag- 
nosis of  carcinoma  (three  had  pulmonary 
resections),  and  the  accurate  etiology  was 
determined  by  histological  section. 

Pulmonary  resection  is  not  the  primary 
treatment  for  pulmonary  actinomycosis. 
The  recommended  therapy  is  with  antibi- 
otics followed  by  empyema  drainage  or  re- 
section of  severely  damaged  lung  tissue  or 
fistulas.  Pseudotumoral  forms  of  the  dis- 
ease are  uncommon,  but  they  present  a di- 
agnostic problem  that  usually  is  resolved 
only  after  pulmonary  resection. 
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Persistent  psychotic  phenomena 
foiiowing  one  dose  of  pentazocine 


GaryJ.  Byrd,  MD;  Francis  J.  Kane,  MD 

In  1969,  Edison  reported  a case  in  which 
hallucinations  and  mental  confusion  fol- 
lowed a single  dose  of  pentazocine  (Tal- 
win).^  Forrest  recently  cited  five  studies  in 
which  psychotomimetic  effects  were  ob- 
served after  oral  pentazocine  use.^  Two 
reports  from  hospital-based  drug-moni- 
toring facilities  have  again  drawn  atten- 
tion to  the  incidence  of  neuropsychiatric 
reactions  to  this  drug,  especially  in  emo- 
tionally unstable  or  drug-abusing  individ- 
uals.^’^ We  present  here  a patient  with  no 
history  of  chemical  abuse  who  experi- 
enced, after  a single  30-mg  injection  of 
pentazocine,  psychotic  symptoms  which 
persisted  well  beyond  the  usual  period  of 
toxic  psychosis. 

Case  Report 

A 52-year-old  white  man  was  seen  in  an  or- 
thopedic intensive  care  unit  to  which  he 
had  been  admitted  forevaluation  of  low 
back  pain  and  numbness  in  the  legs.  The 
patient  had  never  been  hospitalized  for 
any  psychiatric  condition.  Flis  only  known 
medicinal  allergy  or  sensitivity  was  to  pen- 
icillin, and  he  had  never  received  pentazo- 
cine. He  denied  any  previous  visual  or  au- 
ditory hallucinations;  likewise  there  was 
no  history  of  excessive  use  of  prescription 
medication,  illicit  drugs,  or  alcohol.  There 
was  no  family  history  of  psychiatric  ill- 
ness. Systemic  arterial  hypertension  had 
been  detected  when  the  patient  was  21 
years  old,  and  he  had  sustained  a minimal 
cerebrovascular  accident  at  age  35.  This 
history  was  verified  by  the  patient’s  wife, 
who  related  that  he  had  seen  a psychia- 
trist as  an  outpatient  some  six  years  pre- 
viously in  an  attempt  to  moderate  his  tem- 
per, which  she  described  as  explosive. 

She  said  that  her  husband  tended  to  go 
from  physician  to  physician  because  of 


conflicts  with  them.  She  also  reported  that 
his  gait  was  occasionally  unstable,  and  that 
he  tended  to  exaggerate. 

The  patient  was  scheduled  to  have  a 
laminectomy  at  the  L4-L5  level.  He  con- 
tinued to  receive  diazepam,  5 mg  orally, 
four  times  a day,  which  he  had  been  taking 
as  a muscle  relaxant  for  several  months. 

In  addition,  he  was  given  an  intramuscular 
injection  of  30  mg  pentazocine  and  25  mg 
promethazine  HCI.  Two  hours  after  the  in- 
jection, the  nursing  staff  recorded  that 
the  patient  had  become  acutely  restless, 
and  6V2  hours  later  they  added  that  he 
had  become  very  confused  and  had  begun 
to  experience  auditory  hallucinations. 

About  36  hours  after  the  injection,  he 
was  seen  in  psychiatric  consultation  by 
one  of  the  authors.  At  that  time,  the  patient 
was  disoriented  as  to  time,  was  experienc- 
ing auditory  hallucinations,  and  described 
thought  withdrawal.  He  demonstrated 
concrete  thinking,  circumstantiality,  and 
tangentiality,  while  denying  illusions  or 
visual  hallucinations.  Vital  signs  and  re- 
sults of  laboratory  studies  were  within 
normal  limits.  Since  promethazine  HCI  is 
a member  of  the  phenothiazine  group  of 
antipsychotic  drugs,  and  since  hallucina- 
tions have  not  been  reported  among  its 
side  effects,  it  was  concluded  the  patient’s 
acute  toxic  psychosis  had  occurred  secon- 
dary to  the  pentazocine. 

The  laminectomy  was  performed  as 
scheduled  two  days  after  the  psychiatric 
consultation.  During  the  next  48  hours  the 
auditory  hallucinations  continued  in  the 
form  of  voices  from  the  wall,  which  the  pa- 
tient could  clearly  distinguish  from  real 
voices.  He  had  vivid,  troubling  dreams 
which  disturbed  his  sleep.  He  was  reexam- 
ined psychiatrically  two  days  after  sur- 
gery, and  aside  from  missing  the  date  by 
two  days,  was  well  oriented.  His  senso- 
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rium  cleared  rapidly  and  he  was  dis- 
charged 20  days  after  surgery. 

The  patient  returned  to  work  five  weeks 
later  and  gradually  resumed  full-time  du- 
ties. The  psychiatric  symptoms  have  not 
recurred  duringtheyear  since  his  dis- 
charge from  the  hospital. 

Discussion 

The  immediate  development  of  delirium  in 
response  to  a 30-mg  dose  of  pentazocine 
(Talwin)  could  be  explained  as  a direct 
toxic  effect  of  the  drug  upon  the  central 
nervous  system  (CNS)  via  interaction  with 
brain  monoamines,  as  suggested  by  the 
work  of  Holtzman  and  Jewett,®  or  in  a man- 
ner analogous  to  that  of  the  known  psycho- 
tomimetic drugs.  However,  the  prolonged 
response  with  eventual  clearing  and  non- 
recurrence of  psychotic  symptoms  sug- 
gests the  possibility  that  there  may  have 
been  two  overlapping  responses:  (1)  acute 
organic  brain  syndrome  secondary  to  the 
drug's  toxic  effect  on  the  CNS,  and  (2)  an 
interaction  of  the  effects  of  pentazocine 
with  the  basic  underlying  personality 
structure  or  with  existing,  but  normally 
subclinical,  neuronal  damage.  The  penta- 
zocine may  have  weakened  defense  mech- 
anisms already  taxed  by  physical  illness, 
hospital  confinement,  and  impending  sur- 
gery. The  absence  of  any  similar  previous 
psychiatric  problem,  and  the  relatively 
rapid  return  to,  and  year’s  maintenance  of, 
the  premorbid  level  of  functioning  without 
specific  psychiatric  treatment  do  not  sug- 
gest the  excerbation  of  a chronic,  preex- 
isting psychosis.  The  elimination  of  infec- 
tion, other  system  failure,  or  disordered 
metabolism  as  basic  or  precipitating  etiol- 
ogies completes  the  establishment  of  a 
cause-and-effect  relationship  between 
pentazocine  (Talwin)  and  the  psychotic  re- 
action. 


Summary 

A 52-year-old  white  man  with  no  previous 
psychotic  episodes  and  no  history  of  sen- 
sitivity to  pentazocine  (Talwin)  experi- 
enced an  acute  organic  brain  syndrome 
after  receiving  a single,  30-mg,  intramus- 
cular injection  of  that  drug.  The  psychotic 
symptoms  persisted  for  seven  days, 
cleared  spontaneously,  and  have  not  re- 
turned in  a year's  time.  Two  mechanisms 
of  psychic  dysfunction  are  postulated:  (1) 
direct  response  to  pentazocine’s  toxic  ef- 
fect on  the  CNS,  and  (2)  lowering  of  nor- 
mal psychiatric  defenses  during  a period 
of  high  stress,  allowing  normally  re- 
pressed material  to  erupt  into  conscious- 
ness. 
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Malpractice  insulation  in  Texas 


L A.  White,  Jr.,  MD,  JD 

With  the  ever  increasing  magnitude  of  judg- 
ments that  are  being  awarded  in  malprac- 
tice suits,  it  is  not  inconceivable  that  Texas 
physicians  will  be  (if  they  have  not  already 
been)  subjected  to  judgments  greatly  in  ex- 
cess of  the  protection  provided  by  even  a 
large  malpractice  insurance  policy.  With 
this  in  mind,  it  behooves  the  physician  to 
insulate  what  property  he  can  from  such  a 
judgment.  This  concept  is  not  at  all  new, 
since  the  vast  fortunes  of  the  old-rich  (as 
opposed  to  the  new-rich)  have  been  so 
shielded  for  decades  by  use  of  such  devices 
as  spendthrift  trusts. 

The  easiest  way  to  have  property  exempt 
from  judgments  is  to  be  born  rich  and  to 
share  property  left  in  spendthrift  trusts.* 

A spendthrift  trust  arises  when  property  is 
transferred  to  a trustee  (for  example,  a 
bank)  for  the  benefit  of  another,  the  bene- 
ficiary, with  the  provision  that  none  of  the 
principal  or  income  of  the  trust  shall  be 
subject  to  execution,  attachment  or  gar- 
nishment, or  forced  sale,  and  shall  not  be 
assigned,  transferred,  alienated,  or  anti- 
cipated by  the  beneficiary.  By  such  a pro- 
vision the  trust  property  and  income  can  be 
used  forthe  benefit  of  the  beneficiary  but 
cannot  be  reached  by  his  creditors,  nor  can 
the  trust  property  or  income  be  reached  by 
a trustee  in  bankruptcy  should  the  benefi- 
ciary of  the  trust  voluntarily  or  involuntarily 
become  a bankrupt.  In  such  a way  do  our 
laws  favor  inherited  wealth  overthat  which 
a man  earnsfor  himself,  since  the  general 
rule  is  (at  least  in  Texas)  that  if  a person 


* Although  termed  a "spendthrift  trust,”  the  de- 
signation is  more  historical  than  actual  under 
modern  usage.  A "spendthrift  trust”  is  a device 
where  property  is  conveyed  to  a trustee  or  trus- 
tees for  the  benefit  of  some  beneficiary  with  a 
provision  which  prevents  the  property’s  being 
reached  through  execution  or  other  similar  device 
by  a creditor  of  the  beneficiary. 


transfers  property  in  contemplation  of  en- 
tering into  a hazardous  speculation  orto 
avoid  the  seizure  of  the  debtor's  property 
because  of  contemplated  liability  for  future 
trespasses,  such  transfer  is  void  against 
present  and  future  creditors  {Code  Ter- 
rell, 7 Ilex  549,  9 SW  668). 

Accordingly,  a person  who  is  not  the  ben- 
eficiary of  a spendthrift  trust  may  only  per- 
sonally insulate  from  forced  sale  that  prop- 
erty (not  inconsiderable)  which  qualifies 
for  an  “exemption”t  under  the  statutes  of 
the  State  of  Texas. 

Under  Article  3833,  Revised  Civil  Statutes 
of  Texas,  if  a homestead  is  outside  of  a city, 
town,  or  village,  there  may  be  exempt  up  to 
200  acres  together  with  the  improvements 
thereon  if  it  is  the  homestead  of  a family. 
The  homestead  of  a single  person,  if  out- 
side the  city  limits,  is  exempt  up  to  100 
acres  together  with  improvements.  There  is 
no  limit  to  the  value  of  improvements  (for 
example,  houses,  barns,  outbuildings)  that 
are  exempt,  nor  is  there  any  limit  on  the 
value  of  the  200  acres  of  a family’s  home- 
stead outside  a city,  town,  or  village. 

If  the  homestead  lies  within  a city,  town, 
or  village,  the  land  is  exempt  uptoa 
$10,000  value  at  the  time  of  designation  as 
a homestead  if  for  a family,  or  up  to  $5,000 


t An  exemption  is  a right  given  by  law  to  a debtor 
to  retain  a portion  of  his  property  free  from  the 
claims  of  his  creditors.  It  has  been  said  that  the 
purpose  of  exemption  laws  is  to  afford  protection 
to  a person  in  the  pursuit  of  a lawful  occupation 
and  to  assure  the  family  of  a debtor  the  shelter 
of  a home,  the  means  of  securing  a livelihood, 
and  the  earnings  of  its  natural  head  {Rodgers  is 
Ferguson,  32  Tex  533).  Another  court  has  ob- 
served that  the  exemption  laws  are  passed  for  the 
humane  purpose  of  protecting  the  poor,  unfor- 
tunate, and  thriftless  from  creditors  who  would 
deprive  the  debtor  and  his  helpless  family  of  the 
means  of  subsistence — an  apt  description,  pos- 
sibly, of  the  unfortunate  victim  of  a malpractice 
judgment. 
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if  fora  single  individual.  All  improvements 
on  the  homestead  are  exempt  irrespective 
of  their  value.  If  a homestead  in  a city, 
to\wn,  or  village  for  a family  costs  more  than 
$10,000  (or  is  valued  at  more  than  $10,- 
000  at  the  time  of  designation  of  the  home- 
stead) at  the  time  of  forced  sale  under  a 
judgment,  the  amount  of  exemption  with 
respect  to  the  land  is  proportional  tothe 
total  value  of  the  land  in  the  same  propor- 
tion that  $10,000  bears  tothe  value  of  the 
land  at  the  time  such  land  was  designated 
as  a homestead.  For  example,  if  a home- 
stead lot  was  worth  $15,000  at  the  time 
of  its  designation  as  a homestead  and  in- 
creased in  value  to  $30,000  at  the  time  of 
forced  sale,  the  lot  would  be  exempt  to  the 
extent  of  an  undivided  two-thirds,  or 
$20,000  plus  the  entire  value  of  the  im- 
provements. The  improvements  are  totally 
exempt  {Hoffman  V5  Love,  494  SW  2d  591 , 
1973,  writ  refused,  n re499  SW  2d  295, 
1973). 

Note  well  that  if  the  value  of  the  home- 
stead lot  is  $10,000  or  less  at  the  time  of 
designation,  then  the  entire  homestead,  in- 
cluding improvements,  is  exempt  from 
forced  sale;  but  if  the  lot  is  worth  more  than 
$10,000  at  the  time  of  designation  as  a 
homestead,  then  the  house  and  lot  can  be 
sold  at  forced  sale  although  the  owner  is 
entitled  to  retain  the  proceeds  of  the  sale 
attributable  to  the  house  together  with  the 
first  $10,000  of  the  sale  price  attributable 
to  the  lot,  and  may  also  retain  that  portion 
of  the  sales  price  of  the  lot  which  repre- 
sents the  increase  in  value  of  a $10,000 
portion  of  the  lot. 

Personal  property  is  exempt  under  Ar- 
ticle 3836,  Revised  Civil  Statutes  of  Texas, 
as  follows:  For  a family,  up  to  $30,000 
worth,  and  fora  single  person,  upto 
$15,000  worth  (both  in  the  aggregate  only) 
of  the  following  kinds  of  personal  property: 


1.  Furnishings  of  a home,  includingfam- 
ily  heirlooms,  and  provisions  forcon- 
sumption; 

2.  All  of  the  following  which  are  reason- 
ably necessary  for  the  family  or  single, 
adult  person,  not  a constituent  of  a family: 
implements  of  farming  or  ranching;  tools, 
equipment,  apparatus  (including  a boat) 
and  books  used  in  any  trade  or  profession; 
wearing  apparel;  two  firearms;  and  athletic 
and  sportingequipment; 

3.  Any  two  of  the  following  categories  of 
means  of  travel:  two  animals  from  the  fol- 
lowing kinds  with  a saddle  and  bridle  for 
each:  horses,  colts,  mules,  and  donkeys; 

a bicycle  or  motorcycle;  a wagon,  cart,  or 
dray,  with  harness  reasonably  necessary  for 
its  use;  an  automobile  or  station  wagon;  a 
truckcab;  atrucktrailer;  a camper-truck;  a 
truck;  a pickuptruck; 

4.  Livestock  and  fowl  not  to  exceed  the 
following  in  number  and  forage  on  hand 
reasonably  necessary  for  their  consump- 
tion: 5 cows  and  their  calves,  1 breeding- 
age  bull,  20  hogs,  20  sheep,  20  goats,  50 
chickens,  30  turkeys,  30  ducks,  30  geese, 
30  guineas; 

5.  A dog,  cat,  and  other  household  pets; 

6.  The  cash  surrender  value  of  any  life 
insurance  policy  in  force  for  more  than  two 
years  tothe  extentthat  a memberor  mem- 
bers of  the  family  of  the  insured  person  or 
a dependent  or  dependents  of  a single, 
adult  person,  not  a constituent  of  a family, 
is  beneficiary  thereof; 

7.  Current  wages  for  personal  services. 

Public  policy  does  not  countenance  de- 
vices by  which  one  frees  his  own  property 
from  liability  for  his  debts  or  restricts  his 
power  of  alienation  of  it;  and  it  is  according- 
ly universally  recognized  that  one  cannot 
settle  upon  himself  a spendthrift  or  other 
protective  trust,  or  pu  rchase  such  a trust 
from  another,  which  will  be  effective  to  pro- 
tect either  the  income  or  the  corpus  against 
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the  claims  of  creditors  ortofree  it  from  his 
own  power  of  alienation  (76  Am  Jur2d 
§168).  This  means  that  a professional 
man  (physician)  John  Doe  may  not  create 
a spendthrift  trust  free  from  attack  by  his 
creditors  in  respect  to  which  he  is  the  bene- 
ficiary. But  John  Doe  may  create  a valid 
spendthrift  trust  free  from  attack  by  his 
future  creditors,  if  the  beneficiaries  are 
persons  other  than  himself — for  example, 
his  wifeand  children. 

The  principle  just  stated  seems  to  be 
generally  the  rule  in  Texas. 

Additionally,  there  may  exist  two  further 
methods  that  will  permit  property  to  be  in- 
sulated from  forced  sale  in  addition  to  the 
insulation  provided  by  the  exemption  stat- 
utes. It  has  been  held  that  where  an  em- 
ployer sets  up  a profit  sharing  plan  with  the 
funds  being  placed  in  a spendthrift  trust,J 
a judgment  creditor  of  an  employee  could 
not  reach  the  employee's  interest  in  the 
profit  sharing  funds.  The  reasoning  here 
was  that  the  profit  sharing  funds  belonged 
to  the  employer  and  thus  it  was  not  in  viola- 
tion of  the  principle  that  a settlor  of  a trust 
created  for  his  own  benefit  cannot  prevent 
his  own  creditors,  either  present  or  future, 
from  having  access  to  the  funds  or  property 
(Hines  vs  Sands,  313  SW  2d  275,  1958). 
Where  the  employer  is  a professional  cor- 
poration it  is  possible,  but  somewhat  doubt- 


t The  typical  spendthrift  provision  in  a profit  shar 
ing  trust  is  expressed  in  some  form  of  the  follow- 
ing language:  “The  assets  which  are  held  by  the 
Trustee  hereunder  are  for  the  purpose  of  provid- 
ing for  the  support  of  Participants  of  the  Plan 
upon  their  retirement.  No  benefit  payable  at  any 
time  hereunder  shall  be  subject  in  any  manner 
to  alienation,  sale,  transfer,  assignment,  pledge, 
attachment,  garnishment  or  encumbrance  of  any 
kind.  Any  attempt  to  alienate,  sell,  transfer,  as- 
sign, pledge,  or  otherwise  encumber  any  such 
benefits,  whether  presently  or  thereafter  payable, 
shall  be  void.” 


ful,  that  a court  will  reach  a similar  conclu- 
sion. 

The  recent  amendments  to  the  com- 
munity property  laws  of  the  State  of  Texas 
quite  probably  provide  a method  through 
which  substantial  property  might  be  insu- 
lated from  judgment  creditors. 

In  Texas  all  property  acquired  by  a mar- 
ried couple  is  community  property  unless 
it  is  acquired  by  gift,  devise,  or  descent.  Ac- 
cordingly, income  from  a profession  such 
as  medicine  or  the  law  is  community 
property. 

Since  Jan  1,  1974,  the  laws  of  Texas 
have  permitted,  for  the  first  time  in  this 
state,  a partition  between  husband  and 
wife  of  community  property.  This  partition 
is  accomplished  by  means  of  an  agreement 
in  writing,  signed  and  acknowledged  by 
both  parties,  and  filed  in  the  deed  records 
of  the  county  of  their  residence  (Vernon’s 
Texas  Family  Code,  Sec  5.42,  Revised  Civil 
Statutes  of  Texas).  This  does  not  remove 
property  from  execution  by  existing  credi- 
tors, but  does  put  it  beyond  reach  of  future 
creditors  of  the  spouse  from  whom  the 
property  is  partitioned  away.  The  partition 
agreement  must  be  recorded  in  the  deed 
records  of  the  county  where  any  real  prop- 
erty partitioned  is  located,  since  the  parti- 
tion is  not  effective  as  to  third  parties  with 
respect  to  real  estate  unless  it  is  recorded 
in  the  deed  records  of  the  county  where  the 
real  estate  is  located.  The  property  parti- 
tioned becomes  the  separate  property  of  the 
spouse  to  whom  it  is  partitioned.  This  cir- 
cumstance— the  provision  that  after  the 
partition  the  property  becomes  the  separate 
property  of  the  spouse  to  whom  the  prop- 
erty is  partitioned — is  of  the  utmost  signi- 
ficance. A malpractice  judgment  is  a judg- 
ment on  a tort  claim  for  which  the  other 
(nontortious)  spouse  is  not  liable,  and  un- 
derthe  Family  Code  §5.61,  a spouse’s 
separate  property  is  not  subject  to  liabili- 
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ties  of  the  other  spouse  unless  both 
spouses  are  liable  by  other  rules  of  law.  All 
of  the  community  property  is  subject  to 
tortious  liability  of  either  spouse  incurred 
during  marriage.  After  partition  only  the 
husband’s  community  property  and  his 
separate  property  are  liable  for  his  torts. 

But  the  community  property  can  be  par- 
titioned every  year.  If  a wife  should  set  up 
a spendthrift  trust  with  her  separate  prop- 
erty (which  prior  to  partition  was  com- 
munity property)  then  such  property  and  its 
income  would  in  all  probability  be  valid  as 
against  future  judgment  creditors  of  the 
husband  includingthose  who  might  later 
recover  judgment  against  the  husband  in  a 
malpractice  action.  In  this  connection,  how- 
ever, any  physician  contemplating  creation 
of  a trust  or  partition  of  community  prop- 
erty is  cautioned  to  secure  competent  legal 
advice  from  a lawyer  familiar  with  estate 
planning  and  with  the  doctor’s  own  person- 
al situation,  to  insure  that  the  doctor  does 
not  encumber  property  needed  for  colla- 
teral and  to  give  specific  consideration  to 
various  other  problems  which  could  be 
involved. 

In  the  case  of  a malpractice  judgment 
against  a person  which  exceeds  the  amount 
of  his  malpractice  insurance  (or  in  the  case 
of  the  total  absence  of  malpractice  insur- 
ance) the  judgment  debtor  could  discharge 
the  judgment  by  taking  bankruptcy  except 
in  the  infrequent  instance  of  a judgment 
for  an  intentional  tort.§  Property  that  is  ex- 
empt from  execution  by  judgment  creditors 
cannot  be  reached  by  a trustee  in  bank- 
ruptcy, Bankruptcy  may  accordingly  pro- 
vide a way  to  wipe  the  slate  clean  in  respect 
to  a malpractice  judgment  while  leaving 
spendthrift  trusts  and  their  properties  in- 


tact. And  the  threat  of  elimination  of  a mal- 
practice judgment  by  bankruptcy  could  also 
influence  the  claimant  or  judgment  holder 
to  settle  a malpractice  claim  before  judg- 
ment, or  to  settle  a judgment  after  suit,  for 
some  reasonable  sum  within  greatly  reduc- 
ed malpractice  policy  limits. 

Drastically  reduced  malpractice  policy 
limits  would,  of  course,  substantially  re- 
duce malpractice  policy  premiums,  and 
drastically  reduced  malpractice  policy  lim- 
its could  conceivably  reduce  malpractice 
judgments  substantially,  since  low  limits 
on  malpractice  coverage  ultimately  become 
known  to  the  general  public  and  according- 
ly tend  to  eliminate  a jury  attitude  of  “What 
the  heck — the  insurance  company  will  pick 
upthetab.’’ 

Dr.  White,  2416  Juniper  St.,  Amarillo,  TX  79109. 


§ The  classic  malpractice  judgment  is  predicated 
upon  negligence  and  not  upon  an  intentional 
injury. 
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If  you  don’t  like  thinking  about  safety, 
think  where  you  might  be  without  it. 


Nationals 
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BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumhricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/xg/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SGOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions;  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions;  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions;  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12.  ___ 

ROeRIG  9 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 
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eliminates  Pinworms  and  Roundworms  with  a single  dose 


■ Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■ Nonstaining— to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 


■ Highly  acceptable  — pleasant- tasting 
caramel  flavor. 


■ Convenient  — just  1 tsp.  for  every 
50  lbs.  of  body  weight.  May  be  taken  with- 
out regard  to  meals  RQGRIG 

or  time  of  day.  ^ division  of  Pfizer  Pharmaceuticals 

Nevi/  York,  New  York  10017 


Please  see  prescribing  information  on  facing  page.  NSN  6505-00-148-6967 


Antiminth' 

(pyrantel  pamoate)  equivalent  to  5()ing  pyrantel/ml 


ORAL 

SUSPENSION 


Doctor-hams:  providing 
the  invisible  link 


Once  past  the  lingo  which  baffles  “lay” 
ears  with  talk  of  sun-spot  cycles,  nets,  and 
frequencies,  one  can  discover  some  of  the 
most  fascinating  human  interest  ac- 
counts and  real  life  dramas  in  the  world 
of  “doctor  hams.” 

Most  recently,  K5CY,  also  known  as  Dr. 
Mervin  H.  Grossman,  was  one  of  several 
physician  ham  operators  involved  via  am- 
ateur radio  in  rescue  operations  for  the 
Guatemala  earthquake  victims.  He  spoke 
directly  to  the  Guatemalan  ambassador  to 
Venezuela  in  Caracas.  The  medical  needs 
of  the  stricken  Central  American  country 
were  relayed  to  physicians  and  relief 
workers  across  the  United 
States. 

Dr.  Grossman  has  many  such  stories. 

Once,  he  arranged  a consultation  between 
a local  surgeon  and  a missionary  physi- 
cian in  Central  America.  Another  time,  he 
assisted  in  obtaining  special  medication 
needed  by  doctors  in  South  America.  For 
many  missionaries,  short  wave  radio  is 
the  only  link  to  the  outside 
world. 

Right  now,  most  of  the  Dallas  pathologist’s 
time  is  devoted  to  the  10th  annual  meeting 
of  “MARCO”  scheduled  for  June  25-26, 
preceding  the  American  Medical  Associa- 
tion’s annual  convention  in 
Dallas. 

MARCO,  the  Medical  Amateur  Radio  Coun- 
cil, Ltd,  is  an  international  organization  of 
more  than  500  amateur  radio  operators 
including  approximately  30  Texas  mem- 
bers. While  MARCO  members  have  made 
headlines  for  dramatic  roles  in  times  of 
natural  disasters  and  other  emergencies, 
they  are  often  the  unsung  heroes  helping 
to  provide  diagnostic  and  material  assis- 
tance, to  unite  loved  ones,  or  just  to  ex- 
change an  idea  with  a fellow 
doctor. 

MARCO  was  founded  in  1966  to  provide  an 
organized  means  for  the  exchange  of  sci- 
entific and  medical-electronic  informa- 
tion. The  organization  has  quite  a reputa- 


tion for  speed  in  emergencies.  Its  mem- 
bers can  arrange  for  the  delivery  of 
emergency  medicine  halfway  around  the 
world  in  a very  short  time.  Also,  in  recent 
years  there  has  been  considerable  expan- 
sion in  the  use  of  communications  science 
to  broaden  the  range  and  scope  of  health 
services,  especially  in  medically  under- 
served isolated  communities.  Members  of 
MARCO  include  doctors  of  medicine  and 
surgery,  doctors  of  dental  surgery,  doc- 
tors of  veterinary  medicine,  doctors  of  os- 
teopathy, or  the  equivalent  foreign 
degrees. 

Practicing  physicians  are  not  always  at 
their  radio  sets,  so  MARCO  members  rely 
on  auxiliary  personnel  to  receive  and  re- 
lay calls  to  them.  Calls  are  collected 
throughout  the  day  from  relay  operators 
around  the  world  by  a network  MARCO 
member  in  Florida.  Each  evening  at  8 pm 
(CST),  MARCO  members  check  in  with  net- 
work control  and  calls  are  parcelled  out 
to  the  appropriate  physicians.  In  case  of 
emergency,  the  relay  personnel  have  a 
listing  of  MARCO  members  and  their  spe- 
cialties and  contact  the  nearest  MARCO 
physician  to  respond  to  the  call. Interna- 
tional members  check  in  with  the  network 
on  Sunday  afternoons. 

Not  all  of  the  doctor  ham’s  time,  however, 
is  directed  at  solving  medical  problems. 
The  physician  radio  amateurs  who  related 
their  experiences  to  Texas  Medicine  most 
often  mentioned  as  a benefit  the  pleasure 
of  contacting  and  becoming  acquainted 
with  medical  professionals  around  the 
world.  For  the  retired  physician,  MARCO 
is  a chance  to  talk  shop  and  keep  in  touch 
with  the  field.  There  is  a bond  of  camara- 
derie among  the  hams  evident  to  out- 
siders. 

Getting  involved 

Dr.  Grossman  said  that  the  technical 
knowledge  needed  for  radio  operation 
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Dr.  Grossman’s  amateur  radio  equipment,  a sophisticated  set-up,  has  been  accumulated  over  many  years.  As  a net- 
work control  person,  he  has  several  pieces  of  duplicate  equipment  for  his  MARCO  work.  Prominent  in  the  center  of 
the  picture  is  the  code  sending  machine  which  resembles  a typewriter.  To  the  right  is  his  satellite  equipment.  Other 
equipment  includes  antenna  tuners,  oscilloscope,  transmitters,  amplifiers,  speakers,  patch  controls,  microphones,  a 
portable  transmitter-receiver,  and  other  technical  devices  necessary  for  his  wide  range  of  amateur  radio  activities.  A 
beginner  ham,  however,  needs  only  a minimum  of  equipment. 


varies  for  different  types  of  licenses.  A be- 
ginner can  obtain  a novice  license  which 
confines  one  to  Morse  Code  activity.  In  in- 
ternational communication,  many  chil- 
dren from  age  12  years  and  up  obtain  this 
license.  Dr.  Grossman  also  told  of  a 75- 
year-old  woman  who  just  obtained  her  nov- 
ice license.  In  this  country,  amateurs  must 
learn  amateur  radio  rules  and  regula- 
tions of  the  Federal  Communications  Com- 
mission as  well  as  technical  aspects  of  the 
operation.  Dr.  Grossman  himself  was  re- 
cently assigned  his  two  letter  call  signal  on 
the  basis  of  having  been  licensed  for  more 
than  25  years  and  having  passed  the  high- 
est class  of  exam,  the  Amateur 
Extra. 

He  recommended  that  a person  interested 
in  getting  started  in  the  hobby  contact  a 


ham  operator  or  amateur  radio  club  to 
find  out  the  steps  to  take  in  becoming  li- 
censed. 


The  program  forthe  upcoming  annual 
meeting  reflects  the  mixture  of  scientific 
and  electronic  interests  of  the  MARCO 
members.  Scientific  sessions  will  feature 
the  chairman  of  the  Department  of  Medi- 
cal Computer  Science  at  The  University  of 
Texas  Health  Science  Center  at  Dallas,  the 
medical  director  of  the  Kaiser  Foundation 
on  Communication  for  Missionaries  in  the 
“Bush,”  the  president  of  the  Young  Ladies’ 
Radio  Amateur  League  of  the  World,  and 
the  chief  of  radio  communications  of  the 
Dallas  Fire  Department.  Among  the  high- 
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lights  will  also  be  a demonstration  of  dis- 
aster messages  and  medical  consultations 
through  the  use  of  the  two  orbiting  ama- 
teur radio  satellites. 

And  there  is  bound  to  be  tale-swapping.  It 
seems  every  ham  has  his  share  of  inter- 
esting events. 

Dr.  Harvey  Renger  (W5NPW)  of  Halletts- 
ville  has  been  ableto  tell  men  in  the  Army 
or  Navy  of  a child’s  birth  hours  before  ar- 
rival time.  Although  this  sounds  confusing, 
it  is  possible  for  a father  in  Hawaii  to  learn 
of  his  offspring’s  birth  six  hours  before  the 
Hawaiian  equivalent  of  arrival  time  or  al- 
most a day  ahead  in  Japan. 

During  military  service  as  base  surgeon 
at  Kyushu,  Japan,  Dr.  John  B.  Landress’ 
(W5IBE)  first  child  was  born.  Through  the 
ham  radio  station  he  had  established,  he 
was  ableto  communicate  regularly  with  his 
wife  in  Orange  and  could  even  hear  his  in- 
fant daughter’s  cry.  Dr.  Landress,  now  of 
Garland,  especially  remembered  the  occa- 
sion when  a wire  service  learned  of  his  ac- 


tivity and  sent  a story  under  the  headline, 
“The  cry  heard  ’round  the  world.” 

Dr.  C.  F.  Sherman’s  (K5BLW)  “most  satis- 
fying” experience  as  a ham  came  in  1954 
when  he  was  the  radiologist  at  St.  Mary’s 
Hospital  In  Madison,  Wis.  A Brazilian  resi- 
dent on  the  hospital  staff  developed  a seri- 
ous illness  and  needed  to  return  home.  By 
considerable  maneuvering  and  with  an 
assist  from  another  amateur  in  Chicago, 

Dr.  Sherman  was  able  to  establish  an  ex- 
cellent contact  with  a young  physician  am- 
ateur in  Sao  Paulo  who  by  a strange  coin- 
cidence turned  out  to  be  the  resident’s 
classmate  from  medical  school.  The  latter 
was  able  to  get  the  resident’s  parents  and 
sister  to  come  to  his  home  and  there  en- 
sued what  Dr.  Sherman  described  as  the 
“most  enthusiastic  and  emotional  ex- 
change of  Portuguese  conversation  mixed 
with  copious  tears.”  During  this  contact, 
all  arrangements  were  completed  for  the 
resident’s  return  home.  Since,  the  Sher- 
mans, now  of  Temple,  have  had  many  notes 


Meroin  H.  Grotfman,  M.  D, 
6707  Pemberton  Drioe 
Dallas,  Texas  75230 

DALLAS  COUNTY  U.  S.  A. 


A ham’s  “QSL”  confirmation  card  tells  much  about  the  hobbyist.  Each  card  contains  the  ham’s  call  letters.  In  this 
instance.  Dr.  Grossman’s  call  letters,  in  phonetic  code,  are  Kilo-Five-Charlie-Yankee  (K5CY).  From  left  to  right  are 
the  logos  of  the  various  societies  to  which  he  belongs;  MARCO,  the  Quarter  Century  Wireless  Association  (for  hams 
with  25  years  in  amateur  radio  operations),  AMSAT  (Radio  Amateur  Satellite  Corporation),  DXCC  (designates  the 
amateur  has  contacted  100  countries),  and  the  American  Radio  Relay  League  (the  earliest  amateur  radio  organ- 
ization in  this  country).  The  cards  are  sent  from  one  ham  to  another  to  confirm  contacts  and  other  information 
such  as  the  strength  and  readability  of  transmission.  They  are  also  useful  for  record-keeping  purposes. 
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A sky-high  goal 


from  the  grateful  Brazilian. 

Dr.  Robert  P.  Thomas,  Jr.,  (W5EPB)  of  San 
Antonio,  remembered  a call  MARCO  receiv- 
ed from  a physician  on  an  Indian  Reserva- 
tion. The  doctor  had  a seriously  ill  patient 
and  needed  specific  information  fora  diag- 
nosis. The  amateurs  on  the  air  at  that  time 
vjere  polled;  no  one  had  the  answer.  Some- 
one suggested  an  Oklahoma  professor  who 
was  an  authority  on  the  condition.  In  ten 
minutes,  the  Oklahoma  station  had  the 
professor  on  the  phone  and  patched  into 
the  radio  network.  Thus,  the  physician  had 
consultation  with  one  of  the  nation’s  top 
experts. 

Such  occurrences — the  usual  and  the  un- 
usual— are  taken  in  stride  by  the  doctor 
hams.  Dr.  Frederick  S.  Geist  (WB5FEK),  of 
Dallas,  reported  a communication  with  an 
elderly  Floridian  who  related  hearing  a 
message  from  the  S.  S.  Carpathia  reporting 
the  receipt  of  a distress  signal  from  the 
Titanic. 

Dr.  George  N.  Aldredge,  Jr.  (WA5MAK),  of 
Dallas,  has  had  contacts  with  official  Olym- 
pic stations  in  Sapporo,  Japan  and  Munich, 
Germany  on  the  same  day;  Cape  Canaveral 
on  days  of  spacecraft  launches;  and 
several  primary  recovery  ships  at  splash- 
downs. He  also  had  a chance  air  contact 
several  years  ago  with  a physician  original- 
ly from  the  western  New  York  area  where 
the  Aldredges  have  a summer  home.  The 
physician  knew  only  one  doctor  in  Dallas — 
Dr.  Aldredge’s  brother-in-law.  Now,  the  two 
have  almost  weekly  radio  conversations 
and  met  in  person  just  last 
summer. 

Such  incidents  and  coincidences  are  typi- 
cal of  the  hams’  world.  By  combiningtheir 
vocation  and  avocation,  these  physicians 
doubly  serve  their  fellow  man.  Without  a 
dbubt,  many  lives  have  been  healed  or 
saved  by  MARCO  communications  and 
many  friendships  have  been  established. 
As  one  doctor  said,  where  else  can  so 
much  information  be  controlled  for  the 
good  of  all? 


Amateur  satellite,  the  newest  frontier  for 
hams,  will  revolutionize  amateur  radio 
communication  in  years  to  come.  Its  po- 
tential for  use  in  the  medical  field  is  just 
beginning  to  be  explored. 

To  start  at  the  beginning,  the  satellite  pro- 
gram is  sponsored  by  AMSAT,  the  Ama- 
teur Satellite  Corporation  based  in  Wash- 
ington, D.  C.  Anyone  interested  in  satellite 
operations  may  join  although  the  non- 
profit organization  is  made  up  primarily 
of  hams.  AMSAT  is  a joint  operation,  spon- 
sored by  hams  in  the  United  States,  Aus- 
tralia, Canada,  Germany,  and  other 
countries. 

Seven  OSCARS — Orbital  Satellite  Carry- 
ing Amateur  Radio — have  been  built  by 
hams  in  the  participating  countries.  The 
first  five  were  experimental.  The  last  two, 
OSCAR  6 and  OSCAR  7,  remain  in  orbit 
today. 

The  satellites  have  been  launched  into  orbit 
as  “piggyback”  riders  on  other  rockets 
launched  by  the  National  Aeronautics  and 
Space  Administration  (NASA).  NASA 
launches  the  OSCARS  for  AMSAT  as  a pub- 
lic service  to  further  public  education  in 
space  science.  The  radio  amateurs  using 
the  satellite  for  experimental  purposes 
keep  careful  records  and  telemetry  on  the 
satellites  which  helps  NASA  study  radio 
waves.  Thus,  the  satellites  are  used  not 
only  for  hobby  purposes,  but  also  for  fur- 
thering man's  knowledge  of  space 
communication. 

The  two  working  OSCARS  have  "repeat- 
ers” which  provide  the  capability  of  re- 
ceiving signals  from  hams  and  retrans- 
mitting them  with  a much  greater  range. 
The  satellites  circle  the  globe  every  115 
minutes,  and  an  average  “pass”  provides 
about  20  minutes  use  time.  AMSAT  mem- 
bers have  computerized  tracking  infor- 
mation to  pinpoint  the  time  and  longitude 
of  each  satellite  pass.  As  in  regular  ama- 
teur radio  operations,  transmissions  may 
be  in  Morse  Code  or  voice. 

AMSAT  has  permission  from  the  Federal 
Communications  Commission  to  send  in- 
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formation  from  a computer  to  the  satel- 
lite. In  Dallas,  a demonstration  is  being  set 
up  whereby  electrocardiogram  tracings 
and  other  computerized  data  can  be  sent 
to  the  satellite  which  on  receipt  will  recon- 
stitute them  into  an  EKG  pattern  or  other 
original  form. 

MARCO  (Medical  Amateur  Radio  Council) 
members  are  also  conducting  an  experi- 
ment with  Dr.  David  J.  Mishelevich,  associ- 
ate professor  and  chairman  of  the  De- 
partment of  Medical  Computer  Science  at 
The  University  of  Texas  Health  Science 
Center  at  Dallas.  They  have  set  up  a proce- 
dure to  send  computerized  medical  data 
over  a phone  line  into  a module  which 
changes  the  computer  readout  into  radio 
waves.  In  turn,  a ham  sends  the  radio 
waves  to  the  satellite  for  retransmission. 
On  receipt,  they  are  changed  from  “com- 
puter talk”  to  code  or  voice.  MARCO  is  try- 
ing to  help  develop  portable  packages  of 
transmitters  and  receivers  from  which  to 
contact  the  satellite.  In  disaster  areas,  for 
instance,  hams  could  send  and  receive  any 
type  of  information,  EKGs,  disaster  plans, 
and  locations  of  drugs. 

There  was  an  incident  a few  months  ago 
which  involved  an  outbreak  of  schistoso- 
miasis on  the  Ivory  Coast.  Missionary  doc- 
tors, searching  for  the  new  medication 
for  treatment  of  the  condition,  contacted 
the  MARCO  network.  The  Center  for  Dis- 
ease Control  in  Atlanta  did  not  have  the 
new  drug.  Finally,  the  hams  made  radio 
contact  with  the  World  Health  Organization 
in  Geneva,  and  the  needed  medicine  was 
soon  on  its  way  to  the  Ivory  Coast.  If  this 
type  of  information  were  stored  in  a com- 
puter for  the  immediate  availability  of 
hams  through  the  satellites,  assistance  in 
emergencies  would  come  even  more  quick- 
ly than  is  currently  possible. 

The  ability  of  hams  to  transmit  medical 
data  will  be  greatly  increased  when  OS- 
CAR 8 is  launched  in  the  latter  part  of 
1977.  Earth-bound  radio  operators  will 
be  able  to  maintain  contact  with  the  satel- 
lite for  a couple  hours  during  a normal 
pass.  The  future  holds  much  excitement 
for  amateur  radio  operators.  Not  even 
the  sky  is  the  limit  for  this  pioneering 
group! 
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A bronze  statue  created  in  honor  of  the 
late  DR.  ARRNELL  BOELSCHE  (WEATHER- 
ALL),  Galveston  pediatrician,  has  been  do- 
nated to  The  University  of  Texas  Medical 
Branch.  Commissioned  by  friends  of  the 
prominent  physician,  the  statute  is  entitled 
“Earth  Mother”  and  will  eventually  be  lo- 
cated in  the  south  children’s  play  area  of 
the  soon  to  be  completed  Child  Health  Cen- 
ter at  UTMB.  Dr.  Boelsche  died  Dec  19, 
1975  followinga  lengthy  illness  which 
forced  her  to  retire  from  service  in  1974. 

A full  professor  of  pediatrics  at  the  medi- 
cal branch,  she  was  most  noted  for  found- 
ingthe  UTMB  Child  Development  and  Be- 
havioral Pediatrics  Division  of  the  depart- 
ment. 

DR.  HOWARD  E.  SKIPPER,  president  of 
the  Southern  Research  Institute  in  Birm- 
ingham, Ala,  has  received  the  25th  annual 
Ernst  W.  Bertner  Award  for  “distin- 
guished contributions  to  cancer  re- 
search." The  award  is  presented  annually 
by  The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute.  The  award 
was  given  in  conjunction  with  the  29th  an- 
nual Symposium  on  Fundamental  Cancer 
Research  in  Houston  in  March. 

DR.  PAUL  CUTLER,  who  developed  a broad 
and  far-reaching  program  of  continuing 
medical  education  in  San  Antonio,  has  re- 
signed, for  reasons  of  health,  from  the 
post  of  associate  dean  for  continuing  med- 
ical education  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio.  He 
also  is  on  leave  from  his  duties  as  pro- 
fessor of  medicine.  “Under  Dr.  Cutler’s 
leadership,”  Dr.  Stanley  Crawford,  medi- 
cal school  dean,  said,  “a  strong,  imagina- 
tive program  of  continuing  medical  educa- 
tion has  been  developed.  Thousands  of 
physicians  in  Texas  and  beyond  have 
availed  themselves  of  the  programs  and 
the  credit  they  provide.  It  is  my  hope  that 
Dr.  Cutler’s  health  will  permit  him  to  re- 
turn to  his  duties  within  the  Department  of 


Medicine  in  the  near  future.  He  has  sever- 
al times  received  student  recognition  for 
excellence  in  teaching  this  discipline.” 

The  board  of  Directors  of  Blue  Cross-Blue 
Shield  of  Texas  has  elected  WALTER  F. 
HACHMEISTER  executive  vice  president. 
Other  new  appointments  include  BILL  R. 
NEWSOM,  senior  vice  president;  BENJA- 
MIN F.  McHenry,  vice  president  Provider 
Affairs;  and  RAYMOND  L.  HUNTER,  vice 
president  Data  Processing. 

Burn  specialist  DR.  JAMES  M.  LONG  is  one 
of  five  physicians  in  the  nation  named  to 
the  American  Medical  Association’s  Nutri- 
tion Advisory  Group.  This  council  continu- 
ally evaluates  the  role  of  nutrition  in  med- 
ical practice  and  serves  as  consultant  to 
the  AMA’s  Department  of  Foods  and  Nutri- 
tion. Dr.  Long  is  associate  professor  of 
surgery  at  The  University  of  Texas  Medi- 
cal School  at  Houston. 

Two  Houston  surgeons  have  received  na- 
tional recognition  for  excellence  in  patient 
care,  teaching,  and  research.  They  are 
DR.  JOSEPH  N.  CORRIERE,  professor  and 
director  of  urology  at  The  University  of 
Texas  Medical  School  at  Houston,  and  DR. 
EDWARD  M.  COPELAND,  associate  profes- 
sor of  surgery  at  the  school.  They  have 
been  named  to  the  Society  of  University 
Surgeons,  a group  of  250  surgeons  in  the 
United  States,  all  younger  than  45  years 
of  age.  Outstanding  contribution  to  surgi- 
cal science  and  education  is  the  main  qual- 
ification for  society  membership.  Dr. 
Copeland  was  honored  for  his  work  in 
nutritional  management  of  cancer  pa- 
tients while  Dr.  Corriere  was  honored  for 
his  practice  of  pediatric  urology  and  his 
research  in  pathogenesis  of  urinary  tract 
infections. 

DR.  MAURICE  HOOD,  Austin  surgeon  and 
member  of  the  Scientific  Publication  Com- 
mittee for  Texas  Medicine,  has  been  named 
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Austin’s  “Most  Worthy  Citizen”  of  1975. 
The  award,  given  annually  by  the  Austin 
Board  of  Realtors,  was  announced  at  a re- 
cent meeting  of  the  organization.  Dr.  Hood 
is  chief  of  surgery  at  Brackenridge  Hospi- 
tal and  specializes  in  thoracic  and  cardio- 
vascular surgery.  In  addition.  Dr.  Hood  is 
an  honorary  fire  chief. 

DR.  ORVILLE  CODY  THOMAS  of  Houston 
has  been  elected  president-elect  of  the 
American  College  of  Allergists.  Interna- 
tionally known  for  his  work  in  the  field  of 
allergic  diseases.  Dr.  Thomas  has  re- 
ceived numerous  honors  throughout  his 
career  including  fellowships  in  French 
and  Mexican  Allergy  Societies.  Currently, 
he  teaches  at  The  University  of  Texas 
Graduate  School  of  Biomedical  Sciences 
and  Baylor  College  of  Medicine.  He  is  a 
senior  consultant  to  the  McGovern  Allergy 
Clinic  as  well  as  a consultant  to  several 
major  Houston  hospitals. 

An  annual  award  in  memory  of  the  late 
JAMES  E.  BEALL  II  has  been  established  at 
The  Graduate  School  of  BiomedicalScienc- 
es.  The  University  of  Texas  Medical 
Branch  at  Galveston.  Beall  was  a doctoral 
candidate  in  the  graduate  school  when  he 
died  in  a cave  accident  south  of  Austin  in 
February.  This  award  will  be  given  to  a 
graduate  student  at  the  medical  branch 
engaged  in  research  in  the  field  of  anato- 
my or  neuroscience.  The  award  will  be 
funded  by  the  James  E.  Beall  II  Memorial 
Fund,  administered  by  the  Medical 
Branch. 


Medicine  in  literature 


PERIPHERAL  VASCULAR  DISEASE,  (slide 
presentation),  Medcom,  1972,  100  color 
slides,  2x2. 

Discusses  common  peripheral  arterial 
and  venous  disorders  and  the  aspects 
crucial  to  their  diagnosis  and  treatment. 
Accompanying  monogram. 

RETINAL  VASCULAR  DISEASE,  (slide 
presentation),  Medcom,  1974,  100  color 
slides,  2x2. 

Discusses  the  classification  of  retinal  vas- 
cular disease  based  upon  the  pathogen- 
esis of  vascular  changes  and  their  recog- 
nizable ophthalmoscopic  appearance.  Ac- 
companying monogram. 

THROMBOPHLEBITIS  AND  POSTPHLEBI- 
TIC  DISEASE,  (slide  presentation),  Med- 
com, 1973,  100  color  slides, 

2x2. 

Discusses  the  etiology,  development,  and 
treatment  of  thrombophlebitis  and  post- 
phlebitic  disease.  Accompanying  mono- 
gram. 

STROKE  REHABILITATION  TECHNIQUES, 

(slide  presentation),  American  Heart  As- 
sociation, Texas  Affiliate,  Inc,  48  color 
slides,  accompanying  cassette. 

This  program  may  be  used  by  the  general 
public  and  professions,  as  well  as  stroke 
patients  and  their  families.  The  theme  is 
the  rehabilitation  potential  of  the  stroke 
patient. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequen 
and/  or  severity  of  grand  mal  seizures  m 
require  increased  dosage  of  standard  an 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ir 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  ha\ 
occurred  following  abrupt  discontinuam 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Kei 
addiction-prone  individuals  under  carefi 
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essive  anxiety  is  re- 
the  depressive  symp- 
;sociated  with  it  are  also 
dieved. 

ere  are  other  advan- 
1 using  Valium  for  the 
ement  of  psychoneu- 
ixiety  with  secondary 
sive  symptoms;  the 
(therapeutic  elfect  of 
1 is  pronounced  and 
This  means  that  im- 
aent  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


I 


ance  because  of  their  predisposi- 
habituation  and  dependence.  In 
ncy,  lactation  or  women  of  child- 
> age,  weigh  potential  benefit 
possible  hazard. 

tions:  If  combined  with  other  psy- 
)ics  or  anticonvulsants,  consider 
ly  pharmacology  of  agents  em- 
; drugs  such  as  phenothiazines, 
cs,  barbiturates,  MAO  inhibitors 
ler  antidepressants  may  potentiate 
Dn.  Usual  precautions  indicated  in 
s severely  depressed,  or  with  latent 
sion,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


LEGAL  PROTECTION:  FACTS  YOU  SHOULD  KNOW 

Sam  V.  Stone,  Jr. 

TMA  Office  of  General  Counsel 

WRITTEN  CONSENT  FOR  RELEASE  OF  INFORMATION 


It  is  a fact  of  modern  life  that  more  and 
more  employers  and  insurers  are  re- 
quring  statements  of  physical  condition 
verified  by  an  examining  physician  to  be 
filed  by  applicants  for  employment  or 
insurance. 

This  situation  often  results  in  placing 
the  physician  on  the  horns  of  a dilemma. 
The  physician,  with  a long-term  confiden- 
tial physician-patient  relationship,  is 
forced  to  either  verify  the  physical  or 
mental  condition  of  a patient  in  a less  than 
candid  manner  or  place  his  patient  in  an 
unfavorable  position  with  his  present  or 
potential  employer  or  effectively  deny  his 
patient  insurance. 

While  there  have  been  no  Texas  appel- 
late court  opinions  dealing  directly  with 
disclosure  of  confidential  information 
with  the  implied  consent  of  the  patient, 
courts  in  other  jurisdictions  have  been 
confronted  with  this  issue. 

A New  York  court  found  that  the  physi- 
cian’s reporting  of  alcoholism  to  the  Air 
Force  without  the  expressed  permission 
of  the  patient,  who  was  a civilian  employee, 
did  violate  the  confidential  nature  of  the 
physician-patient  relationship.  The  court 
dismissed  the  suit  against  the  physician, 
however,  on  the  grounds  that  the  doctor 
had  a “right,  if  not  duty  to  his  government, 
to  make  a full  disclosure  of  the  fact,  super- 
seded by  his  duty  to  the  patient  to  remain 
silent,”  and  that  the  patient,  “having 
placed  the  doctor  in  the  position  of  telling 
part  of  the  truth, ...  is  stopped  from  pre- 
venting his  divulging  of  the  remainder.” 
Finally,  the  New  York  court  held  that  the 
plaintiff’s  discharge  was  “due  essentially 
to  his  absences  (from  the  job)  and  not 
through  the  disclosure”  of  his  alcoholism. 

This  case,  and  others  like  it,  argue  for 
the  advisability  of  the  physician’s  obtaining 
approval  in  writing  from  the  patient  be- 
fore submitting  any  medical  statement  on 


behalf  of  a patient.  Of  course,  the  physi- 
cian should  inform  the  patient  that  he  has 
a choice  between  full  disclosure  and  no 
disclosure  at  all. 

Where  the  physician  is  requested  to 
provide  information  relating  to  physical 
or  mental  condition,  or  the  results  of  a 
physical  examination,  it  would  be  in  the 
physician’s  interest  to  have  the  patient 
sign  an  authorization  for  disclosure  of  in- 
formation by  the  examining  physician. 
While  one  variation  of  such  a consent  form 
may  be  as  adequate  as  another,  the  follow- 
ing suggestion  for  a form  may  prove  help- 
ful to  physicians  who  are  called  upon  to 
sign  physical  evaluation  reports  at  the  re- 
quest of  a patient,  or  at  the  joint  request  of 
a patient  and  employer,  potential  employ- 
er, insurer,  or  agency  administering  a 
benefit  program. 

Date: 

Place: 

I authorize  Dr ^to 

disclose  complete  information  to 

concerning  the  re- 
sults of  a physical  examination  of  the 
undersigned  made  or  to  be  made  on 

, 19 , and  to  testify, 

without  limitation,  as  to  all  findings  of 
said  physical  examination,  in  any  legal 
action  or  judicial  proceedings  to  which  I 
am,  or  may  become,  a party;  and  waive  on 
behalf  of  myself  and  any  persons  who  may 
have  an  interest  in  the  matter,  all  provi- 
sions of  law  relating  to  the  disclosure  of  in- 
formation acquired  through  said  examina- 
tion. 

Signed:_^  _ _ 

Witness: 
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MEDICINE  AND  THE  LAW 


COURT  RULES  ON  NECESSITY  OF  EXPERT  TESTIMONY 


A recent  appellate  court  decision^  re- 
quired expert  testimony  in  regard  to  neg- 
ligence and  declared  doctrine  of  res  ipsa 
loquitur  not  applicable  in  a suit  alleging 
negligent  administration  of  anesthetics  by 
a nurse. 

Facts 

The  plaintiff  sued  the  hospital  alleging  an 
injury  to  her  sciatic  nerve  'was  caused  by 
a nurse’s  negligence  in  administering  a 
hypodermic  injection.  The  patient  had 
been  admitted  to  the  hospital  for  a hyster- 
ectomy. On  the  morning  of  the  operation, 
she  was  given  a sedative  orally.  Later,  she 
was  given  a preoperative  intramuscular 
hypodermic  injection  in  her  left  buttock  by 
a nurse.  The  plaintiff  said  she  felt  a warm, 
stinging  sensation  in  her  leg  after  the  in- 
jection. The  hysterectomy  was  then  per- 
formed without  incident.  The  plaintiff  re- 
ceived injections  in  the  left  buttock  at 
three  additional  times  that  day.  Prior  to 
the  operation,  she  had  had  no  difficulty  in 
the  use  of  her  left  leg.  Sometime  after  the 
last  injection,  however,  the  plaintiff  com- 
plained to  the  nurse  and  the  doctor  of 
numbness  in  her  left  leg. 

The  trial  court  submitted  the  case  to  the 
jury  instructing  that  it  could  infer  negli- 
gence by  a party,  but  was  not  compelled  to 
do  so,  if:  (1)  the  character  of  the  injury 
was  such  that  it  would  ordinarily  not  have 
happened  in  the  absence  of  negligence; 
and  (2)  it  was  more  reasonably  probable 
that  the  injury  was  due  to  the  negligence  of 
such  party  than  to  any  other  possible 
cause;  and  (3)  the  instrumentality  causing 
the  injury  was  under  the  management  of 
such  party  or  its  agents,  servants  or  em- 
ployees at  the  time  of  the 
negligence. 

The  hospital  sought  reversal  of  the  judg- 
ment because:  (1)  there  was  no  evidence 
to  support  the  jury’s  finding  of  negligence 
on  the  part  of  the  hospital’s  employees; 

(2)  the  plaintiff  could  not,  as  a matter  of 


law,  recover  on  a theory  of  the  doctrine  of 
res  ipsa  loquitur  because  the  doctrine 
does  not  apply  to  the  facts;  and  (3)  even  if 
the  doctrine  of  res  ipsa  loquitur  was  appli- 
cable, there  was  no  evidence  that  the 
plaintiff  sustained  an  injury  to  her  sciatic 
nerve  as  a result  of  the  hypodermic  injec- 
tion. The  appellate  court  reversed  the 
$13,000  judgment  and  rendered  a judg- 
ment in  favor  of  the  hospital. 

Discussion  of  case 

The  surgeon  who  performed  the  hysterec- 
tomy testified  that  he  did  not  know  why 
the  plaintiff  suffered  pain  in  her  left  leg 
and  had  not  reached  any  conclusion  as  to 
what  may  have  caused  the  pain.  He  testi- 
fied that  he  had  asked  a neurosurgeon  to 
examine  her  left  leg  to  determine  the 
cause  of  the  complaint.  The  neurosurgeon 
testified  that  he  examined  her  on  several 
occasions  and  found  no  point  of  tender- 
ness, no  area  of  bruising  or  sign  of  the 
injection  or  injury  along  the  sciatic  nerve. 
He  further  testified  that  he  found  nothing 
to  indicate  that  hypodermic  shots  had  been 
given  at  an  improper  place  or  in  an  im- 
proper way.  He  testified  that  in  his  own 
opinion,  the  plaintiff  did  not  receive  an  in- 
jury due  to  the  intramuscular  injections 
and  that  he  did  not  know  the  cause  of  her 
injury.  Another  physician  testified  that  as 
a result  of  an  electromyogram  he  found 
the  plaintiff  to  be  suffering  from  a partial 
severe  left  sciatic  nerve  injury,  but  that 
the  cause  of  her  condition  was 
unknown. 

The  court  stated  that  according  to  the 
testimony  of  the  various  doctors  there 
were  at  least  eight  possible  causes  of  the 
plaintiff’s  nerve  injury.  The  court  further 
said  that  none  of  the  testifying  physicians 
could  say  that  the  intramuscular  injec- 
tions were  improperly  administered,  nor 
that  there  was  any  direct  evidence  that  the 
hypodermic  needle  used  by  the  nurse  or 
nurses  ever  struck  or  came  in  contact 
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with  the  sciatic  nerve.  None  of  the  physi- 
cians were  able  to  determine  the  cause  of 
the  injury  to  the  nerve. 

The  court  stated  that  persons  undertak- 
ingto  administer  anesthetics  in  the 
course  of  medical  or  dental  treatment  are 
not  insurers  against  harm  or  guarantors 
of  a favorable  result,  but  are  required 
only  to  exercise  ordinary  or  reasonable 
care  and  skill  under  the  circumstances. 
When  a case  concerns  a highly  specialized 
art,  the  court  and  the  jury  must  depend 
upon  expert  evidence.  Without  the  aid  of 
expert  testimony  in  this  case,  the  court 
felt  a jury  could  not,  without  resorting  to 
conjecture  and  surmise,  determine  that 
the  defendant’s  employees  failed  to  exer- 
cise the  skill  and  care  exercised  by  ordi- 
nary skillful,  careful,  and  prudent  nurses 
acting  under  the  same  or  similar  cir- 
cumstances. 

The  court  stated  that  in  view  of  the  fact 
that  there  was  no  testimony  whatsoever  in 
this  regard,  expert  or  otherwise,  suggest- 
ing that  the  nurse  or  nurses  failed  to  exer- 
cise ordinary  skill,  the  judgment  could  not 
be  sustained  on  the  basis  of  the  finding  of 
negligence. 

The  court  also  ruled  that  there  was  not 
sufficient  evidence  to  justify  the  submis- 
sion of  the  case  to  the  jury  on  the  doctrine 
of  res  ipsa  loquitur.  The  court  stated  that 
the  doctrine  came  from  the  process  of 
drawing  logical  conclusions  from  circum- 
stantial evidence.  The  court  further  said 
that  its  purpose  was  to  permit  one  who 
suffers  injury  from  something  under  the 
control  of  another,  which  ordinarily 
would  not  cause  injury  except  for  the 
other's  negligence,  to  present  his  griev- 
ance to  the  court  or  jury  on  the  basis  of 
the  reasonable  inferences  to  be  drawn 
from  such  facts,  even  though  he  may  be 
unable  to  present  direct  evidence  of  the 
other’s  negligence. 

The  court  stated  that  a review  of  the  cases, 
pro  and  con,  regarding  the  application  of 
the  doctrine  in  malpractice  actions  dem- 
onstrates that  the  doctrine  is  applicable 
only  where  it  is  a matter  of  common 
knowledge  among  laymen  or  medical  men, 
or  both,  that  the  injury  would  not  have 
occurred  without  negligence.  The  court 


stated  that  very  few  laymen  have  had  ex- 
perience in  administering  anesthetics  by 
use  of  hypodermic  needle.  Consequently, 
insofar  as  laymen  are  concerned,  the 
conclusion  in  this  case  could  only  rest 
upon  expert  testimony.  In  addition,  even  if 
the  expert  testimony  could  be  construed 
as  giving  rise  to  the  inference  of  negli- 
gence, there  appears  to  be  no  probative 
evidence  established  that  such  negligence 
was  the  proximate  cause  of  the  injury. 

The  court  stated  that  res  ipsa  loquitur 
does  not  infer  causation.  Rather  it  pre- 
supposes a known  cause  or  at  least  a cause 
established  by  evidence  in  reasonable 
probability.  The  nature  of  this  case, 
according  to  the  court,  was  such  that  a 
layman  could  not  determine  the  causal 
relationship  between  the  event  and  the 
appellee’s  condition. 

Conclusion 

Once  again,  an  appellate  court  has  con- 
firmed that  medical  and  nurse  practi- 
tioners are  not  insurers  against  harm 
nor  guarantors  of  a favorable  result. 

They  are  only  required  to  exercise  ordi- 
nary reasonable  care  and  skill.  When  a 
case  concerns  the  highly  specialized  art 
of  administering  injections  of  anesthetics, 
the  courts  and  jury  must  depend  on  ex- 
pert evident.  Without  the  aid  of  such  ex- 
pert testimony  a jury  cannot,  without 
resorting  to  conjecture  and  surmise, 
determine  that  the  defendants  failed  to 
exercise  ordinary  skill.  The  doctrine  of 
res  ipsa  loquitur  is  only  applicable  in  the 
medical  malpractice  action  which  con- 
cerns a matter  of  common  knowledge 
among  laymen  or  medical  men  or  both  in 
which  injury  would  not  have  occurred 
without  the  negligence.  Further,  the  doc- 
trine does  not  infer  causation;  rather,  it 
presupposes  a known  cause  or  at  least  a 
cause  established  by  evidence  and  reason- 
able probability  and  cannot  be  invoked  in 
any  circumstance  without  negating  the 
possibility  that  the  injury  may  have 
occurred  from  other  causes. 

TMA  Office  of  General  Counsel 

Ace  Pickens 

^Southwest  Texas  Methodist  Hospital  vj  Mary 
Louise  Mills  No.  901 — Texas  Court  of  Civil  Ap- 
peals, 12th  District. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


ArrNell  Boelsche  (Weatherall) 
Texas  City,  1924-1975 


R.  G.  Bruce 
Dallas,  1909-1976 


D.  E.  Cantrell 
Odessa,  1905-1976 


T.  C.  Cole,  Sr. 
Huntsville,  1906-1975 


Armando  Elizondo 
San  Antonio,  1924-1976 


W.  W.  Frye 

Lubbock,  1903-1975 


IN  MEMORIAM 


J.  R.  Harris,  Jr. 
Bronte,  1920-1976 

A.  W.  Hinchman 
Brady,  1892-1976 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 
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Address  
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Recent  deaths 
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Dr.  Boelsche 


Dr.  Bruce 


Dr.  Cantrell 


Dr.  ArrNell  Boelsche  (Weatherall) 

Dr.  ArrNell  Boelsche  (Weatherall),  51, 
died  Dec  19,  1975,  at  her  home  in  Texas 
City.  She  was  a pediatrician. 

Dr.  Boelsche  received  her  BA  degree 
from  Rice  University,  Houston,  (1944), 
and  her  MD  degree  from  The  University 
of  Texas  Medical  Branch,  Galveston 
(1949).  Her  internship  was  at  the  State  of 
Wisconsin  General  Hospital,  Madison,  and 
her  residency  was  at  The  University  of 
Texas  Children’s  Hospital,  Galveston.  She 
also  studied  at  Children’s  Hospital  Medical 
Center,  Boston. 

Dr.  Boelsche  joined  the  faculty  of  UT  Med- 
ical Branch  as  an  instructor  in  pediatrics 
in  1953,  and  became  a professor  in  1971. 
She  retired  in  1974  due  to  ill 
health. 

During  her  tenure  on  the  faculty  of  UT 
Medical  Branch,  Dr.  Boelsche  published 
20  scientific  communications.  She  also 
lectured  and  served  on  numerous  local, 
state  and  national  committees  relating  to 
the  health  and  welfare  of 
children. 

Her  professional  memberships  included 
the  American  Academy  of  Pediatrics,  Tex- 
as Pediatric  Society,  American  Medical 
Association  and  Galveston  County  Medical 
Society. 

Survivingthe  physician  are  her  husband. 
Dr.  J.  T.  Weatherall,  Texas  City;  brother, 
Allen  Lesiker,  and  sister  Idell  Boelsche, 
Houston;  and  several  nieces  and 
nephews. 


Dr.  R.  G.  Bruce 

Dr.  Robert  Grady  Bruce,  Dallas  ophthal- 
mologist and  otolaryngologist,  died  Jan 
17,  1976,  at  the  age  of  66. 

Dr.  Bruce,  a native  of  Commerce,  Tex,  had 
practiced  in  Dallas  since  1958.  He  previ- 
ously had  practiced  in  Mineral  Wells,  Sul- 
phur Springs,  and  Greenville. 


He  was  a 1932  graduate  of  East  Texas 
State  Teachers  College.  He  completed  his 
MD  degree  at  The  University  of  Texas  Med- 
ical Branch,  Galveston,  in  1937.  Dr. 
Bruce’s  internship  was  at  City-County  Hos- 
pital, Fort  Worth,  and  his  residency  was  at 
New  York  Polyclinic.  He  also  did  postgrad- 
uate work  in  Philadelphia. 

Dr.  Bruce’s  professional  memberships  in- 
cluded the  Dallas  County  Medical  Society, 
International  College  of  Surgeons,  and 
American  Medical  Association. 

He  also  was  a Mason  and  a Shriner,  and  an 
active  member  of  the  Easton  Road  Church 
of  Christ,  Dallas. 

He  served  in  the  US  Army  during  World 
War  II,  and  was  stationed  at  several  loca- 
tions in  the  US  and  England. 

Surviving  Dr.  Bruce  are  his  wife,  Patricia 
Reagan  Bruce;  four  daughters,  Mrs.  Albert 
J.  Elliott,  Rita  Lynn  Bruce  and  Lacy  La  Nell 
Bruce,  all  of  Dallas,  and  Mrs.  James  C. 
Martin  of  San  Antonio;  two  sons.  Dr.  Rob- 
ert Lance  Bruce,  of  New  York  and  Robert 
Grady  Bruce  II,  of  Dallas;  and  three  sisters, 
Mrs.  Nell  Tittle  and  Mrs.  Lillie  Bryant,  both 
of  Sulphur  Springs,  and  Mrs.  Ludie 
Alexander  of  Cumby. 


Dr.  D.  E.  Cantrell 

Dr.  David  Emmerson  Cantrell,  70,  died 
Feb  10, 1976,  in  Odessa. 

Dr.  Cantrell  was  a native  of  Oklahoma.  He 
moved  to  Odessa  in  1956,  and  practiced 
there  until  the  time  of  his  death. 

He  was  a graduate  of  Oklahoma  University 
(1932)  and  Oklahoma  University  School  of 
Medicine.  He  practiced  in  Healdton,  Okla, 
for  21  years. 

Dr.  Cantrell  was  a veteran  of  World  War 

II,  having  served  in  the  US 

Army. 

His  professional  memberships  included 
the  Andrews-Ector  County  Medical  Society 
and  the  American  Medical  Asso- 
ciation. 
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Surviving  Dr.  Cantrell  are  his  wife,  Faye 
Buckmaster  Cantrell,  Odessa;  two  step- 
sons, Kenneth  Brooks,  Anchorage,  Alas- 
ka, and  James  Brooks,  Abilene;  a brother, 
Reynolds  Cantrell,  Healdton,  Okla;  a sis- 
ter, Mrs.  Richard  Massed,  Lawton,  Okla; 
and  five  grandchildren. 


Dr.  T.  C.  Cole,  Sr. 

Huntsville  family  practitioner  Dr.  Thomas 
Carroll  Cole,  Sr.,  died  Dec  25, 1975,  at 
iDiagnostic  Center  Hospital,  Houston. 

'At  the  time  of  his  death.  Dr.  Cole,  69,  was 
in  private  practice  with  his  son.  Dr.  T.  C. 
Cole,  Jr. 

Ilhe  doctor  had  been  a resident  of  Hunts- 
ville since  1934.  He  was  a native  of  Fran- 
klin, Tex.  He  was  graduated  from  The  Uni- 
(versity  of  Texas  Medical  Branch  in  1931, 
and  interned  in  Cleveland. 

In  1934,  Dr.  Cole  joined  the  medical  staff 
of  the  Texas  Department  of  Corrections.  At 
the  outbreak  of  World  War  II,  he  joined  the 
US  Navy,  and  achieved  the  rank  of  lieute- 
nant commander.  He  returned  to  Hunts- 
ville following  his  discharge. 

Dr.  Cole  was  a past  president  of  the 
Walker-Madison-Trinity  County  Medical 
Society.  He  also  was  a member  of  the 
American  Medical  Association. 

Surviving  are  his  wife,  Margaret  Thomason 
Cole,  and  son.  Dr.  T.  C.  Cole,  Jr.,  Hunts- 
ville; daughter,  Jan  Cole,  Houston;  four 
brothers  and  a sister. 


Dr.  Armando  Elizondo 

Dr.  Armando  Elizondo,  San  Antonio,  died 
Jan  6,  1976. 

Dr.  Elizondo,  51,  was  a family  physician. 
He  had  practiced  in  San  Antonio  from 
1953  to  1958  and  from  1961  until  the 
time  of  his  death. 

Dr.  Elizondo  obtained  his  academic  and 
medical  education  in  his  native  city,  Mon- 


terrey, Nuevo  Leon,  Mexico.  He  practiced 
in  Mexico,  as  well  as  Mission  and  Harlin- 
gen prior  to  moving  to  San 
Antonio. 

The  physician’s  professional  member- 
ships included  Bexar  County  Medical  So- 
ciety and  the  American  Medical  Asso- 
ciation. 

Surviving  Dr.  Elizondo  are  his  wife,  Emma 
Garza  Elizondo,  San  Antonio;  and  daugh- 
ters, Emma  Margot  Elizondo,  Dallas,  and 
Holda  Alice  Elizondo,  San  Antonio. 


Dr.  W.  W.  Frye 

Dr.  William  Wesley  Frye,  University  Pro- 
fessor of  Texas  Tech  University  School  of 
Medicine,  died  Dec  2,  1975.  He  was  72 
years  of  age.  Cause  of  death  was  a heart 
attack. 

Dr.  Frye  was  a former  dean  of  Texas  Tech 
University  School  of  Medicine.  He  was  giv- 
en the  title  University  Professor,  the  high- 
est academic  rank  available,  at  the  time  he 
retired  as  dean  (1974). 

Dr.  Frye  was  born  in  North  English,  Iowa. 

He  held  the  BS,  MS,  PhD,  and  MD  degrees, 
along  with  several  honorary  degrees.  His 
undergraduate  education  was  obtained  at 
Iowa  Wesleyan  College,  and  his  medical  ed- 
ucation at  Vanderbilt  University  School  of 
Medicine. 

Dr.  Frye’s  medical  experience,  honors 
and  awards  were  international.  He  had 
been  a member  of  the  Cholera  Commis- 
sion to  China,  Office  of  the  Surgeon  Gener- 
al, US  Army  (1945);  deputy  director  of 
Enteric  Diseases  Commission,  Armed  Forc- 
es Epidemiological  Board,  Korea  (1951); 
and  director  of  the  Tropical  Medicine  Fel- 
lowships Program  (NIH),  Latin  America. 

He  also  was  the  recipient  of  a fellowship  to 
visit  hospitals,  medical  schools,  and  re- 
search institutions  to  study  teaching  and 
research  tropical  medicine  and  parasitol- 
ogy in  Europe,  Africa,  the  Near  East,  In- 
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dia,  Australia,  the  Philippines,  Japan  and 
Hawaii. 

Other  appointments  included  special  con- 
sultant, Texas  Tech  University  School  of 
Medicine  (1970);  Chancellor  Emeritus, 
Louisiana  State  University  and  Medical 
Center  (1969);  Professor  Emeritus  of 
Tropical  Medicine,  Louisiana  State  Uni- 
versity Medical  Center  (1969);  and  Presi- 
dent, United  Health  Foundations,  Inc,  New 
York  (1966). 

Additionally,  Dr.  Frye  held  memberships 
in  academic  honor  societies,  professional 
scientific  societies,  and  volunteer  organi- 
zations too  numerous  to  list. 

Surviving  Dr.  Frye  are  his  son,  William  W. 
Frye,  Jr.,  Warri,  Nigeria;  four  daughters, 
Mrs.  Robert  J.  Bisso,  Memphis;  Mrs.  Cor- 
nelius W.  Hinyip,  Mrs.  Donald  Drury,  and 
Mrs.  Vincent  Wynne,  all  of  New  Orleans; 
18  grandchildren;  and  one  great- 
grandchild. 


Dr.  J.  R.  Harris,  Jr. 

Dr,  John  Roy  Harris,  Jr.,  died  Jan  18, 

1976,  attheage  of  55.  He  had  resided  in 
Bronte,  Tex,  since  1947. 

The  family  practitioner  was  a native  of  Ok- 
lahoma and  attended  Oklahoma  Baptist 
University,  obtaining  the  Bachelor  of  Sci- 
ence degree  in  1940.  In  1944,  he  complet- 
ed his  medical  studies  at  Baylor  College  of 
Medicine.  Dr.  Harris  served  his  internship 
at  Robert  B.  Green  Memorial  Hospital,  San 
Antonio.  He  also  did  postgraduate  work  in 
anesthesiology  and  surgery. 

Dr.  Harris  achieved  the  rank  of  captain 
during  17  months’  service  with  the  US 
Army.  He  was  a veteran  of  World  War  II, 
having  served  in  the  Pacific  with  the  349th 
Mobile  Surgical  team. 

The  doctor’s  professional  memberships  in- 
cluded the  Tom  Green  Eight  County  Medi- 
cal Society,  Southern  Medical  Association, 
Texas  Geriatric  Society  (charter  member), 
and  American  Medical  Association. 


Surviving  are  his  daughter,  Ann  Harris, 
Austin;  son,  Rex  Harris,  San  Angelo;  and 
parents,  Mr.  and  Mrs.  John  Roy  Harris,  Sr., 
Lawton,  Okla. 


Dr.  A.  W.  Hinchman 

Dr.  Alda  Warren  Hinchman,  83-year-old 
physician  and  surgeon,  Brady,  died  Feb  8, 
1976,  after  a long  illness. 

Dr.  Hinchman  became  an  honorary  mem- 
ber of  the  Texas  Medical  Association  in 
1973. 

Dr.  Hinchman,  a native  of  West  Branch, 
Iowa,  moved  to  Brady  in  1931.  He  was  a 
graduate  of  the  Des  Moines  (Iowa)  Still 
College  (1915)  and  the  Kansas  City  Uni- 
versity of  Physicians  and  Surgeons 
(1930).  His  education  was  interrupted  by 
service  as  a lieutenant  in  the  cavalry  dur- 
ing World  War  I. 

The  general  practitioner  was  active  in 
church  and  civic  work  during  his  45  years 
in  Brady.  He  was  a Mason  (past  Worship- 
ful Master)  and  Shriner,  and  a past  com- 
mander of  the  Brady  American  Legion 
Post. 

A life  member  of  the  National  Rifle  Associ- 
ation of  America,  Dr.  Hinchman  was  an 
avid  hunter  and  fisherman.  He  was  a col- 
lector of  guns  and  was  a gunsmith.  His  oth 
er  hobbies  included  photography,  bridge, 
and  playing  the  piano  and  violin.  He  also 
was  a choir  member  at  the  First  United 
Methodist  Church,  Brady. 

The  doctor  was  a former  president 
(1947)  and  secretary  (1953)  of  the  Kim- 
ble-Mason-Menard-McCullough  County 
Medical  Society  and  a member  of  the 
American  Medical  Association. 

Surviving  Dr.  Hinchman  are  his  wife,  Nau- 
tie  Day  Hinchman,  Brady;  daughter,  Mrs. 
Anita  Durbin,  Sunnymead,  Calif;  son,  War- 
ren Hinchman,  Houston;  step-daughter, 
Mrs.  Cecil  Calvert,  Dallas;  step-son.  Bud- 
dy Seaton,  Brady;  ten  grandchildren  and 
seven  great-grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLIHIC 


PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 


of  the  adolescent  and  young  adult. 

PSYCHIATRY 

Jackson  H.  S^e^gle,  M.D. 
Joseph  H.  Lindsay,  M.D. 

Fred  H.  Jordan,  M.D. 

John  T.  Holbrook,  M.D. 

PSYCHOLOGY 

George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D, 

Tom  1.  Payton,  M.S. 

Patrick  R.  Barnes,  M.S. 

DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 

COURTESY  STAFF 

O.T.  AND  R.T.  THERAPY 

Director 

Christine  Schmitr,  ORT 

1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Get  Your  Brand 
of  Continuing  Medical 

Education  at  the  AMA’s 
Annual  Convention, 
June  26-30, 1976 


Dallas  is  many  things  to  many  people— a center 
of  high  fashion,  finance,  brainpower,  big  money, 
sports  events,  conventions,  art,  theater 

But,  after  this  June’s  Annual  Meeting,  for  you 
Big  D is  going  to  stand  for  Continuing  Medical 
Education  the  highest  quality  C.M.E.  and  the 
widest  assortment  of  C.M.E.  you’ve  ever  ex- 
perienced! 

This  meeting  features  new  and,  or  expanded 
methods  of  teaching  both  inside  and  outside  the 
classroom.  You  can  spend  every  day  participating 
in  several  types  of  learning  situations.  For  ex- 
ample, there  will  be  audio  and  tape  demonstra- 
tions; computer-assisted  instruction;  pre-  and 
post-tests  for  self-evaluation.  In  addition,  there 
will  be  “hands  on”  manikin  practice  and  many 
opportunities  to  participate  in  small  group  dis- 
cussions or  to  consult  with  course  instructors 
and  fellow  physicians.  Naturally,  we’re  repeat- 
ing a popular  feature — medical  motion  pictures. 
This  year,  there  will  be  30  all  scheduled  for 
your  convenience. 

C.M.E,  for  Credit — and  most  of  it, 
except  for  postgraduate  courses,  free 

To  help  you  fulfill  C.M.E.  requirements  for  the 
AMA  Physician’s  Recognition  Award  and  your 
state  or  specialty  society,  this  Annual  Meeting 
offers  many  opportunities  1 13  in  fact — to  earn 
Category  I credits.  You’ll  have  your  choice  of 
57  postgraduate  courses  and  the  majority  of  47 
scientific  sessions  are  classed  for  Category  I. 
Hour-for-hour  credit  will  also  be  given  at  the 
Live  Teaching  Clinic,  Pulmonary  Function,  Dia- 
logue, and  at  the  8 telecourses  offered  in  the  Con- 
vention Center  and  the  Dallas  hotels.  (The  AMA 
will  provide  you  with  a certificate  of  attendance; 
make  sure  you  report  your  credits  to  your  state 
or  specialty  society.) 


Other  Highlights 

A majority  of  physicians  regard  the  exhibit  area 
as  one  of  the  most  important  features  of  AMA 
meetings.  If  you  happen  to  be  one  who  values 
this  one-to-one  peer  communication  with  ex- 
hibitors, Dallas  won’t  disappoint  you.  There  will 
be  300  exhibits,  evenly  divided  between  scientific 
and  industrial.  Last,  but  not  least,  is  the  I8th 
National  Conference  on  the  Medical  Aspects  of 
Sports.  Every  year  it  gets  bigger  and  better — 
you  won’t  want  to  miss  this  year’s  Conference. 

How  to  fill  post-Convention  hours, 
if  you  have  an  ounce  of  energy  left 

If  you’ve  never  been  to  Dallas,  you’re  in  for 
some  surprises.  Even  though  you’ll  see  some 
Texas-style  hats  and  hear  quite  a few  “Y’all’s,” 
Dallas  is  neither  typically  Western  nor  typically 
Southern.  It  is  simply  Dallas — a city  of  fashion, 
style,  flair,  fun,  and  even,  grace. 

The  AMA  Auxiliary  is  planning  many  events 
during  the  Convention.  No  need  to  list  them  here 
for  you  can  receive  the  details  by  contacting  the 
AMA  by  phone  or  address  as  shown  below. 

Dallas  offers  a potpourri  of  entertainment  to 
suit  every  taste  and  lifestyle.  For  animal  lovers, 
there’s  a Lion  Country  Safari  and  a great  zoo. 
If  you’ve  never  seen  a rodeo,  don’t  miss  the 
Mesquite  Championship  Rodeo.  It  will  give  you 
plenty  to  talk  about!  There’s  a fantastic  theatre 
center  and  numerous  museums  for  culture  de- 
votees. For  those  who  like  it  swinging  and  festive, 
there  are  clubs,  cabarets,  and  corner  pubs.  And 
shopping!  Dallas  boasts  you  can  find  everything 
from  his  and  her  airplanes  to  unique  $5  gifts.  If 
you’ve  ever  seen  the  Neiman-Marcus  catalog, 
you  know  that’s  not  an  idle  boast.  Oh,  one  word 
about  the  restaurants:  don’t  come  expecting  to 
diet.  Dining  out  in  Dallas  is  an  adventure  for  both 
the  novice  and  gourmet! 


For  juriher  information  about  the  courses,  sessions,  hotel-motel  reservations,  and  AMA  Auxiliary  activities, 

please  write  or  phone  to: 

American  Medical  Association/Department  of  Registration  Services 
535  North  Dearborn  Street/Chicago,  IL  60610/(312)  751-6187 
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PAVAKEY-300 

(papaverine  HCI,300  mg.) 

Sustained-Action  Capsules 

More 
efficient 

management  for 
difficult  cases  of 
cerebral  and  peripheral 
ischemia  associated  with  arterial  spasm. 

More  effective  patient  compliance. 

• Significantly  less  cost  per  300  mg., 
b.i.d.  dosage. 

Actions  and  Uses:  The  main  actions  of  papaverine  are  exerted  on  cardiac  and  smooth  muscle  Like 
quinidine,  papaverine  acts  directly  on  the  heart  muscle  to  depress  conduction  and  prolong  the  refractory 
period  Papaverine  relaxes  various  smooth  muscles.  This  relaxation  may  be  prominent  if  spasm  exists. 

The  muscle  cell  is  not  paralyzed  by  papaverine  and  still  responds  to  drugs  and  other  stimuli  causing 
contraction.  The  antispasmodic  effect  is  a direct  one.  and  unrelated  to  muscle  innervation  Papaverine  is 
practically  devoid  of  effects  on  the  central  nervous  system 
Papaverine  relaxes  the  smooth  musculature  of  the  larger  blood  vessels,  especially  coronaty,  systemic 
peripheral  and  pulmonary  arteries.  Perhaps  by  its  direct  vasodilating  action  on  cerebral  blood  vessels  papaverine 
increases  cerebral  blood  flow  and  decreases  cerebral  vascular  resistance  in  normal  subjects,  oxygen  consumption 
IS  unaltered  These  effects  may  explain  the  benefit  reported  from  the  drug  in  cerebral  vascular  encephalopathy 
The  direct  actions  of  papaverine  on  the  heart  to  depress  conduction  and  irritability  and  to  prolong  the  refractory 
period  of  the  myocardium  provide  the  basis  for  its  clinical  trial  m abrogating  at  rial  and  ventricular  premature  systoles 
and  ominous  ventricular  arrhythmias.  The  coronary  vasodilator  action  could  be  an  additional  factor  of  therapeutic 
value  when  such  rhythms  are  secondary  to  insufficiency  of  occlusion  of  the  coronary  arteries. 

In  patients  with  acute  coronary  thrombosis,  the  occurrence  of  centricular  rhythms  is  serious  and  requires  measures 
designed  to  decrease  myocardial  irritability  Papaverine  may  have  advantages  over  quinidine,  used  for  a similar  purpose, 
that  It  may  be  given  m an  emergency  by  the  intravenous  route,  does  not  depress  myocardial  contraction  or  cause 

cinchonism,  and  produces  coronary  vasodilation. 

Indications:  For  the  relief  of  cerebral  and  peripheral  Ischemia  associated  with  arterial  spasm  and  myocardial  ischemia 

complicated  by  arrhythmias 

Precaution:  Use  with  caution  in  patients  with  glaucoma.  Hepatic  hypersensitivity  has  been  reported  with  gastrointestinal 
symptoms,  jaundice,  eosinophilia  and  altered  liver  function  tests  Discontinue  medication  if  these  occur 
Adverse  Reactions:  Although  occurring  rarely,  the  reported  side  effects  of  papaverine  include  nausea,  abdominal  distress,  anorexia, 
constipation,  malaise,  drowsiness,  vertigo,  sweating,  headache,  diarrhea  and  skin  rash. 

Dosage:  PAVAKEY  - 300  » - One  capsule  every  twelve  hours  for  difficult  cases. 

Please  arrange  to  provide  starter  samples  and/or  complimentary  “Starter  " prescriptions  for: 

PAVAKEY-300®  Samples  “Starter”  Rx’s 

(papaverine  HCL,  300  mg.)  □ □ 

Dr.  Specialty 
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Mail  to:  Key  Pharmaceuticals,  Inc.  50  N.W.  176th  Street,  Miami,  Florida  33169 


KEY 

PHARMACEUTICALS,  INC. 

Miami,  Florida  33169  (U  S A.) 
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consider  the  effect  on 
coexisting  giaucoma  when 
you  prescribe  a vasodiiatbr"^ 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

(ISOXSUFRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


© 1976  MEAD  JOHNSON  S,  COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54118 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 
KENT  ROGERS,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 


ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

FAMILY  PRACTICE  DEPARTMENT  EXECUTIVE  DIRECTOR 

ENNIS,  TEXAS  DON  L.  BOWEN,  M.G.M.A. 

W.  B.  KINZIE,  M.D.* 

* DIPLOMATE  OF  THE  AMERICAN  BOARD 


General  Surgery: 

L.  L.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesneli,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

G.  T.  Kimmei,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology: 

W.  T.  Witt.  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


THE  MALPRACTICE  CRISIS 


MANY  MAJOR  COMPANIES  HAVE  QUIT  OR  WILL  SOON  QUIT  WRITING  PROFESSIONAL  LIABILITY  INSURANCE.  IF  YOU 
CANNOT  SECURE,  OR  CANNOT  RENEW  YOUR  COVERAGE,  CONTACT  JOE  NIGRELLE,  512  - 341-2564. 


JOE 

NIGRELLE  wsurance  agency 


Suite  518  - GPM  Building  - North  Tower,  800  N.W.  Loop  410 
SAN  ANTONIO,  TEXAS  78212  - A/C  512  - 341-2564 

1007  West  31st  Street,  Austin,  Texas  78705 
A/C  512  452-0189  Kirke  Jeffery 


PROFESSIONAL  LIABILITY 

OFFICE  LIABILITY 

PHYSICIAN  EQUIPMENT  FLOATERS 


FIRE  AND  HOMEOWNERS 

AUTOMOBILE 

FARM  INSURANCE 


LIFE,  ACCIDENT  AND  SICKNESS, 
DISABILITY  INCOME 
MALPRACTICE  INSURANCE 
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Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunolog^y 

Allergy  and  Immunology 


Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 


Richard  L.  Etter,  M.D.,* 

F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A. 

Richard  H.  Jackson,  M.D.,* 

F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A. 

Warren  J.  Raymer,  M.D.,* 

F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A. 

*Diplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


D.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 
Ramon  Garrido,  M.D.,* 

F.A.C.A.,  F.A.A.C.I.A. 

(Certified  American  Board  of 
Pediatrics) 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D,,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.D., 
Internal  Medicine 
Jack  S,  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Patholog;y — 
Lloyd  R.  Hershberger,  M.D, 
Consultant  in  Radiology— 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.O.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


Allergic  Diseases 

Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 


Victor  E.  McCall,  M.D. 
Dixon  Presnail,  M.D. 
Harry  H.  Whipp,  M.D. 

William  L.  Asper 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


STUART  A.  MASON,  M.D. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer  924-4231 


ALLERGY  AND  IMMUNOLOGY 

^seph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
Diplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D, 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 
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TEXAS  MEDICINE 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Ailensworth,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 
B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


GENERAL  SURGERY 


RADIOLOGY  & NUCLEAR  MEDICINE 


J.  E.  Hogan,  M.D.,  F.A.C.S.  B.  Williams,  M.D. 

C.  B.  Marcum,  M.D.,  F.A.C.S.  M.  L.  Bercler,  M.D. 
J.  E.  Mathews,  M.O..  F.A.C.S. 


INTERNAL  MEDICINE  UROLOGY 


J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

^ 0.  M.  Logan,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

I J.  W.  Kuykendall,  M.D. 


G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 


. PATHOLOGY 

I 

. Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

A.  A.  Piske  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 


NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY — CONSULTANT 
H.  M.  Perche'i,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


Ill 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski.  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory." 
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C.D.L  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 

SOMMAI  SEHAPAYAK,  M.D. 

Dlplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 

Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210, 1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 

DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 

Dermatology  and  Cancer  of  the  Skin 

Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 

Dallas,  Texas  75225 

Ph:  214-691-6691 

SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 

Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 

3600  Gaston  Ave,  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

Endocrinology  j 

STANLEY  FELD,  M.D.  AND  ASSOCIATES 

STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

Eye,  Ear,  Nose,  Throat 

1400  Eighth  Street,  Wichita  Falls,  Texas 

DRS.  CANON,  NALLE,  ELLSASSER,  MEHDIABADI  AND 
CLAYTON 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D.,  1 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S.  1 

Miles  G.  Clayton,  M.D.,  Oph.  Rustam  J.  MehdiabadI,  M.D.,  DAB, 

Oto. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

Family  & General  Practice 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Bivd.,  Floresville,  Texas  78114,  512  393-2527 
*Dipiomate  American  Board  of  Family  Practice 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 

3801  19th  St..  Suite  500,  Lubbock,  Texas  79410 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 

THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 

Nederland,  Texas  77627 

Tel.  713  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

* Dlplomate  American  Board  of  Family  Practice 

GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 

Phone  214-272-5451 

Gastroenterology  j 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy, 

TMA  Members'  Retirement  Trust 

. . . Another  service  of  your  association 

and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 
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DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Delias,  Texas 

Neurological  Surgery 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 

General  Surgery 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charies  W,  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Bivd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 

Daiias,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

Stanton  Medical  Building,  Suite  610,  1100  N.  Stanton, 

El  Paso,  Texas  79902 

Telephone  915  533-2508 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R,  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 

R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 

3600  Gaston  Avenue  — Dallas,  Texas  75246 

Telephone  214  826-7060 

ROBERT  J.  TURNER,  III,  M.D,,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 

1400  South  Main  Street,  Suite  104 

Fort  Worth,  Texas  76104,  335-8311 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 

ROBERT  M.  STECKLER,  M.D. 

Diplomats  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 

Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  214  827-9880 

John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 

Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 

Hand  Surgery 

TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 

Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

L.  LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 

8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 

SEAT  BELTS  DO  SAVE  LIVES— 

USE  THEM! 

“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 
Practice  Limited  to  Nuclear  Medicine 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  j.  l.  Reed,  M.D. 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 


JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

601  Madison  Square  Medical  Building 

311  Camden  Street,  San  Antonio,  Texas  78212 


Orthopedic  Surgery 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

pieman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J._  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 
2828  Lemmon  Ave.,  DallaSr  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 


5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and  8215  Westchester,  Suite  135,  Dallas,  Texas 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


Otology 


JAMES  R.  FANCHER,  JR.,  M.D. 

Diplomate  of  The  American  Board  of  Otolaryngology 

Otology 

Neuro-Otology 

St.  Paul  Professional  Bldg.,  Suite  920,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235 
Telephone:  214  630-4871 


Pathology 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 
Frank  R.  Vincenti,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathoiogy,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Eiectrophoresis  and  Hemogiobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 
Delias,  Texas  75214 

James  Pat  Evans,  M.D. 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


THURSTON  DEAN,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathologn^ 

Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 


Otolaryngology 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

TMA  Group  Insurance  Plan 

. . . Another  service  of  your  association 


J.  S,  WILKENFELD,  M,D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 
Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 


M.  S.  Hart,  M.D.  H.  M.  Block,  M.D. 

W.  G.  McGee,  M.D.  S.  D.  Wilson,  M.D. 

E.  D.  Seaman,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364)446 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medicai  Director 


ROBERTO  G.  ROLFINI,  M.D. 

Dipiomate  American  Board  of  Physicai  Medicine  & Rehabiiitation 

Rehabilitation  Medicine  and  Electromyography 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Dipiomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Dipiomate  American  Board  of  Piastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


WILLIAM  E.  BARNES,  M.D. 

Dipiomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas,  454-7659 


THOMAS  D.  CRONIN.  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

LAURENCE  E.  WOLF,  M.D. 


JOHN  E.  CARTER,  M.D.,  P.A. 

Dipiomate  American  Board  of  Surgery 
Dipiomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Dipiomate  American  Board  of  Surgery 
Dipiomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Dipiomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


JOSEPH  M.  CONNALLY,  JR.,  M.D. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231 
369-6511 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Dipiomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


JACK  L.  CONLEE,  M.D. 

Dipiomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christ!,  Texas,  855-7359 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 
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EDWARD  P.  MELMED,  M.D.,  M.B.,  CH.B., 
F.R.C.S.  (ENG.),  F.R.C.S.  (GLASG.) 

Plastic,  Reconstructive  & Cosmetic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230,  214  661-7755 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


SHUJAAT  ALI  KHAN,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  Cosmetic  and  Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 
335-4751 


Psychiatry 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 


Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 


First  Pasadena  State  Bank  Building 
1001  E.  Southmore,  Suite  1103,  Pasadena, 


Texas  77502,  473-7646 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments. 

Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Long  Point  Office 
Medical  Square 
8762  Long  Point  Rd. 

Houston,  Texas  77055 

Phone:  713  467-7013 


AUN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


1976  TMA  Annual  Session,  May  6-9,  Dallas 

. . . Another  service  of  your  association 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

* Robert  I.  Hauser,  M.D. 

•H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon.  M.D. 

Ronald  DeVere,  M.D. 

Rita  T.  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wilts,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


Volume  72,  June,  1976 


105 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L CLIFFORD  & ASSOCIATES 

Cobait  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Cfarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 

RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Radiology  F.  M.  Behike,  M.D. 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D,  W.  R.  Berry,  M.D. 

Diplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration;  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


Rheumatology 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

ABEL  GARDUNO,  M.D. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

Diplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 

HECTOR  0.  YANES,  M.D. 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone;  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone;  713  332-2466 


VICTOR  L.  KOBB,  M.D.,  F.A.C.S. 
Practice  Limited  to  Urology 

The  Sadler  Clinic 

3205  West  Davis  Street,  Conroe,  Texas  77301 


EUGENE  R.  TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced- 
ing publication  month. 
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Classified  Advertising 


Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offi^  and  ^amining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OR  LM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3696  for  Barnes,  Colwell  or  Cook. 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361, 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
S.  Cruzcosa.  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6236. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  Henry 
K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


LOCUM  TENENS  WANTED:  Doctor  Interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  800 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  muitispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 

Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  Henry  K.  Butler,  M.D..  Malone  and  Hogan  Clinic, 
1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
915-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  512-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000-1-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  76786;  214-683-6481. 

WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Manv 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler.  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915-267-6361. 


WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  915-267-6361. 


GENERAL  INTERNIST  WANTED;  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
tor. 


WANTED:  GP  OR  PEDI.  Potentially,  lucrative  practice,  suburban 
area  of  about  20,000.  No  Pedi  in  area.  Willing  to  negotiate.  Paul  A. 
Grandy,  M.D.,  10806  N.  Lamar  Blvd.,  Austin,  Texas  78763;  612-837-2640. 


WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting.  Country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860, 
817-739-2661. 


TEXAS  PRACTICES.  Have  requests  for  associates  from  Texas  physi- 
cians and  some  solo  and  group  openings.  Small,  medium  and  large  size 
cities.  Excellent  economic  climate  produces  rapid  practice  growth.  Please 
send  C.V.  and  preferences  to  Sanford  Smith,  Professional  Practice 
Management,  Inc.,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 


DOCTOR  WANTED  FOR  GENERAL  PRACTICE  in  Poteet,  Texas.  28 
miles  south  of  San  Antonio,  Texas.  New  furnished  clinic  for  two  doctors. 
Free  rent  for  a limited  time.  Contact  A.  A.  Hollub,  512-742-3315. 


STUDENT  HEALTH  PHYSICIANS.  Two  physicians  needed  to  help 
j provide  primary  medical  care  for  student  population  of  22,000.  Stimulat- 
ing environment.  Medical  School  Ambulatory  Clinic.  Salary  above 
$30,000;  position  includes  clinical  appointment  in  medical  school.  Call 
or  write  Reagan  H.  Gibbs,  M.D.,  Texas  Tech  University  Health  Sciences 
Centers,  Box  4049,  Lubbock,  Texas  79409;  phone  806-742-3327. 


PSYCHIATRY  RESIDENCY  AVAILABLE  at  Texas  Research  Institute 
of  Mental  Sciences,  Houston,  in  the  Texas  Medical  Center.  Applicant 
must  have  internship  or  equivalent  year  of  graduate  medical  education. 
First  year  stipend  without  service  obligation,  $16,000;  or  optional 
$19,000,  with  State  career  obligations.  TRIMS  features  comprehensive 
IJrograms  in  all  facets  of  service,  research,  and  training.  Affiliated  with 
local  medical  schools  and  other  institutions.  For  information  contact  Ed 
Johnstone,  M.D.,  Texas  Research  Institute  of  Mental  Sciences,  1300 
Moursund,  Houston,  Texas  77030. 


MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty;  family 
practitioner  needed  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  fresh  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 
Call  713-543-3367  or  write  P.O.  Box  405,  El  Campo,  Texas  77437. 


WANTED;  INTERNIST  TO  JOIN  busy  solo  internist  in  new  office. 
Complete  clinical  laboratory  facilities  plus  x-ray.  City  of  26,000  popula- 
tion in  Northeast  Texas.  Drawing  area  of  100,000.  Two  new  hospitals. 
High  caliber  medical  community.  Excellent  recreational  facilities:  good 
schools  and  churches.  Ideal  family  city.  Please  reply  to  Ad-625,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OCCUPATIONAL,  AEROSPACE,  PREVENTIVE  MEDICINE,  Board 
certified  or  eligible  physician  in  occupational,  preventive  or  aviation 
medicine  for  primary  care  practice  in  large,  60-man  clinic  and  satellites 
with  opportunity  to  participate  in  executive  health,  family  practice, 
occupational  medicine  and  prepaid  health  care  program.  Teaching  and 
research  opportunities  in  adjacent  Texas  Medical  Center.  Salary  negoti- 
able. (No  dual  compensation  involved  for  retired.)  Write  or  call  Dr. 
M.  B.  Johnston,  Kelsey-Seybold  Clinic,  6624  Fannin  Street,  Houston, 
Texas  77030;  telephone  713-797-1651. 


GENERAL  PRAGTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
tin. Modern  three  man  clinic;  adjacent  to  36  bed  hospital,  recently 
remodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  trial 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
Texas  78962;  713-726-8545, 


GENERAL  PRACTITIONER  NEEDED  for  solo  practice.  30  bed  gen- 
eral hospital.  Medicare  approved.  Quiet,  rural  town.  Free  office  space 
provided.  One  other  physician  on  active  staff.  Excellent  public  school 
system.  Good  hunting  and  fishing.  Friendly  people.  Contact  Administra- 
tor, Throckmorton  County  Memorial  Hospital,  P.O.  Box  487,  Throck- 
morton, Texas  76083;  817-849-2161  or  817-346-3206. 


DALLAS— INTERNAL  MEDICINE  OR  FAMILY  PRACTICE.  Ideal 
opportunity.  Doctor  leaving  practice,  July  1976.  In  medical  building  of 
26  doctors,  no  internist,  only  one  in  family  practice.  This  is  very  busy 
practice,  gross  $200,000  last  year.  I will  call  you  in  confidence.  Write 
to  Ad-631,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


EMERGENCY  PHYSICIAN:  El  Paso.  Full  time  in  new  290  bed  hos- 
pital with  developing  ED.  Malpractice  covered.  $45, 000/year  minimum. 
D.  Moran,  M.D.,  Sierra  Medical  Center,  1626  Medical  Center  Drive,  El 
Paso,  Texas  79902;  916-644-0900.  

WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F.  L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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OPHTHALMOLOGIST  WANTED  in  South  Central  Texas  to  take  over 
equipped  office  of  retiring  ophthalmologist:  buy  only  the  sharp  instru- 
ments, pay  reasonable  rent  on  building  and  other  equipment.  Practice 
grosses  $62,000  without  surgery.  Nice  semi-retirement  opportunity.  Avail- 
able March  first.  Please  reply  to  Ad-608,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


EMERGENCY  DEPARTMENT  Director  and  associate  physicians  needed 
for  600  bed  Dallas  hospital.  "Fee-for-service”  with  paid  malpractice  and 
benefits.  Contact  Drs.  Cooper  and  Spurgeon,  toll  free  1-800-325-3982  or 
send  resume  to  Ad-632,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


TWO  FAMILY  PHYSICIANS,  one  preferably  FP/surgeon,  needed.  18 
year  old  established  practice  open.  Physician  has  retired  leaving  tremen- 
dous opportunity  for  physicians  seeking  practice  in  a small  community 
with  excellent  schools,  community  spirit,  climate  and  stable  population. 
Near  1-36,  16  miles  from  Waco  and  three  large  lakes.  Fully  equipped 
clinic.  New  49  bed  accredited  hospital  with  excellent  staff.  Call  collect, 
person  to  person:  Gladys  B.  Wilson,  Administrator,  West  Community 
Hospital,  West,  Texas:  817-826-6381,  or  Alvin  R.  Payne,  President, 
Board  of  Directors,  817-826-6321. 


OPPORTUNITY:  City  of  3,421:  area  of  16,800.  Opportunity  for  IM  to 
join  group  of  two  FPs.  Office  space  available  in  clinic  with  FPs.  Salary 
to  start  and  partnership  in  year.  Ophthalmology,  ENT,  and  two  FPs  now 
in  community.  One  hospital,  38  beds,  open  staff.  60  miles  from  Houston, 
90  miles  from  Austin,  126  miles  from  San  Antonio.  County  seat,  good 
schools.  Community  income  from  oil  and  gravel  industries,  ranching  and 
construction  industries.  Contact:  C.  I.  Shult,  M.D.  or  R.  Cecil  Marburger, 
M.D.,  Medical  and  Surgical  Clinic,  1220  Bowie,  Columbus,  Texas  78934. 
Telephone:  713-732-2318. 


PHYSICIAN  TRAINED  INTERNAL  MEDICINE,  cardiology,  board 
certified  or  eligible,  to  share  established  practice  and  work  into  full  part- 
nership. Fine  opportunity  for  well  trained  individual.  Partnership  avail- 
able in  year,  work  load  can  be  adjusted  to  meet  specific  desires  and 
motivation.  Send  curriculum  vitae.  Ad-634,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  with  Texas 
license  for  Student  Health  Physician.  Forty  hour  week,  Monday  through 
Friday,  no  call  or  weekend  duty.  Annual  salary  of  $30,000  with  fringe 
benefits  and  a pleasant  association  with  two  other  physicians  to  care  for 
students.  Please  contact  Mary  E.  Smith,  M.D.,  Director,  North  Texas 
State  University  Student  Health  Center,  P.O.  Box  6168,  Denton,  Texas 
76203.  Telephone  817-788-2331.  We  are  an  equal  opportunity/affirmative 
action  employer. 


TEXAS — NORTHEAST:  EM  Department  physicians.  Immediate  opening 
available  in  established  ACEP  oriented  group.  Positions  in  four  fine  com- 
munities in  Northeast  Texas  (population  from  20K  to  76K).  All  have 
the  convenience  of  a large  urban  center  nearby,  yet  offer  a more  stable, 
simple  and  serene  lifestyle  with  many  recreational  and  cultural  oppor- 
tunities. Prefer  career  oriented  ED  MD’s.  Additional  training  and/or  ex- 
perience required.  Flexible  schedule,  fee-for-service  with  guarantee  and 
usual  fringes,  including  malpractice  insurance.  Write  Emergency  Medical 
Consultants,  3600  Gaston  Avenue,  Dallas,  Texas  76246  or  call  214-823-6860. 


TEXAS:  Full  time  emergency  physicians  wanted  by  ER  group.  Flex- 
ible hours.  Competitive  remuneration.  Contact:  S.  Powers,  M.D.,  2410 
S.  Voss.  Suite  G116,  Houston,  Texas  77057:  713-783-9299.  Ref.  Ad.  A. 


NEEDED  URGENTLY,  semi-retired  physician  with  Texas  license  to 
work  on  board  of  Mobile  Van  to  screen  for  health  cards  in  city  of 
Houston.  Pay  $2600  per  month,  8 hours  per  day.  No  weekends  or 
night  duties.  Please  contact  Dr.  Jamil  T.  Azzam,  713-444-8906  and 
after  7 p.m.  713-273-1017. 


INTERNIST:  17-physician  group  in  city  of  70,000.  Good  starting 
salary,  liberal  fringe  benefits  including  retirement  plan.  Associate 
status  in  one  year.  New  hospital  and  clinic  building  under  way.  Con- 
tact John  Murphy,  Clinic  Hospital  Medical  Associates,  224  West  Beau- 
regard, San  Angelo,  Texas  76901.  916-666-6761. 


GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  including 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefits  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelles  Clinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072. 


WANTED:  FAMILY  PRACTITIONER  AND  INTERNIST  to  join 
established  multispecialty  clinic  in  downtown  San  Antonio.  Laboratory 
and  x-ray  facilities  on  site.  Compensation  negotiable.  Write  or  call 
collect  L.  B.  Swayze,  Administrator,  Skinner  Clinic,  124  Dallas  Street. 
San  Antonio,  Texas  78205. 


PHYSICIANS  WANTED:  DERMATOLOGIST.  OTOLARYNGOLOG- 
IST, to  join  mowing  multispecialty  clinic  in  beautiful  new  building, 
adjoining  medical  center.  Excellent  financial  arrangements.  All  the 
benefits  that  only  a group  practice  can  provide.  Contact:  Sheldon  W. 
Joseph,  M.D.,  Medical  Director,  MacGregor  Medical  Clinic  Associates, 
8100  Greenbriar,  Houston,  Texas  77054.  713-797-1466. 


IMMEDIATE  NEED  OF  GP  for  4-member  clinic.  Major  hospitals. 
$2,600  monthly/vs.  percentage.  Early  association.  6th  member  residency 
bound.  Liberal  vacation/study.  Call  one  weekend  monthly,  one  night 
weekly.  Fort  Worth,  1-817-634-6616. 


ESTABLISHED  11-MAN  MULTI-SPECIALTY  GROUP  has  imme- 
diate openings  for  surgeon,  primary  care  internist,  or  family  practi- 
tioner. First  year  salaried,  then  full  participation.  Located  in  North 
Central  Texas,  jiopulation  approximately  65,000.  Excellent  recreational 
facilities.  Contact  George  F.  Erzinger,  Clinic  Manager,  P.O.  Box  1338, 
Sherman,  Texas  76090. 

ESTABLISHED  INTERNIST  PRACTICE  AVAILABLE  IN  BROWNS- 
VILLE, TEXAS.  Border/sea.  Modern,  fully  equipped  office:  EKG,  x-ray, 
2 exam  rooms:  nurse’s  office,  two  rest  rooms,  efficient  clerical  section, 
attractive  waiting  area,  private  consultation  room.  Ample  parking.  Ex- 
cellent location.  Mrs.  George  Freeman,  645  Villa  Maria  Blvd.,  Browns- 
ville, Texas  78520. 

EMERGENCY  MEDICINE  GROUP  PRACTICE  in  Texas.  Salary 
$44,000  with  many  fringe  benefits.  Send  resume  to  Houston  E.P.A., 
6405  Richmond,  Suite  303,  Houston,  Texas  77057. 


FAMILY  PRACTITIONER  TO  JOIN  a group  of  established  FPs.  One 
member  is  leaving  as  of  June  1,  1976.  His  practice  is  totally  available. 
Financial  relationship  open  for  discussion.  Open  staff  hospitals.  Excel- 
lent community  with  all  available  recreation.  Three  well  established 
FPs  needing  fourth  man.  Contact  Robert  E.  Chapman,  M.D.,  6808  East 
Belknap,  Fort  Worth,  Texas  76117. 


Situations  Wanted 


RADIOLOGIST  46,  university  trained,  certified.  Two  years  NIH 
fellowships  in  cardiovascular  radiology  and  one  year  fellowship  in 
neuroradiology.  Publications.  Presently  head  of  cardiovascular  radiology 
section  with  an  active  echocardiographic  section  in  a major  north 
central  teaching  center.  Seek  challenging  position  in  private  practice, 
or  teaching  position.  Ad-614,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


MARRIED,  AGE  37  YEARS.  Immigrant  visa.  Finished  three  years 
of  residency  and  one  year  clinical  fellowship  in  anesthesiology.  Have 
Texas  and  Georgia  medical  licenses.  Would  like  to  settle  in  Texas.  Board 
eligible.  Available  immediately.  Call  216-229-2200  ext.  2660  or  write 
Avutu  R.  Reddy,  M.D.,  Cleveland  Clinic,  Cleveland,  Ohio  44106. 


BOARD  CERTIFIED,  DYNAMIC,  ECLECTIC,  bi-Iingual,  36  year  old 
psychiatrist  with  ample  experience  in  individual  psychotherapy  and 
institutional  psychiatry  and  with  excellent  recommendations  wishes  to 
join  partnership  in  the  area  of  San  Antonio,  Texas.  Please  reply  to 
Ad-616,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGERY  AND  PEDIATRIC  SURGERY.  FMG,  ECFMG 
and  surgical  board  eligible.  34  years  old,  marrl«l.  Want  associate,  group 
or  guaranteed.  Prefer  close  to  middle  or  big  size  city.  Please  reply  to 
Ad-620,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXPERIENGED  BOARD  CERTIFIED  GENERAL  SURGEON  and  wife 
board  certified  OB/GYN  and  certified  cytologist  looking  for  a permanent 
position  in  medium  size  or  large  city  in  Texas.  Please  reply  to  Ad-610, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  EXPERIENCED  DIAGNOSTIC  RADIOLOGIST 
with  extensive  experience  in  neuro-radiology,  vascular  procedures  and 
special  procedures.  Wish  to  relocate  in  a metropolitan  or  medium-large 
university  city.  Curriculum  vitae  supplied  on  request.  Excellent  refer- 
ences. Wish  to  join  hospital  based  group  with  private  office.  Available 
after  three  months  time.  Please  reply  to  Ad-622,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


BLUE-CHIP  PHYSICIAN  ASSISTANT  looking  for  position  in  Austin 
or  Hill  Country  area.  Two  years  experience,  including  surgery.  Baylor 
graduate  1973,  Houston,  Texas.  Please  reply  to  Ad-627,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST — 46  year  old,  board  certified  AP-CP.  Also  board  cer- 
tified in  OB/GYN.  Experienced  in  clinical  medicine  as  well  as  laboratory 
medicine  and  laboratory  management.  Desires  hospital  laboratory  direc- 
torship to  provide  a first  class  service  to  a progressive  medical  staff. 
Please  reply  to  Ad-630,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


BOARD  CERTIFIED  EXPERIENCED  OBSTETRICIAN  AND  GYNE- 
COLOGIST with  vast  experience  in  all  operative  procedures.  Wish  to  re- 
locate in  a metropolitan  or  medium-large  university  city.  Curriculum 
vitae  supplied  on  request.  Excellent  references.  Wish  to  join  group  with 
private  office.  Available  after  three  months  time.  Please  reply  to  Ad-623, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST:  36,  male.  Board  certified,  both  AP  and  CP,  also  with 
Ph.D.  in  pathology.  Well  trained  and  experienced  in  hospital  laboratory 
practice.  Seeking  position  as  laboratory  director  or  full  partnership.  All 
locations,  prefer  coastal  metropolitan  area.  Available  2-3  months  notice. 
Please  reply  to  Ad-633,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


SEEKING  LOCATION:  36,  board  eligible,  university  trained  neuro- 
surgeon. TVo  years  practice  experience,  microneurosurgery  oriented. 
Licensed  in  Texas.  Seek  association,  partner,  group  or  solo  practice. 
Available  anytime.  Please  reply  to  Ad-635,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN,  30,  Flex  licensed,  American  graduate.  Married,  military 
completed,  completing  residency  in  June,  1977.  Desires  association  with 
two  or  more  OB/GYN  or  salaried  position.  Willing  to  work  with 
Spanish  patients.  Please  reply  to  Ad-637,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


PERIPHERAL  VASCULAR  GENERAL  SURGEON,  PEDIATRICIAN: 
Husband,  31,  board  certified,  presently  a fellow  in  vascular  surgery 
under  Michael  E.  DeBakey,  M.D.,  ending  June  30,  1976.  Wife,  27, 
board  eligible,  ending  residency  June  30,  1976,  at  Baylor,  Houston. 
Desire  stimulating  practice,  open  as  to  type.  Available  July  1,  19’76. 
Please  reply  to  Ad-638,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


PATHOLOGIST:  Diplomate  of  the  College  of  American  Pathologists, 
desires  position  as  director  or  associate.  Prefer  mid  or  eastern  Texas 
(either  north  or  south).  Have  been  director  of  a hospital  and  private 
laboratory  and  ASCP  school  of  medical  technology  for  past  11  years. 
Am  married  with  children.  Available  immediately.  Phone  406-721-3618. 


INTERNIST:  30,  ABIM,  university  trained.  Texas  license.  Desire 
locum  tenens.  Army  discharge  February  1977.  Begin  civilian  fellowship 
July  1977.  Would  like  two  or  three  months  association  with  practicing 
internist  or  group  in  San  Antonio  beginning  March  1977.  Please  reply 
to  Ad-639,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 
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For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALUVS  — Office  snite*  rtlll  available  one  block 
from  Baylor  Hoapital  in  new  Medical  Center  Building,  8801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  ConUct  Joe  MUtrot,  (214)  828-2761,  or  write  P.O.  Box  18287, 
Pgllas,  Texas  76218.  

MUST  SUBLEASE  — Medical  or  dental  office,  1,100  bq.  ft.,  1460 
monthly.  Carpeting,  drapes,  utilities  and  cleaning  included.  Original 
lease  expires  August  1976.  Contact  Dr.  Robert  Blrchall,  1416  Third 
Street,  Suite  602,  Corpus  Christi,  Texas  78404.  612-882-9278  or  412- 

882-8226. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  In  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  office,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  

DOCTORS  SUITES,  approximately  1,000  square  feet  at  4Bc  square  foot 
including  all  bills  and  janitor.  One  block  to  hospital.  Heights  Med  Arts 
Center,  411  West  21st  Street.  Houston,  Texas.  Call  Irving  Richie,  781- 
8188  or  862-2662.  Write  to  2100  Fountain  View  #29,  Houston,  Texas 

77027. 

NEW  OFFICE  SPACE  for  lease  in  northwest  San  Antonio.  One  block 
from  Loop  410  and  Interstate  10.  Will  finish  out  to  suit  ten^ant.  Contact 
Mossrock  Professional  Building,  2803  Mossrock,  Suite  201,  San  Antonio, 
Texas  78230. 

FOR  LEASE  OR  SALE— VERY  MODERN  CLINIC,  due  to  owner’s 

death.  Furnished,  many  extras.  Latest  equipment  including  lab,  x-ray, 
EKG.  3760  square  feet.  Grossed  $200,000-$300,000  annually.  Completely 
staffed  with  lab,  x-ray,  office  personnel.  Reasonable  terms.  Ample  (B) 
open  staff  hospital  facilities.  One  block  from  Texas  Tech  Unive^ity  a^ 
Medical  School.  Records  of  2400  families  on  file.  Contact  Clifford  E. 
Payne,  Jr.,  4601  West  17th  Street,  Lubbock,  Texas  79416;  806-799-6789. 

FOR  SALE  OR  TAKE  OVER  LEASE — Buy  payment.  NCR  Model  39B 
Electronic  Accounting  Machine.  100  memory  banks.  Must  dispose  of  due 
to  partnership  dissolution.  John  C.  Koch,  M.D.,  P.O.  Box  388,  Lufkin, 

Texas  75901. 

FOR  SALE:  Family  practice  established  in  1946,  now  large  part  is 
Industrial  medicine.  I wish  to  leave  this  practice  in  the  next  two  to 
three  years.  Please  reply  to  Ad-621,  Texas  Medicine,  1801  North  Lamar 

Blvd.,  Austin,  Texas  78701. 

OB-GYN  OR  FP:  Fully  equipped,  three  examining  rooms,  superb  loca- 
tion  close  to  major  hospitals.  Utility  bills  and  cleaning  included.  Present 
practice  can  be  kept  and  will  introduce.  First  lease  to  October  1978, 
thereafter  on  a five  year  basis.  Coastal  city  of  South  Traas.  R^Ply  f® 
Ad-624,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DOCTOR  SHORTAGE — in  affluent  suburb  West  of  Austin.  Beautiful 
space  available  in  new  professional  building.  IB  minutes  from  hospitals. 
Designed  with  no  architectural  barriers— your  office  custoniized.  Ample 
parking.  4B^  per  square  foot.  Call  or  write  Marge  Yancy,  97  West  Bee 
Caves  Road,  Austin,  Texas  78746;  612-327-03B0. 

FOR  LEASE:  Twelve  hundred  square  feet  of  office  space  for  medical 
or  dental  offices.  Across  from  200  bed  municipal  hospital,  open  staff. 
Located  in  McKinney,  Texas,  population  18-20,000,  with  trade  area  of 
approximately  60,000.  Will  arrange  lease  terms  to  accommo^te  tenant. 
Please  contact  Marshall  M.  Searcy,  M.D.,  Searcy  Properties,  Professional 
Building,  McKinney,  Texas. ^ 

FOR  SALE,  due  to  doctor’s  death.  Modern,  2400  square  feet  clinic,  23 
bed  hospital.  Equipped  with  x-ray,  lab  and  other  items  necessary  to  func- 
tion.  Price  and  terms  can’t  be  beat.  Prospering  rural  area  with  large 
dedicated  drawing  area.  Additional  benefits.  Contact  Martin  Lee,  Bronte, 
Texas;  Phone  915-473-3611.  

PRACTICE  FOR  SALE:  Well  equipped,  furnished  and  active  1000 

square  feet  office,  located  North  side  of  San  Antonio.  Available  by  Ju  y 
1,  1976.  Near  the  main  hospitals.  We  will  transfer  account  receivable 
and  introduce  patients.  Call  612-344-2441,  between  6 and  7 p.m. 

FAMILY  PRACTITIONER— ONE  OR  MORE.  Clinic  available  for  lease 
or  sale.  Excellent  opportunity  for  one  or  more  physicians  in  West  Texas. 
Town  with  a new  modern  hospital.  Contact  Robert  Herndon,  Administra- 
tor, Childress  General  Hospital,  P.O.  Box  627,  Childress,  Texas  79201, 
817-937-267B. 

AUSTIN— NEW  OFFICE  SPACE  FOR  LEASE.  Cannon  Profession^ 

Park  is  a uniquely  designed  plan  for  medical  and  dental  offices  in  South 
Austin.  Located  on  William  Cannon  Drive,  "The  Park  offers  easy  access- 
abiiity  to  major  city  arteries  and  is  convenient  to  hospitals  and  down- 
town. Only  3 percent  of  Austin’s  total  physicians  and  12  percent  of  the 
dentists  practice  in  this  Hill  Country  setting,  since  facilities  have  not 
kept  pace  with  the  accelerated  growth.  Each  office  has  its  own  private 
entrance,  with  a covered  walkway  and  ample  parking.  Call  or  ^>'*te 
Cannon  Professional  Park,  c/o  3913  Medical  Parkway.  Austin,  Texas 

78766;  Phone  612-461-8489.  

RE’TIRTNG  July  1,  1976.  Have  8 room  office  fully  equipped.  Located 
short  block  from  hospital.  Have  x-ray,  EKG,  Medcosonlator,  mi^oscope, 
typewriter,  furniture,  and  instruments.  No  money  r^uired.  You  can 
use  my  equipment  one  year  free.  Have  good  help.  R.  J.  Yan  bickle, 
M.D.,  700  North  Fourth  Street,  Longview,  Texas  76601.  Phone  214- 
768-4416  and  214-763-4177  residence. 

DOCrrORS  suite  for  lease:  DALLAS,  TEXAS.  16'x70'  carpeted, 
reception  room,  business  office,  three  private  consultation  rooms,  labora- 
tory, x-ray  room  with  electricity  already  installed  and  a dark  iwm. 
Will  redecorate.  Reasonable  rent.  Contact  Olan  Vickers,  Building  Man- 
ager,  6031  Parkdale,  Dallas,  Texas  76227,  Phone  214-381-4677. 
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WELCOME  TO  THE 
LAND  OF  ABUNDANCE 


...WHERE  ONLY  [ONEJ  PRESCHOOLER 
IN  20  GETS  ENOUGH  IRON! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


’First  Health  and  Nutrition  Examination  Survey,  DHEW  Pub.  No.  (HRA) 
74-1219-1,  National  Center  for  Health  Statistics,  Rockville,  Maryland.  (This 
report  indicates  that  approximately  95%  ot  the  children  1-5  years  old  had 
iron  intakes  below  the  standard  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

_ _ Dietary  Supplement 

With  IRON  Syrup 

Each  teaspoonful  (5  cc)  contains: 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 30  mg 

1-Lysine  HCI  300  mg 

Thiamine  HCI  Bi)  10  mg 

Pyridoxine  HCI  (06)  5 mg 

Vitamin  B12 25  mcgm 

Sorbitol  3.5gm 

Alcohol  0.75% 


DOSAGE;  Prevention  of  iron-deficiency  anemia— Children  and  Adults 
— 1 tsp.  (5  cc)  daily.  Treatment  of  iron  deficiency  anemia— Children:  1 
tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 
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Editorials 


AGING  PATIENTS  NEED  OUR  CARE 

“Doctor,  are  you  really  interested  in  caring  for 
aging  patients?” 

Too  often,  we  hearthat  physicians  do  not  pay 
enough  attention  to  care  of  people  in  nursing 
homes.  Whetherthe  charge  is  true  or  not,  the 
time  has  come  when  we  must  consider  our  sit- 
uation. 

Almost  22  million  people  in  the  US  are  over 
65  years  old,  and  by  2000  AD,  one-fourth  of  our 
citizens  could  be  over  age  62.  This  large  seg- 
ment of  the  population  will  need  the  specific  in- 
terest of  all  physicians,  be  they  practitioners, 
teachers,  or  researchers.  One  problem,  then, 
is  to  increase  physicians’  interest  in  the  care  of 
the  aging  patient. 

Of  course  it  is  gratifying  to  care  for  acutely 
ill  patients:  usually  the  problem  comes  to  a rap- 
id conclusion  and  the  patient  gets  well  and  goes 
about  his  business.  If  the  aging  patient’s  prob- 
lems are  less  acute  and  less  easily  resolved, 
they  produce  no  less  anxiety  and  discomfort. 
Our  interest  and  our  care  are  needed.  Like- 
wise, we  should  encourage  medical  students 
and  young  physicians  to  develop  interest  and 
skill  in  working  with  geriatric  patients. 

Frequently,  we  find  that  physicians  do  not  re- 
alize that  they  are  subject  to  certain  rules  and 
regulations  in  caring  for  patients  in  nursing 
homes;  likewise,  many  are  unaware  of  the  rules 
and  regulations  under  which  the  nursing  home 
itself  must  operate.  It  is  important  that  physi- 
cians become  familiar  with  these  regulations 
and  that  they  increase  their  interest  and  parti- 
cipation in  the  care  of  nursing  home  patients. 

Texas  has  some  of  the  finest  nursing  homes 
in  the  US,  and  much  credit  for  this  goes  to  the 


Department  of  Public  Welfare  and  the  Depart- 
ment of  Health  Resources,  along  with  the  Texas 
Nursing  Home  Association,  the  Association  of 
Homes  forthe  Aging,  and  the  American  Health 
Care  Association. 

Each  county  medical  society  also  has  a com- 
mittee on  nursing  homes,  the  duty  of  which  is  to 
check  nursing  homes  in  the  locale  and  to  stimu- 
late more  interest  among  physicians  in  caring 
for  aging  patients.  It  would  be  helpful  for  these 
committees  to  visit  with  nursing  home  adminis- 
trators, and  with  representatives  from  the 
health  resources  and  public  welfare  depart- 
ments, to  learn  wherein  the  problems  lie  and 
what  physicians  can  do  to  help  solve  them. 

Federal  law  now  requires  that  all  skilled 
nursing  facilities  have  a physician  medical  di- 
rector. This  is  an  important  position,  and  re- 
quires the  part-time  or  full-time  service  of  a 
physician,  depending  on  the  size  of  the  facility. 

Each  one  of  us  can,  in  some  way,  act  to  im- 
prove the  care  of  people  in  nursing  homes. 

They  need  our  attention. 

Carl  F.  Page,  MD,  Lubbock,  Chairman,  TMA  Committee 
on  Aging  and  Nursing  Homes. 
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Texas  Medical  Association  Automobile  Lease  Program  features: 


• Low  lease  cost. 

• Tax  savings. 

• Positive  cash  flow. 

• No  required  record  keeping. 

• Choice  of  vehicle  and  equipment. 


• Custom-tailored  lease  to  your 
requirements. 

• Total  maintenance  on  all 
Lincoln-Mercury  products. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by; 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77036  •713/777-381 6 
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Telephone:  936-3561 


322  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.U.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.  D. 

C.  G.  Brown,  M.D. 

VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes.  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  I.  McKinley,  Jr..  M.D. 

OBSTETRICS  AND  PEDIATRICS 

W.  L.  Reese,  M.D.,F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY' 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.D.,  P'.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 

Harry  W.  Slade,  M.D.,  I'.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N, 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  forms  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 
John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D., D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D.,  D.A.B.I.M. 

David  S.  Sowell,  111.  M.D..  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B,  Rhu., 
F.A.C.P. 

W.  Mark  Armstrong,  M.D.,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D.,  D.A.B.I.M. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen.  M.D..  D.A.B.O.S..  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Bourland.  M.D.,  D.A.B.O.G. 

John  B.  Miller,  III,  M.D. 

PEDIATRICS 

Halcuit  Moore.  M.D.,  D.A.B.P..  F.A.A.P. 

P.  E.  Luecke.  Jr..  M.D.,  D.A.B.P..  F.A.A.P. 

Larry  Gray.  M.D.,  D.A.B.P..  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery.  M.D.,  D.A.B.S..  F.A.C.S. 
George  P.  Fosmire,  M.D.,  D.A.R..S.,  F.A.C..S. 

Miller  S.  Bell,  M.D.,  D.A.B.S..  F.A.C.S. 

UROLOGY 

Harry  M.  Spence,  M.D..  D.A.R.U..  F.A.C.S. 
William  H.  Hoffman.  M.D.,  D.A.B.U.,  F.A.C.S 
Richard  B.  Dulany.  M.D.,  D.A.B.U..  F.A.C.S. 


RADIOLOGY 

Raymond  W.  Burford.  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

llliam  N.  New,  M.D.,  F.A.A.D..  F.A.C.P. 

O'l'O LARYNGOLOGY  AND  OTOLOGIC  SURGERY 
1).  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 

R.  M.  Burnside.  M.D.,  D.A.B.O. 

James  M.  Copps.  M.D..  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.Il.S. 

Larry  L.  Cowsert,  1).D..S. 

ADMINISTRATION 

C.  II.  Rosamond.  Administratoi 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood.  M.D.,  D.A.B.I.M.,  F.A.G.P.. 
Gastroenterology 

P.  E.  Luecke,  Sr..  M.D.,  D.A.B.P.,  F.A.A.P. 

William  H.  Potts.  M.D..  F.A.C.P.,  Internal  Medicine 
Ozro  T.  Woods.  M.D.,  Surgery  Emphasizing  Tumors 
J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 
Adam  D.  Green.  M.D..  Surgery 
B.  Celia  Slaughter.  M.D.  D.A.B. P..  F.A.A.P. 

Edwin  M.  Cleveland,  M.D. 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


UBRIUMTs 

chlordiazepoxide  HCI/ Roche 

5 mg,  10  mg,  25  mg  capsules 

Lihritabs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage:  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy,  lac- 
tation, or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 


usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychi- 
atric patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures 
necessary.  Variable  effects  on  blood  coag- 
ulation have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 


in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido 
—all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may 
appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have 
been  reported  occasionally,  making  peri- 
odic blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
1 0 mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  1 00  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0 strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets.  5 mg, 
10  mg  and  25  mg— bottles  of  100  and  500. 
With  respect  to  clinical  activity,  capsules 
and  tablets  are  indistinguishable. 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.* 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
A highly  favorable  benefitS'tO'risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


<^R0^ 

*lf  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Protessional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  07110. 

Please  see  preceding  page 
for  a summary  of 
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ON  THE  COVER 

Texas  Medicine  doesn’t  go 
back  200  years,  but  in  the 
spirit  of  the  Bicentennial 
we  bring  you  a glimpse  of 
an  urban  physician’s  of- 
fice around  the  turn  of  the 
century,  and  some  ex- 
amples of  medical  news 
from  earlier  days  (pages 
99-102).  For  helpful  back- 
ground information  about 
today’s  news — profession- 
al liability  insurance — turn 
to  pages  73-91  for  results 
of  TMA’s  survey  on  medi- 
cal professional  liability  in 
Texas. 

NEXT  MONTH 

Comprehensive  review 
articles  will  be  from  Baylor 
College  of  Medicine,  and 
will  be  on  facts  and  fallacies 
about  skin  grafting,  geni- 
tourinary trauma,  and  eval- 
uating dizziness.  Other 
articles  will  be  on  medical 
consultation,  mycetoma, 
and  postoperative  radionu- 
clide scans. 
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And  Say  Ahhh! 

^Advances  in  Clinical  Medicine 
A Postgraduate  Symposium 

A good  mind  will  appreciate  another.  And  primary 
care  physicians  will  find  this  symposium  particularly 
exciting  and  relevant  to  their  practice.  The  faculty 
of  the  University  of  Texas  Southwestern  Medical 
School  has  organized  a series  of  lectures  and  patient 
demonstrations  to  illustrate  the  most  significant 
recent  advances  in  clinical  medicine.  Emphasis  will 
be  placed  upon  common  problems  and  their  practical 
solutions.  Participants  will  be  provided  a course 
syllabus  and  the  opportunity  to  take  part  in  teaching 
rounds  and  outpatient  clinics.  As  a Continuing 
Medical  Education  offering,  this  symposium  meets 
the  criteria  for  twenty-four  hours  in  Category  One  for 
the  Physician’s  Recognition  Award  of  the  A.M.A. 
and  twenty-four  elective  hours  by  the  American 
Academy  of  Family  Physicians. 

Dates  for  the  symposium  are  Monday,  September 
27  through  Thursday,  September  30.  Cost  of 
registration  is  $250.00  ($100.00  for  Residents  and 
Fellows).  Participants  and  spouses  will  also  be 
invited  to  attend  social  and  sports  events. 

For  further  information  contact  the  office  of 
Continuing  Education,  University  of  Texas 
Southwestern  Medical  School,  5323  Harry  Hines 
Blvd..  Dallas.  Texas  75235,  214/688-2166  or  2167. 
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Increased  communication  within  the  profession,  direct  doctor- 
legislator  contacts,  and  extensive  liaison  with  other  groups  were  de- 
termined as  major  areas  for  pursuit  by  the  special  ad  hoc  committee 
on  professional  liability  of  the  Texas  Medical  Association  at  its  May 
27  meeting  in  Austin. 

The  ad  hoc  committee,  created  by  the  TMA  House  of  Delegates  in 
early  May,  is  charged  with  the  coordination  and  implementation  of  the 
association's  multifaceted  approach  to  the  professional  liability  cri- 
sis in  the  state.  The  15-member  committee  is  composed  of  key  TMA 
officers,  council  and  committee  chairmen,  and  representatives  of 
several  specialty  groups. 

In  the  area  of  internal  communication,  the  committee  approved  the 
concept  of  a “Speaker’s  Letter,”  a periodic  communication  from  the 
Speaker  of  the  TMA  House  of  Delegates  to  delegates,  alternate  dele- 
gates, and  county  medical  society  officials.  This  move  was  prompted 
by  the  desire  to  more  fully  disseminate  information  about  actions 
taken  at  the  state  level  to  physicians  at  the  local  level.  This  idea  is 
now  under  consideration  by  the  speaker. 

With  the  1977  session  of  theTexas  Legislature  approaching,  the 
committee  members  stressed  the  importance  of  direct  physician- 
legislator  contacts.  A plan  was  approved  by  which  local  physicians 
would  personally  deliver  to  legislators  copies  of  the  TMA  survey  on 
professional  liability  insurance.  The  survey  report  documents  the  se- 
verity and  the  implications  of  the  professional  liability  crisis  on  health 
care  services  in  Texas. 

The  committee  determined  that  liaison  should  be  established  with 
four  major  categories  of  organizations.  First,  the  committee  voted  to 
strengthen  the  dialogue  with  the  groups  directly  involved  in  the 
crisis — hospitals,  the  insurance  industry,  and  the  various  attorney 
groups.  Second,  the  committee  approved  the  broadening  of  liaison 
with  allied  health  groups  such  as  the  dentists,  nurses,  and  medical 
assistants.  Third,  the  committee  approved  the  establishment  of 
liaison  with  other  professional  groups.  Fourth,  the  group  voted  to  in- 
clude medical  specialty  societies  in  ongoing  discussions  regarding 
the  problem. 

At  its  initial  meeting,  the  ad  hoc  committee  members  received  reports 
on  the  ongoing  activities  of  TMA  in  regard  to  professional  liability. 
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In  addition,  they  received  reports  on  deliberations  of  the  Texas  Medi- 
cal Professional  Liability  Study  Commission. 

Communication  emphasis 

The  ad  hoc  committee  members  emphasized  the  importance  of  com- 
munication in  the  resolution  of  the  crisis.  They  received  an  extensive 
report  from  Dr.  Durwood  E.  Neal  of  Fort  Worth  on  the  activities  of  the 
Council  on  Communication. 

Dr.  Neal  said  a new  brochure  describingthe  professional  liability 
insurance  situation  in  Texas  would  go  topressthefirst  week  of  June. 
This  brochure  will  be  made  available  to  TMA  members  in  quantity, 
and  stands  will  beavailableforthe  brochure’s  display  in  physicians' 
offices.  In  addition,  the  council  has  approved  the  making  of  a 12- 
minutefilm  illustratingthe  crisis  situation  inTexas.Thisfilm  will  be 
used  in  coordination  with  physician  speaking  engagements  at  the  local 
level.  The  ad  hoc  committee  urged  wide  distribution  of  the  film  and 
increased  use  of  the  TMA  speakers  bureau  for  county  medical  society 
and  civic  programs.  The  Council  on  Communication  also  has  prepared 
speech  texts  and  publicity  material  for  use  by  physicians  before 
civic  and  community  groups. 

Dr.  Neal  also  reported  that  a series  of  advertisements  to  elicit  public 
response  to  the  crisis  have  been  scheduled  through  December  in 
Texas  editions  of  Time  and  U.S.  News  & World  Report,  plus  Texas 
Monthly,  and  Texas  Parade. 

The  ad  hoc  committee  members  agreed  to  encourage  county  medical 
societies  to  review  and  strive  to  improve  their  relations  with  local 
news  media  so  that  information  regarding  the  professional  liability 
insurance  situation  and  its  effects  on  patients  will  reach  the  public. 

State  commission  progress 

Texas  Medical  Professional  Liability  Study  Commission  member 
Dr.  Milton  Davis  of  Dallas  told  the  group  of  recent  actions  taken  by 
Subcommittee  1 1 which  is  concerned  with  the  effect  of  the  profes- 
sional liability  problems  on  the  delivery  of  health  services,  defensive 
medicine,  medical  fees,  and  hospital  charges.  The  subcommittee 
has  noted  several  of  the  findings  documented  by  the  TMA  profession- 
al liability  survey  including  information  regardingthe  curtailment  of 
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health  services,  the  skyrocketing  mal- 
practice insurance  premiums,  the  un- 
availability of  malpractice  insurance, 
and  upward  trends  in  the  number 
and  severity  of  suits  and  claims.  The 
subcommittee  will  report  to  the  full 
commission  the  survey’s  findingthat 
Texas  physicians  cannot  significantly 
increase  practice  revenue  to  meet 
medical  practice  expenses,  including 
their  malpractice  premium,  by  work- 
ing more  hours  per  week  or  weeks 
peryear.  The  subcommittee  has  ac- 
cepted documentation  of  rising 
hospital  costs  and  the  increasing  use 
of  defensive  medicine  procedures  by 
physicians. 

An  additional  area  of  study  by  the 
subcommittee.  Dr.  Davis  reported,  is 
that  of  discipline,  control,  and  li- 
censure of  physicians.  Amongthe 
subcommittee’s  findings  is  the  fact 
that  the  present  laws  do  not  require 
sufficient  reporting  to  the  Texas  State 
Board  of  Medical  Examiners  of  mal- 
practice suits  and  claims.  The  sub- 
committee’s report  will  recommend 
that  such  suits  or  claims  against 
physicians  be  reported  to  the  board, 
that  due  process  must  be  assured 
by  the  board,  and  that  the  authority, 
staff,  and  funds  of  the  Texas  State 
Board  of  Medical  Examiners  should 
be  increased.  The  subcommittee 
will  also  recommend  to  the  full  com- 
mission that  the  legislature  consider 
placing  nonphysicians  on  the 
board. 

In  addition.  Dr.  Davis  said  that  the 
subcommittee  has  documented  the 
ongoing  review  procedures  conducted 
by  Texas  hospitals  and  has  found  no 
need  for  additional  legislation  in  this 
area.  He  said  the  public  is  generally 
not  aware  of  the  scope  or  depth  of 
these  review  activities  and  needs  to 
be  better  informed. 

Other  areas  yet  to  be  considered  by 
the  commission  include thechanging 
nature  of  medical  knowledge,  statu- 
tory limits  on  malpractice  awards, 
definition  of  negligence,  informed 
consent,  admissibility  of  evidence, 
recognition  of  the  human  factor  in 


medicine,  possible  recourse  follow- 
ing non-meritorious  suits,  and  rea- 
sons for  the  increasing  number  of 
suits. 

Dr.  E.  Don  Webb  of  Houston,  the 
other  physician  member  of  the  com- 
mission, reported  that  consumerism 
is  reflected  in  most  issues  considered 
by  the  full  commission.  He  serves  on 
the  subcommittees  considering  the 
existing  tort  compensation  system 
and  the  scope  of  the  medical  profes- 
sional liability  problem. 

He  reported  that  the  final  draft  of  a 
proposal  regarding  screening  panels 
was  being  prepared.  In  addition,  he 
said  that  commission  chairman  Page 
Keeton  was  working  to  eliminate  in- 
formed consent  from  pleas  by  plain- 
tiffs. Dr.  Webb  admitted  there  was 
little  chance  of  the  commission’s  ap- 
proving an  overall  limitation  of  liabil- 
ity, but  he  said  that  a limitation  on 
awards  for  pain  and  suffering  might 
be  achieved.  In  concluding  his  re- 
marks, Dr.  Webb  said  that  the  major- 
ity of  the  commission  does  agree 
with  medicine’s  proposals  to  alleviate 
the  professional  liability  situation. 

Dr.  Webb  estimated  that  the  commis- 
sion would  probably  not  issue  a report 
until  its  December  deadline. 

The  date  for  the  second  meeting  of 
the  ad  hoc  committee  has  been  ten- 
tatively set  for  this  month. 

Licenses  granted 

A record  number,  1,738,  new  li- 
censes were  granted  by  the  Texas 
State  Board  of  Medical  Examiners  in 
1975.  The  previous  high  was  1,651 
in  1974. 

The  new  licensees  included  1,678 
doctors  of  medicine  and  60  doctors  of 
osteopathy.  The  board  licensed  894 
doctors  of  medicine  by  reciprocity 
and  784  through  examination.  Osteo- 
paths licensed  by  reciprocity  num- 
bered 34;  by  examination, 

26. 

There  is  now  a total  of  25,3 1 2 phy- 
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TMA  Salutes  the  Bicentennial 
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sicians  who  are  licensed  to  practice 
medicine  in  the  state.  There  are 
16,613  doctors  of  medicine  who  are 
in  Texas;  there  are  7,179  doctors  of 
medicine  who  are  located  out-of-state. 
Texas  osteopaths  who  hold  licenses 
number  894.  There  also  are  626 
osteopaths  located  out-of-state  who 
hold  Texas  licenses. 


Rebates  illegal,  unethical 

In  a recent  letter  to  the  Texas  Medi- 
cal Association,  Thomas  M.  Tierney, 
director  of  the  Bureau  of  Health  In- 
surance, discussed  the  illegalities  of 
rebate  arrangements  in  regard  to 
tax-financed  health  care  programs 
and  the  legal  consequences  of  such 
practices. 

The  letter  to  state  medical  societies 
was  prompted  by  recent  disclosures 
by  Congress  and  the  CBS  program 
“Sixty  Minutes”  of  the  practice  of 
some  physicians  receiving  rebates 
from  independent  labora- 
tories. 

“Although  only  a small  number  of  in- 
dividuals may  be  involved  in  such 
practices,  the  criticism  tends  to  be  di- 
rected toward  everyone  associated 
with  this  area  of  health  care,”  Tierney 
stated. 

He  said  that  it  is  not  generally  known 
that  this  practice  is  in  violation  of 
the  Medicare  law  (42  United  States 
Code  1395nn(b))  which  pro- 
vides: 

“whoever  furnishes  items  or  services 
to  an  individual  for  which  payment  is 
made  or  may  be  made  underthis 
subchapter  and  who  solicits,  offers, 
or  receives  any  (1)  kickback  or  bribe 
in  connection  with  the  furnishing  of 
such  items  or  services  or  the  making 
or  receipt  of  such  payment,  or  (2) 
rebate  of  any  fee  or  charge  for  re- 
ferring any  such  individual  to  another 
person  forthe  furnishing  of  such 
items  or  services,  shall  be  guilty  of  a 
misdemeanor  and  upon  conviction 
thereof  shall  be  fined  not  more  than 
$10,000  or  imprisoned  for  not  more 
than  one  year,  or  both.” 


Tierney  said  the  government  plans  to 
seek  prosecution  in  any  cases  which 
come  to  light.  In  addition,  he  asked 
that  physicians  report  offers  tendered 
to  them  regardingthistypeof 
activity. 

It  should  be  noted  that  such  practices 
also  violate  the  Code  of  Ethics  of  the 
American  Medical  Association  as  in- 
terpreted by  the  AMA  Judicial  Coun- 
cil. In  published  opinions,  the  council 
has  stated  in  part,  “A  physician  may 
receive  no  profit  whatever  from  his 
patient  other  than  payment  for  ren- 
dered medical  services.  Hence  it 
should  be  apparent  that  no  rebate  of 
any  kind,  in  any  form  orfrom  any 
source  can  be  accepted.” 

Communication  projects 
aimed  at  public  involvement 

Two  major  projects — a brochure  and 
a series  of  advertisements — have 
been  undertaken  by  the  Texas  Medi- 
cal Association’s  Council  on  Com- 
munication to  involve  the  public  in 
seeking  solutions  to  the  professional 
liability  insurance  crisis  in  the 
state. 

The  brochure,  which  carries  the  title, 
“NoTexan  Can  Escape  this  Epi- 
demic,” discusses  howthecrisis 
affects  Texas  patients  in  terms  of 
money  and  availability  of  quality 
health  care.  Theflyeralso  includes  a 
message  which  may  be  signed  by  citi- 
zens for  forwarding  to  state  legisla- 
tors through  the  Texas  Medical 
Association. 

The  brochure,  now  in  production,  will 
be  made  available  in  quantity  to  Tex- 
as doctors  in  the  near  future.  In 
addition,  a small  counter  display  will 
be  available  for  doctors’  offices. 
Physicians  wishingto  obtain  samples 
or  to  order  these  materials  should 
contact  the  Department  of  Communi- 
cation, TMA,  1801  N Lamar  Blvd, 
Austin  78701. 

The  series  of  advertisements,  sched- 
uled through  December  in  major 
Texas  publications,  seeks  to  elicit 
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public  response  to  the  professional 
liability  insurance  crisis.  Two  mes- 
sages are  appearing  in  issues  of  Texas 
Monthly  and  Texas  Parade  and  Texas 
editions  of  Time  and  U.S.  News  & 
World  Report. 

The  ads  refer  to  the  recent  Belden 
Survey  which  found  that  80%  of  Tex- 
ans want  immediate  legislative  action 
in  regard  to  the  malpractice  problem. 
The  ad  incorporates  a coupon  that 
addresses  itself  to  legislators  but  is 
sent  to  TMA.  The  objective  of  this  ap- 
proach is  to  apply  a persuasive  force 
to  legislators,  withoutfillingtheir 
mailboxes. 

The  Council  on  Communication  will 
continueto  implement  programsto 
heighten  the  public’s  awareness  of 
the  problem,  according  to  Dr.  Dur- 
wood  Neal  of  Fort  Worth,  council 
chairman. 


Swine  flu  vaccine 
to  be  available  soon 

Availability  of  the  bivalent  swine  in- 
fluenza vaccine  for  use  with  high-risk 
populations  is  scheduled  for  July  20, 
according  to  Dr.  P.  W.  Mallory,  deputy 
director  of  health  maintenance,  Texas 
Department  of  Health  Resources. 
However,  due  to  manufacturing  error, 
there  may  be  a delay  of  two  orthree 
weeks. 

Dr.  Mallory  stressed  that  the  state 
agency  would  rely  to  a great  extent 
on  private  physicians  to  provide  im- 
munizations. The  vaccine  will  be 
available  from  local  health  depart- 
ments and  regional  TDHR 
offices. 

Dr.  Mallory  stated  that  the  national 
Center  for  Disease  Control  has  de- 
signed an  informed  consent  form  for 
use  with  the  immunization  program. 
The  TDHR  legal  counsel  is  expected 
to  issue  an  opinion  on  informed  con- 
sent for  immunizing  persons  under 
age  18  who  are  married  or  who  other- 
wise can  give  consent. 

The  department  is  currently  contact- 
ing county  medical  societies  to  pro- 
vide details  on  the  immunization  pro- 


gram. Private  physicians  administer- 
ingthe  vaccine  are  urged  to  submit 
regular  reports  on  the  vaccine's  use. 
Forms  can  be  obtained  from  health 
departments  along  with  the  free 
vaccine. 

CHAMPUS  intermediary 
changes  July  1 

As  of  July  1,  Health  Application  Sys- 
tems, Inc,  will  become  the  fiscal  ad- 
ministrator for  CHAMPUS  (Civilian 
Health  Medical  Program  forthe  Uni- 
formed Services)  in  a five-state  area 
that  includes  Texas.  The  company 
was  awarded  the  contract  by  the 
Department  of  Defense  last 
March. 

Providers  of  CHAMPUS/CHAMPVA 
services  in  Texas  should  mail  claims 
to:  Health  Application  Systems,  Inc, 

P 0 Box  85022,  San  Diego,  Calif 
92138.  The  local  telephone  number 
for  the  San  Diego  office  is  (714)  297- 
7600.  The  toll  free  line  is  1-800-854- 
2125  forTexas. 

Underthe  new  agreement,  HAS  will 
provide  claims  processing  and  pay- 
ment, as  well  as  establish  relations 
with  both  the  beneficiaries  and  the 
providers  of  health  care  services  in 
Arizona,  California,  Nevada,  New 
Mexico,  and  Texas. 

Medical  education  testimony 
presented  to  state  committee 

Full  funding  of  Texas’  six  existing 
medical  schools,  expansion  and  fund- 
ingof  additional  graduate  training 
positions  in  the  state,  and  concentra- 
tion upon  the  provision  of  additional 
graduate  training  positions  for  family 
practitioners  were  items  supported 
by  Dr.  William  F.  Ross  in  testimony  on 
behalf  of  the  Texas  Medical  Associa- 
tion before  the  Education  Subcom- 
mittee of  the  Joint  Advisory  Commit- 
tee on  Government  Operations.  The 
committee  was  created  by  the  64th 
Texas  Legislature  and  has  the  re- 
sponsibility to  make  recommenda- 
tions to  improve  the  efficiency  and 
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Information  for  authors 

Texas  Medicine  is  a scientific,  clinical  journal 
published  primarily  for  members  of  the  Texas 
Medical  Association.  In  addition,  it  informs  mem- 
bers— through  editorials,  news  pages,  and  regu- 
lar departments — about  medical  events,  legisla- 
tive and  governmental  news,  coming  meetings, 
continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  article  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  reject- 
ed on  the  basis  of  its  individual  merit  and  the 
availability  of  other  material.  Reviews  usually  take 
six  to  eight  weeks. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with 
ample  margins  on  firm  paper.  Two  copies  should 
be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable 
for  indexing  the  article  In  ‘‘Index  Medicus,” 
should  stress  the  main  point,  and  should  be  brief. 
Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the 
title,  and  their  mailing  addresses  should  be  listed 
at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  re- 
quired. 

Text  should  be  narrative  with  complete  senten- 
ces, few  abbreviations,  and  logical  subheadings. 
For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,’’  25th  edi- 
tion, and  “Webster's  Third  New  International  Die- 
tionary.  Unabridged.’’ 

References 

Reference  lists  should  contain  in  this  order  (1) 
author’s  last  name,  initials,  (2)  title  of  article  or 
book,  (3)  name  of  journal,  (4)  volume  and  inclu- 
sive page  numbers,  written  33:156-160,  (5)  year. 
For  books,  the  title  should  be  followed  by  place  of 
publication,  name  of  publisher,  and  year. 
Illustrative  Material 

Illustrations  should  be  black  and  white  drawings 
or  positive  photographs,  with  neat,  uniform,  fairly 
large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  au- 
thor’s name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences, 
numbered,  and  typed  on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  similar- 
ity; side  headings,  points  of  difference. 

Previously  Published  Material 
Written  permission  should  be  obtained  from  the 
publishers  and  the  authors  for  use  of  any  pre- 
viously published  material  (extensive  textual  mat- 
ter, illustrations,  tables)  used.  Short  verbatim 
quotations  in  the  text  may  be  used  without  per- 
mission, but  should  be  quoted  exactly  with  the 
source  credited.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 
Editorials 

Editorials  should  be  prepared  in  the  same  general 


manner,  and  should  be  written  in  clear,  concise 
language.  Length  should  be  about  two  or  three 
pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the 
Managing  Editor  and  consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Of- 
fices, 1801  North  Lamar  Blvd.,  Austin  78701. 
Continuing  Education,  Meetings 
Continuing  education  courses  and  medical  meet- 
ings are  listed  in  each  issue.  Information  about 
courses  should  include  title,  sponsor,  location, 
dates,  duration,  fee,  how  many  may  enroll,  for 
whom  the  course  is  designed,  teaching  methods, 
type  and  number  of  hours  credit,  and  name  and 
mailing  address  of  a person  to  contact. 

Information  about  meetings  should  include  the 
name  of  the  organization,  place  and  inclusive 
dates,  and  name  and  mailing  address  of  a person 
to  contact.  Program  topics  and  names  of  speak- 
ers may  be  included  as  space  permits. 

Material  should  be  submitted  in  writing  six 
weeks  before  publication;  for  example,  informa- 
tion for  the  June  issue  (published  June  1)  is  need- 
ed by  April  15. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  pub- 
lished if  adequate  information  is  received  within 
four  months  of  date  of  death.  When  notifying  the 
editors  of  a member’s  death,  please  give  the 
name  and  address  of  next  of  kin. 

Policy  on  Columns 

Few  contributors  recognize  beforehand  the 
demands  of  producing  a monthly  column  that  will 
consistently  be  of  interest  and  value  to  the  reader. 
Although  a few  regular  columns  appear,  it  has  not 
been  the  policy  to  grant  monthly  pages  to  spe- 
cific committees,  councils,  or  groups. 

The  Scientific  Publication  Committee  and  the 
editors  do,  however,  encourage  committees, 
councils,  and  individuals  to  submit  original  mate- 
rial which  they  consider  valuable  to  readers. 
Should  regular  publication  in  column  form  be 
deemed  appropriate,  the  Committee  and  the  edi- 
tors will  consider  development  of  a column. 
Editing 

All  material  is  subject  to  editing,  but  authors  re- 
ceive typescripts  to  check  before  publication.  Af- 
ter the  article  is  sent  to  the  printer,  only  minimal 
revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at 
an  established  schedule  of  costs.  Authors  auto- 
matically receive  order  blanks  when  their  articles 
are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medi- 
cal Association.  Written  permission  from  the  Man- 
aging Editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in 
T exas  Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to 
be  deemed  an  endorsement  of  the  views  express- 
ed therein,  nor  shall  publication  of  any  advertise- 
ment be  considered  an  endorsement  of  or  ap- 
proval of  the  product  or  service  involved. 
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economy  of  state  government 
operations. 

Dr.  Ross,  chairman  of  the  TMA  Coun- 
cil on  Medical  Education  and  Hospi- 
tals, told  the  subcommitteethatTMA 
believes  that  the  six  existing  schools 
for  doctors  of  medicine  should  be 
adequately  and  fully  funded  prior  to 
approval  of  any  new  schools.  He 
added  that  studies  clearly  showthat 
Texas  medical  schools  have  dra- 
matically increased  their  numbers 
of  graduates  in  the  last  few 
years. 

He  cited  the  shortage  of  training  po- 
sitions in  the  state  as  an  obstacle  to 
retain  medical  graduates  in  the  state. 
“Many  studies  showthat  physicians 
often  select  the  placeof  their  gradu- 
atetraining as  their  future  practice 
site,”  Dr.  Ross  remarked. 

In  particular.  Dr.  Ross  said,  it  is  im- 
portant that  the  numberof  primary 
care  and  family  practice  training 
positions  be  increased.  He  indicated 
that  Texas  medical  schools  had  al- 
ready begun  efforts  in  this  area,  but 
that  to  assure  an  adequate  number 
of  family  practitioners  in  a short  pe- 
riod of  time  with  the  least  amount  of 
tax  dollars  additional  action  would 
be  required. 

Utilization  review 
revisions  proposed 

In  a letterto  John  A.  Svahn,  acting 
administrator.  Social  and  Rehabilita- 
tion Service,  Department  of  Health, 
Education  and  Welfare,  Dr.  L.  S. 
Thompson,  Jr.,  Texas  Medical  Associ- 
ation president,  proposed  a revision 
to  the  new  utilization  review 
regulations. 

Dr.  Thompson  protested  the  section 
which  requires  admission  review  prior 
to  the  performance  of  elective  surgery 
or  elective  procedures,  but  not  later 
than  the  third  working  day  after  ad- 
mission, whichever  is  earlier.  He  said 
this  regulation  represented  defacto 
preadmission  certification. 

“There  is  ample  evidence  that  Con- 


gress has  not  legislated  the  concept 
of  preadmission  certification  into  the 
Medicare  and  Medicaid  laws,  and  for 
an  administrative  agency  to  take  such 
action  is  a usurpation  of  the  legisla- 
tive prerogatives  of  the  members  of 
Congress,’’  Dr.  Thompson 
said. 

The  TMA  president  continued  that  the 
practicality  of  the  section  appeared  to 
be  very  doubtful.  He  contended  that 
objective  evidence  will  refute  allega- 
tions regarding  the  performance  of 
unnecessary  surgery  by  physicians. 

In  closing,  he  urged  the  administrator 
to  delete  the  requirement  of  precerti- 
fication of  elective  surgery  and  pro- 
cedures in  a revision  of  the 
regulations. 


Texas  Tech  completes 
first  expansion  phase 

Occupancy  of  the  first  construction 
phase  of  permanent  facilities  for  the 
Texas  Tech  University  School  of 
Medicine  will  beginthis 
summer. 

Ground  was  broken  in  1973  forthe 
construction  of  the  six-level  medical 
building,  a $35  million  complex  con- 
taining more  than  800,000  square 
feet.  As  part  of  the  development  the 
architect  created  a 700  x 60  foot 
raised  outdoor  plaza  around  the  build- 
ing providingan  expansive  view  of 
theTexas  plain. 

The  construction  project  is  designed 
to  help  satisfy  the  existing  need  for 
additional  practicing  physicians  in 
the  state,  particularly  in  the  West 
Texas  area  where  the  physician  to 
population  ratio  is  approximately  half 
the  national  average.  The  school  of 
medicine  is  an  integral  part  of  a long- 
range,  multi-phased  plan  forthe  de- 
velopment of  health  care  education 
and  health  services  in  West 
Texas. 

Priortothe  completion  of  the  perma- 
nent facility,  ambulatory  clinical 
teaching  is  being  carried  out  in 
Thompson  Hall,  a renovated  dormi- 
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tory  which  houses  the  school’s  outpa- 
tient clinics.  Inpatient  teaching  is 
conducted  in  affiliated  hospitals  in 
the  West  Texas  region.  The  comple- 
tion of  the  first  phase  of  construction 
will  permit  eventual  entering  medical 
school  classes  of  100 
students. 

The  major  inpatient  teachingfacility 
will  be  provided  by  the  Lubbock  Coun- 
ty Hospital  District  which  is  con- 
structing a 245-bed  primary  teaching 
hospital  that  is  located  adjacent  to, 
and  physically  attached  to,  the  per- 
manent school  of  medicine  building. 
The  hospital  will  serve  as  an  essen- 
tial part  of  the  educational,  health 
care  service  and  research  complex 
being  developed  by  the  Lubbock  med- 
ical school. 

The  school  is  placingstrongempha- 
sis  on  family  medicine.  Regional 
Academic  Health  Centers  have  been 
established  in  Amarillo  and  El  Paso 
and  currently  are  providing  education 
and  training  programs  for  both  medi- 
cal students  and  house 
staff. 

Similarly,  rural  health  programs  are 
being  developed  by  the  Department 
of  Family  Practice  in  conjunction  with 


other  School  of  Medicine  depart- 
ments. These  programs  will  relate 
health  care  delivery  needs  and  health 
manpower  needs  to  the  teaching 
activities  of  the  school. 

Medicare,  Medicaid  costs 
rising  due  to  inflation 

According  to  a report  prepared  by  the 
General  Accounting  Office  on  the  cost 
history  of  Medicare  and  Medicaid 
from  1966-1975,  the  rise  in  costs  for 
the  programs  was  primarily  due  to 
inflation,  plus  more  services  and 
more  eligible  beneficiaries. 

During  the  years  covered  by  the  re- 
port, the  cost  of  Medicare  rose  $10.4 
billion  and  the  cost  of  Medicaid  rose 
$9.8  billion.  The  report  also  states 
that  the  GAO  has  made  83  recom- 
mendations in  reports  to  the  Con- 
gress, its  committees  and  members, 
and  the  Secretary  of  Health,  Educa- 
tion and  Welfare  to  control  unneces- 
sary Medicare  and  Medicaid  costs. 
While  in  most  cases,  HEW  has  taken 
at  least  some  action  to  carry  out  these 
recommendations,  many  have  not 
been  fully  implemented,  according  to 
the  report. 


Occupancy  of  the  first  construction  phase  of  the  new  Texas  Tech  University  School  of  Medicine 
facilities  in  Lubbock  will  begin  this  summer.  Completion  o'f  the  project  will  permit  eventual  entering 
medical  school  classes  of  100  students. 
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Ml  If  lUUf  lUiflg  to  permit  more  accurate  dosage  titration 


ISORDirTITRADOSE 

(isosorbide  dinitrate) 

Easier-splitting  tablets  for  your 
angina*  patients 


® (E.Z.  SPLIT®)' 
ORAL  TABLETS 

5, 10,  and  20  mg. 


from  the  leader  in  antianginal  therapy 

ISORDII  TITRADOSE’  ORAL  TABLETS 

(isosorbide  dinitrate) 

★ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 

Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Fleadache  is 
common  and  may  be  severe  and  persistent. Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/  or  professional  samples? 


IVES  LABORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 


No.3 

As  potent  as  the  pain  it  relieves. 


HOT  TOO  LITTLi 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

^ CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  Vi 

Each  tablet  also  contains  aspirin  gr  3 V?,  phenacetin  gr2!/2,  caffeine  gr  ’?  ‘Warning- may  be  habit-forming. 


Burroughs  Wellcome  Co. 

'Ta  Research  Triangle  Park 
Wellcome  North  Carolina  27709 
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the  unpuzzling  approach  to 
thyroid  replacement  therapy 


SYNTHROID®  (Sodium  Levothyroxine,  U.S.P.)  Flint  is  not 
derived  from  any  animal  gland  source.  It  is  a pure  synthetic.  Every 
batch  of  SYNTHROID  (Sodium  Levothyroxine)  is  of  controlled 
potency.  And,  it  provides  your  patients  with  everything  they  need 
for  complete  thyroid  replacement  therapy. 

T4,  T3,  or  both?  SYNTHROID  (Sodium  Levothyroxine, 
U.S.P.)  Flint  is  T4  which  is  cover  ted  to  T3  at  the  cellular  level,  pro- 
viding a physiologic  source  and  optimal  amount  of  T3  to  meet  meta- 
bolic needs  for  your  hypothyroid  patients.  Because  of  the  slower  and 
steadier  onset  of  action,  the  possibility  of  sudden  metabolic  surges  is 
reduced  with  SYNTHROID  therapy. 

SYNTHROID  medication  is  practical  and  economical  for  long- 
term therapy.  A recent  study  of  44  hypothyroid  patients  indicates 
that  89  percent  were  maintained  with  doses  of  T4  (SYNTHROID) 
between  100  meg.  and  200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.‘ 

in  additional  information, 
you  a portfolio  of  pertinent 
or  contact  your  Flint 


If  you’re  interested 
we’d  be  pleased  to  send 
clinical  data.  Write 
representative. 

Synthioid 

(Sodium 
Levothyroxine, 

US.E)  Flint 


See  reverse  side  for  full  prescribing 
information 

1.  Stock,].  M.,  Surks,  M.  I.,  and 
Oppenheimer,  J.  H.  Replacement 
dosage  of  L-thyroxine  in  hypothy- 
roidism. A re-evaluation.  New 
Engl.  J.  Med.  290:529-33,  1974. 


FLINT  LABORATORIES 

DIVISION  Of  TRAV6NOL  LABORATORIES,  INC. 

Deerfield,  Illinois  eoois 


Synthrold  Tablets— for  oral  administration 
Synthrold  lor  Injection— for  parenteral  administration 

Description:  SYNTHROID  (sodium  levothyroxine) 
Tablets  and  SYNTHROID  Injection  contain  synthetic 
crystalline  sodium  levothyroxine  (L-thyroxine) 
L-thyroxine  is  the  principal  hormone  secreted  by  the 
normal  thyroid  gland 


Synthrold® 

(Sodium 
Levothyroxine. 
U.S.P.)  Flint 

Eliminates  many  of 
the  uncertainties  of 
desiccated  thyroid 
therapy 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC, 

Deerfield,  Illinois  60015 


Actions:  SYNTHROID  (sodium  levothyroxine)  Tablets, 
taken  orally,  provide  hormone  that  is  readily  absorbed 
from  the  gastrointestinal  tract,  SYNTHROID  Injection  is 
effective  by  any  parenteral  route.  Following  absorption, 
the  synthetic  L-thyroxine  provided  by  SYNTHROID 
products  cannot  be  distinguished  from  L-thyroxine 
that  is  endogenously  secreted  Each  is  bound  to 
the  same  serum  proteins  and  each  exhibits  a six  to  seven 
day  circulating  half-life  in  the  euthyroid  individual 

Both  SYNTHROID  products  will  provide  L-thyroxine 
as  a substrate  for  physiologic  deiodination  to 
L-triiodothyronine  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal 
blood  levels  of  L-triiodothyronine  even  when  the 
thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine  Administration  of  levothyroxine 
alone  will  result  in  complete  physiologic  thyroid 
replacement 

Indications:  SYNTHROID  (sodium  levothyroxine) 
products  serve  as  specific  replacement  therapy  for 
reduced  or  absent  thyroid  function  of  any 
etiology  SYNTHROID  Injection  can  be  used 
intravenously  whenever  a rapid  onset  of  effect  is 
critical,  and  either  intravenously  or  intramuscularly 
in  hypothyroid  patients  whenever  the  oral  route 
is  precluded  for  long  periods  of  time. 

Contraindications:  There  are  no  absolute 
contraindications  to  SYNTHROID  (sodium 
levothyroxine)  therapy  Relative  contraindications 
include  acute  myocardial  infarction,  uncorrected 
adrenal  insufficiency  and  thyrotoxicosis,  (See 
WARNINGS) 

Warnings:  Patients  with  cardiovascular  diseases 
warrant  particularly  close  attention  during  the 
restoration  of  normal  thyroid  function  by  any  thyroid 
drug  In  such  cases,  low  initial  dosage  increased 
slowly  by  small  increments  is  indicated  Occasionally, 
the  cardiovascular  capacity  of  the  patient  is  so 
compromised  that  the  metabolic  demands  of  the  normal 
thyroid  state  cannot  be  met  Clinical  judgment 
will  then  dictate  either  a less-than-complete 
restoration  of  thyroid  status  or  reduction  in 
thyroid  dosage. 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal 
insufficiency  (Addison's  disease),  hypopituitarism  and 
diabetes  insipidus  are  characterized  by  signs 
and  symptoms  which  may  be  diminished  in  severity 
or  obscured  by  hypothyroidism,  SYNTHROID  (sodium 
levothyroxine)  therapy  for  such  patients  may 
aggravate  the  intensity  of  previously  obscured 
symptoms  and  require  appropriate  adjustment  of 
therapeutic  measures  directed  at  these 
concomitant  disorders 

Thyroid  replacement  may  potentiate  the  effects  of 
anticoagulants.  Patients  on  anticoagulant  therapy 
should  have  frequent  prothrombin  determinations  when 
instituting  thyroid  replacement  to  gauge  the  need 
to  reduce  anticoagulant  dosage 

Precautions:  Overdosage  with  any  thyroid  drug  may 
produce  the  signs  and  symptoms  of  thyrotoxicosis, 
but  resistance  to  such  factitious  thyrotoxicosis 
is  the  general  rule  With  SYNTHROID  (sodium 
levothyroxine)  Tablets,  the  relatively  slow  onset  of 
action  minimizes  the  risk  of  overdose  but  close 
observation  in  the  weeks  following  institution  of  a 
dosage  regimen  is  advised  Treatment  of  thyroid 
hyperactivity  induced  by  oral  medication  is 
confined  to  interruption  of  therapy  for  a week, 
followed  by  reinstitution  of  daily  therapy  at 
an  appropriately  reduced  dosage. 

Adverse  reactions:  Adverse  reactions  are  due  to 
overdose  and  are  those  of  induced  hyperthyroidism 

Dosage  and  administration:  For  most  adults,  a final 
dosage  of  100  meg  (0  1 mg)  to  200  meg  (0,2  mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily 
will  restore  normal  thyroid  function  and  only 
occasionally  will  patients  require  larger  doses  Failure 
to  respond  adequately  to  a daily  oral  intake  of 
400  meg  (0,4  mg)  or  more  is  rare  and  should  prompt 
reconsideration  of  the  diagnosis  of  hypothyroidism, 
special  investigation  of  the  patient  in  terms  of 
malabsorption  of  L-thyroxine  from  the  gastrointestinal 


tract  or  poor  adherence  to  therapy 

The  concomitant  appearance  of  other  diseases, 
especially  cardiovascular  diseases,  usually  dictates 
a replacement  regimen  with  initial  doses  smaller 
than  too  meg/day  (0  1 mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset 
of  hypothyroidism,  full  replacement  dose  of  150  meg 
(0.15  mg)  or  200  meg  (0  2 mg)  has  been  instituted 
immediately  without  untoward  effect  and  with 
good  therapeutic  response.  General  experience, 
however,  favors  a more  cautious  approach  in  view  of 
the  possible  presence  of  subclinical  disorders  of 
the  cardiovascular  system  or  endocrinopathies 

The  age  and  general  physical  condition  of  the  patient 
as  well  as  the  severity  and  duration  of  hypothyroid 
symptoms  determine  the  starting  dosage  and 
the  rate  of  incremental  dosage  increase  leading  to 
a final  maintenance  dosage  In  the  elderly  patient 
with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or 
electrocardiographic  evidence  of  cardiovascular 
dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0,025  mg)  per  day.  Further  incremental  increases 
of  25  meg  (0  025  mg)  per  day  may  be  instituted  at  three 
to  four  week  intervals  depending  on  patient 
response  Conversely,  otherwise  healthy  adults  may 
be  started  at  higher  daily  dosage  and  raised  to 
the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the 
severity  of  the  disease  and  close  observation  of 
patient  response  which  determines  the  rate  of 
dosage  titration 

Laboratory  tests  to  monitor  thyroid  replacement 
therapy  are  of  limited  value.  Although  measurement 
of  normal  blood  levels  of  thyroxine  in  patients 
on  replacement  regimens  frequently  coincides  with  the 
clinical  impression  of  normal  thyroid  status, 
higher  than  normal  levels  on  oral  replacement  of 
levothyroxine  occasionally  occur  and  should  not  be  , 
considered  evidence  of  overdosage  per  se 

In  all  cases,  clinical  impression  of  the  well-being  of  the 
patient  takes  precedence  over  laboratory  ! 

determination  in  determining  the  appropriate 
individual  dosage 

In  infants  and  children,  there  is  a great  urgency  to 
achieve  full  thyroid  replacement  because  of  the  critical 
importance  of  thyroid  hormone  in  sustaining 
growth  and  maturation  Despite  the  smaller  body  size, 
the  dosage  needed  to  sustain  a full  rate  of  growth, 
development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg 
(0  3 mg)  to  400  meg  (0  4 mg)  per  day 

In  myxedema  coma  or  stupor,  without  concomitant 
severe  heart  disease,  200  to  500  meg  of  SYNTHROID 
Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml.  Although  the 
patient  may  show  evidence  of  increased 
responsivity  within  six  to  eight  hours,  full 
therapeutic  effect  may  not  be  evident  until  the 
following  day  An  additional  100  to  300  meg  or 
more  may  be  given  on  the  second  day 
if  evidence  of  significanf  and  progressive 
improvement  has  not  occurred.  Like  the  1 

oral  dosage  form,  SYNTHROID  Injection  j 

produces  a predictable  increase  in  the  circulating  j 
level  of  hormone  with  a long  half-time  This  usually  ! 
precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts 
intravenously  should  be  maintained  until  the  patient  is 
fully  capable  of  accepting  a daily  oral  dose. 

In  the  presence  of  concomitant  heart  disease,  the 
sudden  administration  of  such  large  doses  of 
L-thyroxine  intravenously  is  clearly  not  without 
its  cardiovascular  risks  Under  such  circumstances,  I 
intravenous  therapy  should  not  be  undertaken  | 

without  weighing  the  alternative  risks  of  the 
myxedema  coma  and  the  cardiovascular  disease 
Clinical  judgment  in  this  situation  may 
dictate  smaller  intravenous  doses  of  levothyroxine  ^ 

SYNTHROID  Injection  by  intravenous  or  intramuscular, 
routes  can  be  substituted  for  the  oral  dosage  form 
when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time. 

How  Supplied:  SYNTHROID  (sodium  levothyroxine) 
Tablets  are  supplied  as  scored,  color-coded  compressed 
tablets  in  6 concentrations:  25  meg  (0  025  mg)— orange 
. 50  meg  (0.05  mg)— white  , , 100  meg  (0.1  mg)— 

yellow  , , , 150  meg  (0.15  mg)— blue  . 200  meg  1 
(0.2  mg)— pink  , . 300  meg  (0.3  mg)— green  j 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is  J 
supplied  in  10  ml  vials  containing  500  meg  of  ( 

lyophilized  active  ingredient  and  10  mg  of  Mannitol,  ! 
U.S.P  A separate  5 ml  vial  containing  Sodium  j 

Chloride  Injection,  U S P is  provided  as  a diluent.  1 

i 

Directions  lor  reconstitution:  Reconstitute  the  j 

lyophilized  sodium  levothyroxine  by  aseptically  adding , 
5 ml  of  the  Sodium  Chloride  Injection,  U S P 
to  the  vial.  Shake  vial  to  insure  complete  mixing  Use  * 
Immediately  after  reconstitution  Discard  any  i 

unused  portion 

U S,  Pat  2,889,363  > 
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Syphilis  treatment 
revised  by  CDC 

The  Center  for  Disease  Control  has 
released  a revision  of  the  recom- 
mended treatment  schedules  for 
syphilis.  The  recommendations  were 
established  by  the  Venereal  Disease 
Control  Advisory  Committee  after 
deliberation  with  therapy 
experts. 

Penicillin  continues  to  be  the  drug  of 
choice  for  all  stages  of  syphilis.  Every 
effort  should  be  made  to  document 
penicillin  allergy  before  choosing 
other  antibiotics  because  these  anti- 
biotics have  been  studied  less  exten- 
sively than  penicillin.  Physicians  are 
cautioned  to  use  no  less  than  the  re- 
commended dosages  of  antibiotics. 
Highlights  of  the  recommendations 
follow. 

Early  syphilis  ( primary,  secondary, 
latent  syphilis  of  less  than  one  year’s 
duration ): 

(1)  Benzathine  penicillin  G — 2.4  mil- 
lion units  total  by  intramuscular 
injection  at  a single  session; 

or 

(2)  Aqueous  procaine  penicillin  G — 
4.8  million  units  total:  600,000  units 
by  intramuscular  injection  daily  for 

8 days;  or 

(3)  Procaine  penicillin  G in  oil  with 
2%  aluminum  monostearate — 4.8 
million  units  total  by  intramuscular 
injection:  2.4  million  units  at  first 
visit,  and  1.2  million  units  at  each  of 
two  subsequent  visits  three  days 
apart. 

Patients  who  are  allergic  to  peni- 
cillin: 

(1)  Tetracycline  hydrochloride — 500 
mgfourtimes  a day  by  mouth  for  15 
days;  or 

(2)  Erythromycin  (stearate,  ethylsuc- 
cinate  or  base) — 500  mgfourtimes 
a day  by  mouth  for  15 

days. 

Syphilis  of  more  than  one  year’s  dura- 
tion (latent  syphilis  of  indeterminate  or 
more  than  one’s  duration,  cardiovascu- 
lar, late  benign,  neurosyphilis); 

(1)  Benzathine  penicillin  G — 7.2  mil- 


lion units  total:  2.4  million  units  by 
intramuscular  injection  weeklyfor 
three  successive  weeks;  or 
(2)  Aqueous  procaine  penicillin  G — 
9.0  million  units  total:  600,000  units 
by  intramuscular  injection  daily  for 
15  days. 

Cerebrospinal  fluid  examination  is 
mandatory  in  patients  with  suspected, 
symptomatic  neurosyphilis.  This  ex- 
amination is  also  desirable  in  other 
patients  with  syphilis  of  greater  than 
one  year’s  duration  to  exclude 
asymptomatic  neurosyphilis. 

Patients  who  are  allergic  to  peni- 
cillin: 

(1)  Tetracycline  hydrochloride — 500 
mgfourtimes  a day  by  mouth  for30 
days;  or 

(2)  Erythromycin  (stearate,  ethylsuc- 
cinate  or  base) — 500  mg  four  times 
a day  by  mouth  for  30 

days. 

Syphilis  in  pregnancy: 

A.  For  patients  at  all  stages  of  preg- 
nancy who  are  not  allergicto  penicil- 
lin: Penicillin  in  dosage  schedules 
appropriate  for  the  stage  of  syphilis 
as  recommended  for  the  treatment  of 
non  pregnant  patients. 

B.  For  patients  of  all  stages  of  preg- 
nancy who  are  allergic  to  penicillin: 
Erythromycin  (stearate,  ethylsuccin- 
ate  or  base)  in  dosage  schedules  ap- 
propriate for  the  stage  of  syphilis,  as 
recommended  for  the  treatment  of 
non-pregnant  patients.  Although 
these  erythromycin  schedules  appear 
safe  for  mother  and  fetus,  their  effi- 
cacy is  not  well  established.  There- 
fore, the  documentation  of  penicillin 
allergy  is  particularly  important  be- 
fore treating  a pregnant  woman  with 
erythromycin. 

Follow-up:  Pregnant  women  who  have 
been  treated  for  syphilis  should  have 
monthly  quantitative  nontreponemal 
serologic  tests  for  the  remainder  of 
the  current  pregnancy.  Women  who 
show  a four-fold  rise  in  titer  should  be 
retreated.  After  delivery,  follow-up  is 
as  outlined  for  nonpregnant 
patients. 

Congenital  syphilis:  Infants  with  con- 
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genital  syphilis  should  have  a cere- 
brospinal fluid  examination  before 
treatment. 

Infants  with  abnormal  CSF: 

(1)  Aqueous  crystalline  penicillin  G, 
50,000  units/kg  intramuscularly  or 
intravenously  daily  in  two  divided 
doses  fora  minimum  often  days; 

or 

(2)  Aqueous  procaine  penicillin  G, 
50,000  units/kg  intramuscularly 
dailyfora  minimum  of  ten 

days. 

Infants  with  normal  CSF: 

Benzathine  penicillin  G,  50,000 
units/kg  intramuscularly  in  a single 
dose. 

Penicillin  therapy  forcongenital  syph- 
ilis after  the  neonatal  period  should 
be  with  the  same  dosages  used  for 
neonatal  congenital  syphilis.  For 
largerchildren  the  total  dose  of  peni- 
cillin need  not  exceed  the  dosage 
used  in  adult  syphilis  of  morethan 
one  year’s  duration.  Afterthe  neo- 
natal period,  the  dosage  of  erythromy- 
cin and  tetracycline  should  not  be 
given  to  children  less  than  eight 
years  of  age. 

Follow-up  and  retreatment:  All  patients 
with  early  syphilis  and  congenital 
syphilis  should  be  encouraged  to  re- 
turn for  repeat  quantitative  nontrepo- 
nemal  tests  three,  six,  and  12  months 
after  treatment.  Patients  with  syphilis 
of  morethan  one  year’s  duration 
should  also  have  a repeat  serologic 
test  24  months  after  treatment.  Care- 
ful follow-up  serologic  testing  is  par- 
ticularly important  in  patients  treated 
with  antibiotics  otherthan  penicillin. 


Examination  of  CSF  should  be  plan- 
ned as  part  of  the  last  follow-up  visit 
after  treatment  with  alternative 
antibiotics. 

The  possibility  of  reinfection  should 
always  be  considered  when  retreating 
patients  with  early  syphilis.  A CSF 
examination  should  be  performed 
before  retreatment  unless  reinfection 
and  a diagnosis  of  early  syphilis  can 
be  established. 

Retreatment  should  be  considered 
when: 

(1)  Clinical  signs  or  symptoms  of 
syphilis  persist  or  recur; 

(2)  There  is  a sustained  four-fold  in- 
crease in  the  titer  of  a nontrepone- 
mal  test; 

(3)  An  initially  high-titer  nontrepone- 
mal  test  fails  to  show  a four-fold  de- 
crease within  a year. 

Patients  should  be  retreated  with  the 
schedules  recommended  for  syphilis 
of  morethan  one  year’s  duration.  In 
general,  only  one  retreatment  course 
is  indicated  because  patients  may 
maintain  stable,  low  titers  of  non- 
treponemal  tests  or  have  irreversible 
anatomical  damage. 

Patients  who  have  been  exposed  to 
infectious  syphilis  within  the  pre- 
ceding three  months  and  other  pa- 
tients who  on  epidemiologic  grounds 
are  at  high  risk  for  syphilis  should  be 
treated  as  for  early  syphilis.  Every 
effort  should  be  made  to  establish  a 
diagnosis  in  these  cases. 

The  complete  report  is  published  in 
the  Apri  I 9 Morbidity  and  Mortality 
Weekly  Report  of  the  Center  for  Dis- 
ease Control  in  Atlanta. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1976 

Through 

5/31/76 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  Capitai  Dev.  Fund 

+ 9.0% 

-33.0% 

- 6.2% 

1.5% 

Loomis-Sayles  Mutual  Fund 

+ 6.4% 

-21.0% 

- 3.7% 

3.3% 

Mercantile  Bank  Equity  Fund 

9.6% 

-35.8% 

-16.5% 

3.2% 

Mercantiie  Bank  Fixed  Income  Fund 

+ 2.1% 

-13.5% 

- 8.6% 

7.9% 

T Rowe  Price  Growth  Stock  Fund 

+ 4.5% 

-34.1% 

- 1.9% 

2.2% 

T Rowe  Price  New  Income  Fund 

-+-  0.2% 

N/A 

N/A 

8.0% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 5.6% 

-24.9% 

+ 4.1% 

3.2% 

Standard  & Poor  500  Stock  Average 

-f  11.1% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

+ 14.4% 

-16.4% 

+ 1.6% 

•Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


WASHINGTON:  COURT  TESTOF  PLANNING  ACT.  Lawsuits  contesting  the  consti- 
tutionality  of  the  Health  Planning  and  Resources  Development  Act  have  been 
filed  by  the  State  of  North  Carolina  and  the  National  Association  of  Regional 
Councils.  The  American  Medical  Association  is  to  join  the  North  Carolina  suit. 

The  suit  charges  that  the  planning  \a'N  would  force  the  state  to  violate  its  own 
constitution  or  lose  eligibility  for  federal  health  funds.  The  new  law  requires 
states  to  pass  certificate  of  need  legislation,  which  has  already  been  declared 
unconstitutional  by  the  State  Supreme  Court  of  North  Carolina.  The  suit  filed  by 
the  NARC,  a Washington  based  organization  of  local  government  councils, 
charges  that  the  health  planning  law  is  an  illegal  intrusion  into  the  rights  of  state 
and  local  governments  by  the  federal  government.  The  boards  of  health  systems 
agencies  tend  to  be  composed  of  laymen  selected  by  the  federal  government 
ratherthan  by  locally  elected  officials,  the  suit  contends,  and  are  unanswerable 
to  the  citizens  of  the  jurisdictions  they  represent. 

AUSTIN;  COURT  SAYS  BOARD  OF  CENSORS  RECORDS  NOT  SUBJECT  TO  SUB- 
POENA. In  a recent  Texas  malpractice  suit,  the  plaintiff  sought  to  subpoena  rec- 
ords of  the  Medical  Society  Board  of  Censors.  The  court  held  that  the  records 
sought  by  the  plaintiff  were  unavailabletothe  plaintiff  because  Article  447b,  Sec 
3,  RCS,  exempting  such  records  from  subpoena.  Records  were  also  immaterial 
because  they  related  to  a collateral  matter. 


Editor's  note: 
"Capital  Com- 
ments" is  pre- 
pared by  the 
TMA  Office  of 
General  Counsel 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  CLINICAL  LABS  BILL  PASSES  SENATE.  The  Senate,  by  a vote  of 
64-11,  passed  S 1737,  the  Clinical  Laboratories  Improvement  Act.  Underthe 
bill,  all  clinical  laboratories  would  besubjectto  licensure  by  the  Secretary  of  the 
Department  of  Health,  Education  and  Welfare  or  by  states  to  whom  the  secretary 
delegated  the  licensure  authority.  The  secretary  retains  authority  to  exempt 
laboratories  of  individual  physicians  who  perform  laboratory  services  solely  as  an 
adjunct  to  treatment  of  their  own  patients. 

WASHINGTON:  LABOR’S  BACKING  OF  KENNEDY-GORMAN  NHI  BILL  SHAKEN. 
Daniel  Shannon,  executive  director  of  the  Central  States,  Southeast,  and  South- 
west Areas  Health,  Welfare,  and  Pension  Fund  of  the  Teamsters  Union,  recently 
told  the  National  Leadership  Conference  on  America’s  Health  Policy:  “We  have 
become  increasingly  distressed  . . . by  the  possibility  that  a national  health  insur- 
ance plan  which  runs  all  of  the  money  for  the  purchase  of  health  care  to  the  fed- 
eral government,  such  as  the  Health  Security  Act,  might  be  adopted We  can- 


Volume  72,  July,  1976 


24 


not  support  a program  that  gives  the  federal  government  total  control  over  the  fi- 
nancing and  delivery  of  health  care.” 

WASHINGTON:  FIVE  STATES  JOIN  IN  SUIT.  California,  Colorado,  Kentucky, 
Maryland,  and  Pennsylvania  have  entered  into  a suit  to  prevent  the  enforcement 
of  Section  1 1 1 of  Medicare  legislation  enacted  last  December,  with  other  states 
expected  to  take  similar  action.  Legislation  in  PL  94-182  involves  technical 
amendments  to  Medicare,  but  included  disputed  Section  111  which  would  re- 
quire states  to  waive  sovereign  immunity  in  certain  Medicaid  suits  or  lose  10% 
of  federal  Medicaid  money. 

COLORADO:  SUNSET  LAW  ENACTED.  Colorado  has  become  the  first  state  to  en- 
act a “sunset”  law.  In  essence,  the  law  provides  a system  for  the  periodic  review 
and  termination,  continuation,  or  reestablishment  of  state  regulatory  agencies  by 
the  state  legislature.  Periodically,  state  regulatory  agencies  will  have  to  demon- 
strate their  need  and  usefulness  to  the  legislature;  otherwise,  they  will  automat- 
ically determinated. 

WASHINGTON:  HELLMAN  NAMED  TO  HEAD  HSA.  Louis  Heilman,  deputy  assist- 
ant secretary  for  population  affairs  for  the  Department  of  Health,  Education  and 
Welfare  has  been  chosen  to  be  the  next  administratorforthe  Health  Services 
Administration  (HSA). 

WASHINGTON:  COMMITTEE  REPORTS  ON  HR  13501.  The  House  Ways  and 
Means  Committee  has  orally  reported  H R 13501  which  would  amend  the  Social 
Security  Act  to:  (1)  prevent  a rollback  of  physician’s  reasonable  charges  under 
Medicare  below  that  level  which  was  recognized  for  fiscal  1975;  (2)  extend  for 
one  year  the  time  for  Congress  to  evaluate  and  act  on  the  Institute  of  Medicine 
study  of  payment  for  services  of  teaching  physicians;  and  (3)  continue  the  updat- 
ing of  physician  fee  screens  as  of  July  1 of  each  year  ratherthan  having  them 
coincide  with  the  new  fiscal  year  which  now  begins  on  Oct  1. 

WASHINGTON:  TAFT  NAMED  HEW  GENERAL  COUNSEL.  William  H.  Taft,  cur- 
rently assistant  to  the  HEW  secretary,  will  become  HEW’s  general  counsel.  Taft 
is  replacing  John  Rhinelanderwho  left  HEW  to  become  Secretary  of  the  Depart- 
ment of  Housing  and  Urban  Development. 


TEXAS  MEDICINE 


If  you  take 

care  of 
your  people, 
they’ll  take  care 
of  you. 


It’s  simple  human  relations. 

To  keep  good  people  on  your 
staff — whether  you're  just  starting 
a practice,  or  well  along  in  your 
career — you've  got  to  pay  them 
well.  Not  with  just  money,  but  with 
other  things,  like  health  insurance. 

And,  being  in  the  medical 
profession,  you  know  how 
important  it  is  to  provide  your 
people  with  the  best  coverage 
available. 

Blue  Cross  and  Blue  Shield 
coverage  will  assure  you  of  that. 

We  return  more  of  our  premiums  in 
claim  payments  to  policyholders 
than  most  other  major  insurance 
companies.  And  we  don't  set 
maximum  dollar  limits  on  most 
hospital  services. 

You  might  get  group  health 
insurance  at  a lower  rate.  But  when 
you  think  of  how  much  your  people 
are  worth  to  you,  we  think  you'll  find 


them  worth  every  nickel  that  Blue 
Cross  and  Blue  Shield  coverage 
costs. 

Do  you  think  enough 
of  your  people 
to  provide  the  best? 


Blue  Cross 

GROUP  HOSPITAL  SERVICE,  INC 

Blue  Shield 

GROUP  LIFE  S HEALTH  INSURANCE  COMPANY 

of  Texas 

Registered  Mark  Blue  Cross  Association 
^ Registered  Service  Mark  of  the 

National  Association  of  Blue  Shield  Plans 
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studies 


on  average,  sleep 
within  17  minutes  that 
lasts  for  7 to  8 hours 
with  fewer  nighttime 

awakenmgs'  proved  m patients 

with  insomnia  in  8 sleep  research  laboratory 


for  patients  who  need  it,  continued 
effectiveness  over  28  nights’’ 


prolonged  medication  for  insomnia  is  generally  not  necessary; 
should  it  be,  the  only  available  sleep  agent  proved  objectively  to  be 
effective  longer  than  two  weeks  is  Dalmane  (flurazepam  HCl) 


proven  effectiveness  in 
elderly  patients  with 
verified  insomnia’ 


the  greater  the  degree  of  insornnia,  the  greater 
the  objective  improvement  with  Dalmane  15  mg 
administered  for?  nights  h.s.-\5  mg  is  the 
recommended  initial  dosage  for  elderly  and 
debilitated  to  help  preclude  oversedation, 
dizziness  or  ataxia 


a full  night’s  sleep  with  a single 

h.s.  dose”  patients  fall  asleep  faster,  awaken  less  often 
during  the  night,  sleep  longer  without  repeating  dosage 


well  tolerated,  seldom 


causes  morning 

“hang-over”  ' Dalmane  is  a 

distinctive  benzodiazepine  specifically  indicated  for 
sleep  with  well-documented  safety  and  low 
incidence  of  morning  “hang-over” 


more  documentation  from  the 
sleep  research  laboratory  than 
any  other  agent  for  insomnia'^ 

polysomnographic  techniques  provide  the  most  objective 
measurement  of  effectiveness  possible 


relative  safety  extending 
even  to  patients  on  chronic 
warfarin  therapy'’  no  unacceptable , 

fluctuation  in  prothrombin  time  has  been  reported 
with  Dalmane 


I 


(flurazepam  HCI) 

difference. 


Please  see  following  page  for  a summary  of  product  information. 


For  relief  of  insomnia 

no  other  sleep  medication 
has  all  the  advantages  of 

Dalmane 

(flurazepam  HCI  )(2  - 


Objectively  proved  in  the 
sleep  research  laboratory: 

■ Sleep  within  17  minutes, 
on  average 

■ Sleep  for  7 to  8 hours, 
on  average 

■ Sleep  with  fewer  nighttime 
awakenings 

■ Continued  effectiveness 
over  28  nights  of  administration 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morningawakening;  inpatientswith  recurring 
insomnia  or  poor  sleeping  habits:  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
orCNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


1 

2 3 4 5 

6 

7 

HOURS 

Trouble  Falling  Asleep, 
Staying  Asleep, 
Sleeping  Long  Enough 


or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SCOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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CONTINUING  EDUCATION  COURSES 


JULY 


Psychiatry 

Title:  Advanced  Tutorial  in  Rorschach 
Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Jul  10-11,  1976 

Duration:  Continuous,  2 days,  5-6  hours 

instruction  per  day,  11  total  course 

hours 

Fee:  $90 

Designed  For:  Specialists  in  Psychiatry 
Teaching  Methods:  Audiovisual  mate- 
rials, open  question,  seminar,  television 
Contact:  Continuing  Education  Services, 
UT  Health  Science  Center  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio 
78284 


Radiology  and  Radioisotopes 

Title:  External  Beam,  Interstitial,  and 
Intracavitary  Dosimetry — Principles 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing 
Education;  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston 
Dates:  Jul  6-16,  1976 
Duration:  Continuous,  10  days,  8 hours 
instruction  per  day,  80  total  course 
hours 
Fee:  $350 

Designed  For:  Specialists 
Enrollment:  Maximum,  15 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure, 
lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Title:  External  Beam,  Interstitial,  and  In- 
tracavitary Dosimetry — Manual  and 
Computer  Methods  of  Calculation 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Edu- 
cation; UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  UT  System  Cancer 
Center,  MD  Anderson  Hospital  and 
Tumor  Institute,  Houston 
Dates:  Jul  19-30,  1976 
Duration:  Continuous,  10  days,  8 hours 
instruction  per  day,  80  total  course 
hours 
Fee:  $350 

Designed  For:  Specialists 
Enrollment:  Maximum,  15 
Teaching  Methods:  Audiovisual  mate- 
rials, enrollee  performs  procedure,  lec- 
ture, open  question 

Contact:  Dr.  Grant  Taylor,  Director,  Divi- 
sion of  Continuing  Education,  UT 
Health  Science  Center  at  Houston, 

Box  20367,  Houston  77025 


AUGUST 

Cardiovascular  Disease 

Title:  Tutorials  in  the  Tetons:  Cardiac 
Emergencies  (Second  Annual) 

Sponsors:  American  College  of  Cardiol- 
ogy; University  of  Nebraska  Cardiovas- 
cular Center,  Omaha;  Northern  Rocky 
Mountain  Continuing  Education  Division 
of  the  Mountain  States 
Location  of  Course:  Explorers’  Room, 
Jackson  Lake  Lodge,  Grand  Teton  Na- 
tional Park,  Moran,  Wyo 
Dates:  Aug  28-30,  1976 
Fee:  Members,  $150;  Nonmembers, 
$175 

Credit:  111/2  hours.  Category  I,  AMA 
Physician’s  Recognition  Award;  State 
Board  of  Education,  Maryland 
Contact:  Miss  Mary  Anne  Mclnerny, 
Director,  Department  of  Continuing 
Education  Programs,  American  College 
of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md  20014 


Hematology 

Title:  Topics  in  Clinical  Hematology  and 
Oncology:  Disorders  of  the  Lymphoid 
and  Plasma  Cells 

Sponsors:  American  College  of  Physi- 
cians; American  Society  of  Hematology; 
American  Association  for  Cancer  Edu- 
cation; Colby  College;  Mid-Maine  Medi- 
cal Center;  Maine  Division,  American 
Cancer  Society 

Location  of  Course:  Thayer  Hospital, 
Dean  Medical  Education  Center,  Water- 
ville.  Me 

Dates:  Jul  12-17,  1976 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 
Contact:  Registrar,  Postgraduate 
Courses.  American  College  of  Physi- 
cians, 4200  Pine  St,  Philadelphia  19104 


Ophthalmology 

Title:  Symposium  on  External  Eye 
Disease 

Sponsors:  UT  Medical  School  at 
Houston,  Program  in  Ophthalmology 
Location  of  Course:  Hermann  Hospital 
Auditorium,  1203  Ross  Sterling, 
Houston 

Date:  Aug  21,  1976 

Duration:  1 day,  8 hours  instruction 

Fee:  $50 

Designed  For:  Specialists  in  Ophthal- 
mology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 


Radiology  and  Radioisotopes 

Cancelled:  High  Energy  Electron,  X-Ray 
and  Neutron  Dosimetry;  UT  System 
Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  Houston;  Aug  2-7, 
1976 
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Title:  Urology  Oncology  Seminar 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  Room  1113A,  Pru- 
dential Building,  Texas  Medical  Center, 
Houston 

Dates:  Aug  5-6,  1976 
Contact:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion, Box  20367,  Houston  77025 


Other:  Mammography 

Title:  Mammography  Training  for  the 
Early  Diagnosis  of  Breast  Cancer 
Sponsors:  UT  System  Cancer  Center, 

MD  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston;  National  Cancer  Insti- 
tute; American  College  of  Radiology 
Location  of  Course:  Mammography 
Conference  Room,  Department  of  Diag- 
nostic Radiology,  MD  Anderson  Hospi- 
tal and  Tumor  Institute,  Texas  Medical 
Center,  Houston 
Dates:  Aug  16-20,  1976 
Duration:  5 days,  8 hours  instruction 
per  day,  40  total  course  hours 
Fee:  None 

Designed  For:  Specialists  in  Radiology; 
Residents  in  Radiology;  Radiologic 
technologists 

Enrollment:  Maximum,  4 physicians  and 
4 technologists 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award;  American  College  of 
Radiology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  live  clinic  demonstration, 
round  table  discussion 
Contact:  Dawn  Nevling  Shull,  Project 
Coordinator,  Department  of  Diagnostic 
Radiology,  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Insti- 
tute, 6723  Bertner  Dr,  Houston  77030 
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The  TV  medical  series 
that  imderstaiids  medicine. 
So  your 

patients  can  understand. 


lilEDiX 

Award-winning  documentaries  that 
tell  it. ..and  show  it. .."like  it  is.” 


Award-winning  documentaries  you 
can  recommend  to  your  patients 
with  confidence. 

consult  local  listing  for  time/ channel 


Thanks 
to  you,  I still 
have  a home. 

For  over  30  years,  Snrokey  has  been 
asking  you  to  be  careful  with  fire. 

During  that  time,  you’ve  helped  cut 
the  number  of  careless  fires  in  half. 


So  from  Smokey  Bear  and  all  of 
us  who  live  in  the  forest,  thanks  for 
listening.  And  keep  up  the  good  work. 
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World-Wide  Collector* 
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New  from  Lilly/Dista  Research 


NALFON’ 

fenqDrofen  calcium 

300-mg^  Pulvules® 


^dlSTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information  available  to  the  profession 
on  request. 

♦Present  as  345.9  mg.  of  the  calcium  salt  of  fenoprofen  dihydrate 
equivalent  to  300  mg.  fenoprofen. 


600091 


In  Defense  Of  The  Texas  Physician 


SURETY  CORPORATION  OF  AMERICA 

HOUSTON,  TEXAS 


PROFESSIONAL  LIABLITY  INSURANCE  IS  NOW  AVAILABLE  TO  QUALIFYING  TEXAS  PHYSICIANS  AND  SURGEONS  ON  A LIMITED 
BASIS.  TO  DETERMINE  YOUR  ELIGIBILITY.  CONTACT  OUR  MEDICAL  INSURANCE  DIVISION  FOR  NAME  OF  INSURANCE  AGENT 
NEAREST  YOU.  1-713—5  26-4  863. 


32 


TEXAS  MEDICINE 


COMING 

MEETINGS 


ROCKY  MOUNTAIN  CANCER  CONFERENCE 

The  30th  Annual  Rocky  Mountain  Cancer  Conference,  cospon- 
sored by  the  American  Cancer  Society,  Colorado  Division,  and  the 
Colorado  Medical  Society,  is  scheduled  for  Jul  16-17,  1976,  at  the 
Brown  Palace  Hotel  in  Denver.  The  theme  of  the  meeting  is  Con- 
tinuum of  Cancer  Care:  A Team  Effort.  A special  luncheon  will 
feature  speaker  Dr.  Richard  E.  Palmer,  President  of  the  Ameri- 
can Medical  Association.  There  is  no  registration  fee,  and  the 
meeting  has  been  approved  by  the  American  Academy  of  Fam- 
ily Physicians. 

Contact:  Rocky  Mountain  Cancer  Conference,  1809  E 18th  Ave, 
Denver  80218. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  COLLEGE  OF  PHYSICIANS, 
Thayer  Hospital,  Dean  Medical  Education 
Center,  Waterville,  Me,  Jul  12-17,  1976. 
Postgraduate  course  entitled  Topics  in  Clin- 
ical Hematology  and  Oncology:  Disorders 
of  the  Lymphoid  and  Plasma  Cells.  Co- 
sponsored by  American  Society  of  Hema- 
tology; American  Association  for  Cancer 
Education:  Colby  College,  Waterville,  Me; 
Mid-Maine  Medical  Center:  Main  Divi- 
sion, American  Cancer  Society.  Category 
I,  AMA  Physician’s  Recognition  Award. 
Contact;  Registrar,  Postgraduate  Courses, 
American  College  of  Physicians,  4200  Pine 
St,  Philadelphia  19104. 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 

NEW  MEXICO  CHAPTER 

The  19th  Annual  Ruidoso  Summer  Clinic  of  the  American  Acad- 
emy of  Family  Physicians,  New  Mexico  Chapter,  will  be  held 
Jul  19-22,  1976,  at  the  Inn  of  the  Mountain  Gods,  Mescalero, 
NM.  The  University  of  Arizona  College  of  Medicine  will  pro- 
vide the  scientific  portion  of  the  program. 

Contact:  AAFP,  New  Mexico  Chapter,  Box  456,  Sunland  Park, 
NM  88063. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE 

The  Seventh  International  Congress  of  Hypnosis  and  Psychoso- 
matic Medicine  will  meet  in  Philadelphia  Jul  1-3,  1976.  The 
meetings,  sponsored  by  the  University  of  Pennsylvania  and  the 
Institute  of  Pennsylvania  Hospital,  will  take  place  at  the  Mar- 
riott Hotel.  The  Society  for  Clinical  and  Experimental  Hypnosis 
and  the  American  Society  of  Clinical  Hypnosis  are  meeting  in 
conjunction  with  the  International  Congress.  Abstracts  from 
members  in  17  different  countries  have  been  submitted  for  the 
scientific  program.  In  addition  to  these  contributions,  a number 
of  major  symposia  are  scheduled. 


INSTITUTE  FOR  SEX  RESEARCH,  Sev- 
enth Annual  Summer  Program  in  Human 
Sexuality,  Bloomington,  Ind,  Jul  21-30, 
1976.  Lectures,  question  and  answer  ses- 
sions, panels,  and  informal  group  discus- 
sions covering  sex  behavior,  sociosexual  is- 
sues, sex  counseling,  special  sexual  problem 
areas.  Attitude  reassessment  workshop.  Reg- 
istration fee:  $800.  Contact:  Institute  for 
Sex  Research — Summer  Program,  416  Mor- 
rison Hall,  Indiana  University,  Blooming- 
ton, Ind  47401. 

INTERNATIONAL  BREAST  CANCER 
CONFERENCE,  Lucerne,  Switzerland,  Aug 
1-4,  1976.  20  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award:  30  cognates, 
American  College  of  Obstetricians  and 
Gynecologists.  Contact:  Physicians  As- 
sociated for  Continuing  Education,  Suite 
208  Uptown  Federal  Bldg,  6609  Reisters- 
town,  Rd,  Baltimore,  Md  21216. 

SOUTHERN  OBSTETRIC  AND  GYNE- 
COLOGIC SEMINAR,  INC,  Great  Smokies 
Hilton,  Asheville,  NC,  Jul  18-23,  1976.  Wel- 
coming cocktail  party  Sunday  afternoon. 
Symposium  on  human  sexuality  featuring 
Dr.  and  Mrs.  Jim  Semmens,  Drs.  Tom  Wise 
and  Jon  Meyer  of  Johns  Hopkins,  and  Dr. 
Robert  Greenblatt  of  Augusta,  Ga.  Annual 
cocktail  party  and  banquet.  Golf  tourna- 
ment. Contact:  Dr.  JS  Lancaster,  805  E 
32nd  St,  Austin  78706. 


Contact:  Seventh  International  Congress,  111  N 49th  St,  Box 
122,  Philadelphia  19139. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  29-30. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


JULY 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
NEW  MEXICO  CHAPTER,  Mescalero,  NM,  Jul  19-22, 
1976.  Box  466,  Sunland  Park,  NM  88063. 


AMERICAN  ASSOCIATION  FOR  REHABILITATION 
THERAPY,  INC,  Cleveland,  Jul  12-16,  1976.  Box  93, 
N Little  Rock,  Ark  72116. 

AMERICAN  CANCER  SOCIETY,  COLORADO  DIVI- 
SION, Denver,  Jul  16-17,  1976.  1809  E 18th  Ave,  Denver 
80218. 


AMERICAN  SOCIETY  OF  ORAL  SURGEONS,  Chicago, 
Jul  17-18,  1976.  211  E Chicago  Ave,  Ste  930,  Chicago 
60611. 

INDIANA  UNIVERSITY,  Institute  for  Sex  Research, 
Inc,  Bloomington,  Ind,  Jul  21-30,  1976.  416  Morrison 
Hall,  Indiana  University,  Bloomington,  Ind  47401. 

INSTITITTE  FOR  CONTINUING  EDUCATION,  Heidel- 
berg/Mainz/Hamburg, W Germany,  Jul  13-24,  1976.  2406 
Westwood  Ave,  Box  11083,  Richmond,  Va  23230. 

INTERNATIONAL  UROLOGY  CONGRESS,  Johannes- 
burg, South  Africa,  Jul  26-30,  1976.  c/o  Festivals  & 
Conventions  Trust  (Pty)  Ltd,  Box  61326,  Marshalltown, 
2107  Transvaal,  Rep  of  South  Africa. 

INTERNATIONAL  CONGRESS  OF  HYPNOSIS  AND 
PSYCHOSOMATIC  MEDICINE,  Philadelphia,  Jul  1-3, 
1976.  Dr.  Martin  T Ome,  The  Institute  of  Pennsylvania 
Hospital,  111  N 49th  St,  Philadelphia  19139. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
Colo,  Jul  23-24,  1976.  1764  Gilpin  St,  Denver,  Colo 
80210. 

SOUTHERN  OBSTETRIC  AND  GYNECOLOGIC  SEM- 
INAR, INC.  Asheville,  NC.  Jul  18-23,  1976.  Dr.  JS  Lan- 
caster, 805  E 32nd  St,  Austin  78705. 

■ TEXAS  REHABILITATION  ASSOCIATION,  Dallas, 
Jul  11-14,  1976.  Box  20040,  Dallas  76220. 


AUGUST 


■ AMERICAN  ASSOCIATION  OF  CLINICAL  CHEM- 
ISTS, Houston,  Aug  1-6,  1976.  1726  K St,  NW,  Wash- 
ington. DC  20006. 


AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  Boston,  Aug  7-12,  1976.  Box  230, 
Stockton,  Calif  96201. 

■ AMERICAN  PODIATRY  ASSOCIATION.  Dallas,  Aug 
12-17,  1976.  20  Chevy  Chase  Circle,  NW,  Washington, 
DC  20016. 

■ AMERICAN  SOCIETY  OF  PARASITOLOGISTS.  San 
Antonio,  Aug  22-27,  1976.  UT  Health  Science  Center  at 
Dallas,  Dallas  76236. 

ASPEN  MUSHROOM  CONFERENCE,  Aspen,  Colo,  Aug 
8-13,  1976.  1818  Gaylord  St,  Denver  80206. 


INTERNATIONAL  DOCTORS  IN  ALCOHOLICS 
ANONYMOUS,  Los  Angeles,  Aug  5-8,  1976.  Sec,  IDAA, 
1950  Volney,  Y’oungstown,  Ohio  44511. 

MEDICAL  WOMEN’S  INTERNATIONAL  ASSOCIA- 
TION, Tokyo,  Aug  22-28,  1976.  c/o  Japan  Medical  Wom- 
en’s Association,  19  Kawadacho,  Ichigayan,  Shinjuku-ku 
Tokyo. 

TRANSPLANTATION  SOCIETY.  New  York,  Aug  22-28, 
1976.  Felix  T Rapaport,  New  York  University  Medi- 
cal Center,  660  First  Ave  (Room  H-438),  New  York 
10016. 


SEPTEMBER 


AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  Los 
Angeles,  Sep  12-16,  1976.  1265  New  Hampshire  Ave 
NW,  Room  1030,  Washington,  DC  20036. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Boston,  Sep  20-23,  1976.  1740  W 92nd  St,  Kansas 

City,  Mo  64114. 

■ AMERICAN  ACADEMY  OF  MEDICAL  ADMINIS- 
TRATORS, Dallas,  Sep  19-20,  1976.  6 Beacon  St, 

Boston  02108. 

AMERICAN  CANCER  SOCIETY-NATIONAL  CANCER 
INSTITUTE,  St.  Louis,  Sep  20-22,  1976.  Dr.  Sidney  L 
Arje,  American  Cancer  Society,  777  ’Third  Ave, 
New  York  10017. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  New 
Orleans,  Sep  24,  1976.  3422  Bienville  St,  New 

Orleans  70119. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Dearborn,  Mich,  Sep  30-Oct  2,  1976.  4137  Erie 
St,  Willoughby,  Ohio  44094. 

AMERICAN  FRACTURE  ASSOCIATION,  Acapulco, 
Mexico,  Sep  6-10,  1976.  Box  10202,  Atlanta  30319. 

■ AMERICAN  HOSPITAL  ASSOCIATION,  Dallas,  Sep 
20-23,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Atlanta, 
Sep  19-23,  1976.  1700  18th  St,  NW,  Washington,  DC 
20009. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washing- 
ton, DC,  Sep  18-26,  1976.  20  N Wacker  Dr,  Chicago 
60606. 

AMERICAN  SOCIETY  OF  PLASTIC  & RECONSTRUC- 
TIVE SURGEONS.  Boston,  Sep  26-Oct  1,  1976.  29  E 
Madison  St,  Ste  807,  Chicago  60602. 

NATIONAL  ASSOCIATION  OF  NEIGHBORHOOD 
HEALTH  CENTERS,  INC,  Atlanta,  Sep  20-24,  1976. 
1626  I St,  NW,  Ste  408.  Washington,  DC  20006. 

SOCIETY  FOR  PEDIATRIC  RADIOLOGY,  Washing- 
ton, DC,  Sep  19-20,  1976.  c/o  Johns  Hopkins  Hos- 
pital, Baltimore  21205. 

■ TEXAS  MEDICAL  ASSOCIATION,  Fall  Conference, 
Austin,  Sep  17-19,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Bivd,  Austin  78701. 
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■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sep  23-25. 
1976.  Mary  E Greene,  1801  N Lamar  Blvd,  Austin 
78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Sep  29-Oct  1,  1976.  Drs.  Sergio  Henao 
and  Mae  F McMillan,  1300  Moursund  Ave,  Houston  77030. 


OCTOBER 


AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington, 
DC,  Oct  18-23,  1976.  6320  Pine  Ridge  Ave,  Cheyenne, 
Wyo  82001. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San 
Francisco,  Oct  31-Nov  6,  1976.  1828  L St,  NW,  Wash- 
ington, DC  20036. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IM- 
MUNOLOGY AND  ALLERGY,  Tuscon,  Ariz,  Oct  3-6, 
1976.  Box  912,  DTS,  Omaha  68101. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Certifica- 
tion examination.  Seven  cities  throughout  the  US,  Oct 
30-31,  1976.  Dr.  Nicholas  J Pisacano,  Exec  Dir-Sec,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington,  Ky  40606. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lanta, Oct  24-28,  1976.  911  Busse  Highway,  Park  Ridge, 
111  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS. 
New  Orleans,  Oct  12-14,  1976.  241  E Saginaw,  E Lansing, 
Mich  48823. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Oct  24-30,  1976.  299  Broadway,  New  York 
10007. 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct 
11-16,  1976.  66  E Erie  St,  Chicago  60611. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Bal 
Harbour,  Fla,  Oct  6-9,  1976.  20  S Quaker  Lane,  Alex- 
andria. Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY, 
Chicago,  October,  1976.  636  N Dearborn  St,  Chicago, 
60610. 

m AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Aus- 
tin, Lakeway  World  of  Tennis,  Oct  16-23,  1976.  Box  13, 
Alton,  111  62002. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  De- 
troit, Oct  6-10,  1976.  9660  Rockville  Pike,  Bethesda,  Md 
20014. 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION.  New 
Orleans,  Oct  7-10,  1976.  Box  708,  Kent,  Ohio  44240. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct  9-13,  1976.  616  Busse  Hv?y,  Park  Ridge, 
III  60068. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS. 
Los  Angeles,  Oct  16-22,  1976.  2100  W Harrison  St, 
Chicago  60612. 

■ AMERICAN  SOCIETY  FOR  MICROBIOLOGY,  Austin, 
Oct  6-8,  1976.  1913  I St,  NW,  Washington,  DC  20006. 


ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  Washington,  DC,  Oct  11-13, 
1976.  200  Berkeley  St,  Boston  02117. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Oct  31-Nov  4,  1976. 
10606  Concord  St,  Kensington,  Md  20796. 

GERONTOLOGICAL  SOCIETY,  New  York,  Oct  13-17, 
1976.  1 Dupont  Circle.  Ste  620,  Washington,  DC  20036. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY,  Wash- 
ington, DC,  Oct  17-23,  1976.  c/o  Dept  of  Pathology,  Uni- 
versity of  Indiana  Medical  Center,  Indianapolis  46202. 

INTERNATIONAL  ASSOCIATION  OF  SOCIAL  PSY- 
CHIATRY, Yugoslavia,  October,  1976.  Dr.  .lohn  J Carle- 
ton,  2323  Oak  Lane,  Santa  Barbara,  Calif  93105. 

INTERNATIONAL  CONGRESS  OF  ALLERGOLOGY. 
Buenos  Aires,  October,  1976.  Dr.  LL  Henderson,  Sec 
Gen,  Mayo  Clinic,  Rochester,  Minn  66901. 

INTERNATIONAL  FEDERATION  OF  GYNECOLOGY 
& OBSTETRICS,  Mexico  City,  October,  1976.  Av  Baja 
California  317-301,  Mexico  11  DF. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY, 
Amarillo,  Oct  2,  1976.  Box  3276,  Amarillo  79106. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, Oct  17-19,  1976.  Donald  C Jackson,  Exec  Dir.  1906 
N Lamar  Blvd,  Austin  78706. 


NOVEMBER 


AMERICAN  ACADEMY  OF  MAXILLOFACIAL  PROS- 
THETICS, San  Diego.  Calif,  Nov  8-10,  1976.  110  S Jerge 
Dr.  Elma,  NY  14069. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Newton,  Mass,  Nov  8-12,  1976.  430  N Michigan 
Ave,  Chicago  60611. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  San  Diego,  Calif,  Nov  7-12, 
1976.  30  N Michigan  Ave,  Ste  922,  Chicago  60602. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Tucson,  Ariz,  Nov  28-Dec  2, 
1976.  Box  912,  Omaha  68101. 

AMERICAN  BOARD  OF  PATHOLOGY.  Chicago,  Nov 
18-20,  1976.  1820  Exchange  Natl  Bank  Bldg,  610  N Flori- 
da Ave,  Tampa,  Fla  33602. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, San  Diego,  Calif,  Nov  7-12,  1976.  30  N Michigan 
Ave,  Ste  922,  Chicago  60602. 

AMERICAN  HEART  ASSOCIATION,  Miami  Beach.  Fla, 
Nov  15-19,  1976.  44  E 23rd  St,  New  York  10010. 

■ AMERICAN  SOCIETY  OF  CYTOLOGY.  Houston,  Nov 
3-6,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health  Sci- 
ences Center,  130  S Ninth  St.  Suite  1006,  Philadelphia 
19107. 

■ MD  ANDERSON  HOSPITAL  AND  TUMOR  INSTI- 
TUTE, Houston,  Nov  11-12,  1976.  Stephen  C Stuyck  or 
Dr.  Margaret  Davis,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston  77030. 
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MEDICAL.  SOCIETY  OF  THE  STATE  OF  NEW  YORK. 
New  York,  Nov  7-11,  1976.  420  Lakeville  Rd,  Lake  Suc- 
cess, NY  11040. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Guadalajara,  Mexico,  November,  1976.  c/o 
Virginia  Bryant,  333  W Thomas  Rd,  Phoenix,  Ariz  8B013. 

MEDICAL  SOCIETY  OF  VIRGINIA,  Williamsburg,  Va, 
Nov  4-7,  1976.  4205  Dover  Rd,  Richmond,  Va  23221. 

NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH, 
Philadelphia,  Nov  16-19,  1976.  1800  N Kent  St,  Arlington, 
Va  22209. 

NATIONAL  EYE  RESEARCH  FOUNDATION,  Las 
Vegas,  Nev,  Nov  7-11,  1976.  18  S Michigan  Ave,  Chicago 
60603. 

NATIONAL  KIDNEY  FOUNDATION,  Washington,  DC, 
Nov  17-21,  1976.  116  E 27th  St,  New  York  10016. 

NEW  YORK  STATE  SOCIETY  OF  DERMATOLOGY, 
New  York,  Nov  8,  1976.  420  Lexington  Ave,  Ste  443, 
New  York  10017. 

NEW  YORK  STATE  SOCIETY  OF  INTERNAL  MEDI- 
CINE, New  York,  Nov  10,  1976.  420  Lexington  Ave,  Ste 
443,  New  York  10017. 

PAN  AMERICAN  ASSOCIATION  OF  OTO-RHINO- 
LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY, 
New  Orleans,  Nov  7-11,  1976.  10921  Wilshire  Blvd,  Los 
Angeles  90024. 

PENNSYLVANIA  MEDICAL  SOCIETY,  Hershey,  Pa, 
Nov  3-5,  1976.  20  Erford  Rd,  Lemoyne,  Pa  17043. 

PUERTO  RICO  MEDICAL  ASSOCIATION,  Santurce, 
PR,  Nov  16-20,  1976.  1306  Fernandez  Juncos  Ave,  Box 
9387,  Santurce,  PR  00908. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA,  Chi- 
cago, Nov  28-Dec  3,  1976.  1 MONY  Plaza,  16th  Floor, 
Syracuse,  NY  13202. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov  8-11,  1976.  2601  Highland  Ave,  Birmingham,  Ala 
36205. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Dele- 
gates, Austin,  Nov  6-7,  1976.  C Lincoln  Williston,  Exec 
Dir,  1801  N Lamar  Blvd,  Austin  78701. 


DECEMBER 


AMERICAN  MEDICAL  ASSOCIATION.  Philadelphia, 
Dec  4-8,  1976.  536  N Dearborn  St,  Chicago  60610. 

AMERICAN  SOCIETY  OF  HEMATOLOGY,  Boston,  Dec 
3-5,  1976.  Dr.  Thomas  Bradley,  Sec,  Veterans  Admin- 
istration Hospital,  4150  Clement  St,  San  Francisco 
94121. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Las 
Vegas,  Nev,  Dee  12-16,  1976.  1516  N Lake  Shore  Dr, 
Chicago  60610. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  2-4,  1976.  Dr.  Reuben  H Adams,  Pres,  3630  Noble 
Ave,  Dallas  75204. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Puerto  Vallarta,  Mexico,  Nov  10-13,  1976. 
Mrs.  Virginia  E Bryant,  Exec  Sec,  333  W Thomas  Ed, 
Suite  207,  Phoenix,  Ariz  85013. 
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help  make 

COLACE'the 

most  widely  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation  > 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


One  contains  aspirin 
One  doesn’t. 


Darvocet-N^lOO 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon” 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Adjunctive  treatment 
of  life-threatening  emergencies 
with  oxygen  under  high  pressure 

Donald  F.  McDonald,  MD 


When  combined  with  conventional  methods 
of  treatment,  administration  of  oxygen  at 
high  pressure  is  useful  adjunctive  therapy 
which  may  improve  results  in  patients  with 
air  embolus,  carbon  monoxide  poisoning, 
and  gas  gangrene.  Facilities  and  trained 
medical  teams  are  readily  available  at 
many  military  bases  and  medical  centers 
(Fig  1).  Prompt  recognition  of  these  special 
life-threatening  emergencies,  and  prompt 
treatment  with  appropriate  conventional 
therapies  and  with  hyperbaric  oxygen,  may 
save  lives  and  reduce  sequelae. 

Air  Embolism 

Air  embolus  may  develop  at  the  time  of 
injuries  to,  or  surgery  on,  the  head,  neck, 
heart,  or  lungs;  as  an  accident  of  intraven- 
ous therapy  or  venesection;  duringair  in- 
sufflation, as  in  retroperitoneal  air  study; 
pneumothorax;  pneumoperitoneum;  Ru- 
bin’s test  of  tubal  patency;  at  the  time  of 
hemodialysis  for  renal  failure;  and  follow- 
ing blast  injury  to  the  lungs.  Diving  acci- 
dents resulting  in  inappropriate  rates  of 
ascent  lead  to  bubble  formation  with  result- 
ant air  embolism.  Fligh-altitude  aircraft 
accidents  that  subject  the  crew  to  rapid  de- 
compression may  result  in  air  embolism. 

Typical  symptoms  of  venous  air  embo- 
lism consist  of  substernal  pain,  dyspnea, 
and  syncope.  Findings  include  dyspnea, 
cyanosis,  cardiovascular  collapse,  and  the 
typical  “mill  wheel’’  murmur  of  right  ven- 
tricular contraction  on  air  bubbles.  Conven- 
tional treatment  includes  placingthe  pa- 
tient in  the  left  lateral  position  (right  side 
up)  described  by  Durant.^  With  the  patient 
supine  or  with  the  left  side  up,  the  air 
obstructs  the  right  ventricular  outflow  tract. 
In  the  Durant  position,  the  air  trap  is  re- 
lieved as  the  right  ventricle  churns  the 
bubble  into  froth  and  pumps  it  intothe  pul- 
monary arteries.  Closed-chest  resuscita- 


tion should  be  employed  as  necessary.  Oxy- 
gen administered  through  a tight-fitting 
face  mask,  intravenous  administration  of 
dexamethasone  to  combat  cerebral  edema, 
and  intravenous  administration  of  heparin 
and  dextran  to  enhance  the  microcircula- 
tion are  conventional  useful  treatment  mo- 
dalities. Aspiration  of  the  air  bubble  from 
the  right  ventricle  may  be  attempted.  These 
conventional  methods  of  treatment  reduce 
the  mortality  rate  from  93%  to33%.2 
Administration  of  100%  oxygen  at  high 
pressure  in  a decompression  chamber  can 
improve  the  results  of  conventional  treat- 
ment. In  a series  of  nine  patients  who  re- 

1.  Hyperbaric  chambers  in  Texas. 


J & J Marine 
PO  Box  4117 
Pasadena,  TX  77501 
713-487-0990 

Southwest  Research  Institute 
8500  Culebra  Road 
San  Antonio,  TX  78228 
512-684-2000,  Ext  435 

USAF  School  of  Aerospace  Medicine 
Brooks  Air  Force  Base,  TX  78235 
512-536-3278,  240-3278 

Blue  Water  Industries 
Corpus  Christi,  TX  78409 
512-883-7207,  945-1285 

Marine  Biomedical  Institute 
Galveston,  TX  77550 
713-765-2101,  765-1521 

The  Ocean  Corporation 
2120  Peckham  Street 
Houston,  TX  77019 
713-526-8957,  493-3299 

Mission  & Test  Support  Section 
Lyndon  Baines  Johnson  Space  Center 
NASA 

Houston,  TX  77058 
713-483-4111,  483-4658 
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ceived  200  to  500  ml  of  intravenous  air 
during  extracorporeal  hemodialysis,  Bas- 
kin and  Wozniak^  reported  no  deaths,  de- 
spite the  delay  of  three  hours  in  treatment 
of  one  patient.  Eight  patients  had  a pro- 
nounced relief  of  symptoms  in  10  minutes 
at  6 atmospheres  (atm).  Early  symptomatic 
improvement  at  6 atm  is  caused  by  a de- 
crease in  bubble  size  to  20%  of  the  volume 
and  55%  of  the  diameter  at  1 atm.  Breath- 
ing oxygen  at  6 atm  is  not  advisable  be- 
cause oxygen  at  that  pressure  is  toxic. 

Once  the  symptoms  have  abated  with  the 
patient  breathing  air  at  6 atm,  the  pressure 
can  be  lowered  to  3 atm.  At  this  pressure, 
100%  oxygen  can  be  safely  administered 
using  a tight-fitting  face  mask,  which  gives 
97%  oxygen  in  the  nostril.  Breathing 
100%  oxygen  rapidly  lowers  the  amount 
of  dissolved  nitrogen  in  the  serum  and 
thereby  effects  a large  gradient  that  favors 
solution  of  the  nitrogen,  which  constitutes 
79%  of  the  gas  in  the  bubble.  In  addition, 
oxygen  breathing  reduces  cerebral  edema, 
increases  oxygenation  of  tissues,  and  im- 
proves blood  flow. 

A typical  hyperbaric  treatment  for  air 
embolism,  regardless  of  cause,  would  con- 
sist of  rapid  compression  to  6 atm,  air 
breathing  for  15  minutes  during  which  time 
symptoms  are  relieved,  ascent  to  2.8  atm, 
40  minutes  of  breathing  100%  oxygen, 

30  minutes  of  gradual  ascent  to  2 atm 
while  breathing  oxygen,  30  minutes  at  2 
atm  of  which  10  minutes  are  spent  breath- 
ingairto  reduce  likelihood  of  oxygen  tox- 
icity, and  30-minute  ascent  to  atmospheric 
pressure  while  breathing  oxygen.  Total 
time  is  two  hours  and  34  minutes.  Repeat- 
ed hyperbaric  oxygen  treatment  is  seldom 
necessary,  for  one  treatment  removes  the 
bubbles.  If  treatment  has  been  delayed,  a 
longer  period  of  compression  and  oxygen 
breathing  may  be  necessary.^'® 


When  should  a patient  who  has  symp- 
toms and  findings  of  air  embolism  be 
treated  with  hyperbaric  oxygen?  Anytime 
such  a patient  fails  to  obtain  complete, 
prompt,  symptomatic  and  objective  im- 
provement in  response  to  the  conventional 
methods,  he  should  be  considered  a candi- 
date for  hyperbaric  treatment.  He  should 
be  transported  promptly  by  surface  trans- 
portation, low-flying  helicopter,  or  pressur- 
ized plane  to  a hyperbaric  treatment  facil- 
ity. After  how  long  a delay  is  hyperbaric 
treatment  of  no  avail?  Although  results  of 
hyperbaric  treatment  are  more  prompt  and 
complete  when  given  early,  pronounced 
improvement  is  often  experienced  even 
after  treatment  delays  of  three  hours.  In 
one  instance,  unexpectedly  good,  but  not 
complete,  improvement  in  central  nervous 
system  symptoms  were  observed  28  hours 
after  accidental  air  embolism  from  vene- 
section in  a patient  with  an  intraventricular 
septal  defect.® 

Carbon  Monoxide 

Carbon  monoxide  poisoning  resulting  from 
inhalation  of  coal  or  natural  gas  fumes 
from  space  heaters,  and  exhaust  from  in- 
ternal combustion  engines  may  cause  death 
by  anoxia.  Hemoglobin  is  made  unavail- 
able for  oxygen  transport  by  the  formation 
of  carboxyhemoglobin.  Carbon  monoxide 
has  an  affinity  for  hemoglobin  250  times 
greater  than  oxygen.  The  dissociation  curve 
of  oxyhemoglobin  is  shifted  to  the  left,  that 
is,  oxygen  is  more  firmly  bound  to  hemo- 
globin, the  gradient  is  increased,  and  the 
level  of  tissue  oxygen  is  rendered  danger- 
ously low.  In  addition,  carbon  monoxide 
appears  to  have  a direct  myocardial  toxicity 
demonstrable  by  electrocardiogram  in  pa- 
tients with  carboxyhemoglobin  levels  ex- 
ceeding25%. 
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The  symptoms  of  carbon  monoxide  in- 
toxication are  headache,  confusion,  and 
disorientation  ending  in  coma.  The  “cherry 
red  lips”  of  classical  carbon  monoxide 
poisoningare  seldom  seen.  The  early  mani- 
festations of  tachycardia,  hyperactive  ten- 
don ref lexes  with  clonus,  and  positive 
Babinski  signs  are  replaced  by  tachypnea 
resultingfrom  acidosis,  fixed  pupils,  are- 
flexia,  coma,  and  failure  to  respond  to  pain- 
ful stimuli.  Cardiovascular  collapse  is  rare. 

Emergency  treatment  of  a patient  sus- 
pected of  carbon  monoxide  poisoning  in- 
cludes removal  of  the  victim  from  the 
source  of  poisoning,  administration  of 
100%  oxygen  by  tight-fitting  face  mask, 
and  immediatetransportationtoa  hospital 
where  hyperbaric  treatment  is  available. 

If  carboxyhemoglobin  values  are  below 
25%  and  the  victim  has  no  central  nervous 
system  symptoms  except  for  headache, 
100%  oxygen  by  face  mask  will  be  defini- 
tive therapy.  If  the  carboxyhemoglobin 
value  exceeds  25  % or  if  the  patient  has 
central  nervous  system  symptoms,  hyper- 
baric oxygen  treatment  is  indicated. 

The  advantages  of  oxygen  under  high 
pressure  are  several:  Breathing  100%  oxy- 
gen at  3 atm  immediately  corrects  the 
hypoxia  because  of  increased  dissolved 
oxygen  in  the  plasma.  Second,  the  time  to 
eliminate  half  of  the  carbon  monoxide  in 
the  blood  is  reduced.  The  half  elimination 
time  at  1 atm  is  80  minutes,  whereas  at  3 
atm  it  is  23  minutes.^  Untreated  patients 
with  carboxyhemoglobin  levels  of  66%  or 
greater  do  not  survive.  T reatment  with 
hyperbaric  oxygen  has  cured  victims  with 
80%  carboxyhemoglobin.  In  addition, 

ECG  abnormalities  promptly  revert  to  nor- 
mal during  treatment. 

Atypical  hyperbaric  oxygen  treatment 
for  carbon  monoxide  poisoning  consists  of 
100%  oxygen  breathing  by  tightly  fitting 


face  mask  at  3 atm  for  60  minutes.  Longer 
treatment  or  repeated  treatments  may  be 
required  if  there  has  been  considerable 
delay  or  if  there  is  severe  cerebral  edema. 

Sequelae  of  carbon  monoxide  poisoning 
are  related  to  the  magnitude  of  exposure. 
Myocardial  hemorrhages  and  focal  areas 
of  myocardial  necrosis  are  seen  in  fatal 
cases.  Persistent  post-treatment  ECG 
changes  indicate  the  need  for  bed  rest  until 
the  ECG  becomes  normal.'^  Central  ner- 
vous system  damage  with  permanent  im- 
pairment of  memory  and  deterioration  of 
personality  is  more  likely  to  occur  in  those 
victims  who  have  more  severe  impairment 
of  consciousness  at  first  evaluation.  Only 
12%  of  63  patients  showed  improvement 
after  three  years.  Most  of  these  patients, 
however,  did  not  receive  intensive  treat- 
ment.® 

Gas  Gangrene 

Adjunctive  high  pressure  oxygen  treatment 
of  patients  with  gas  gangrene  has  been 
known  to  be  of  value  for  15  years,  but  only 
a fraction  of  the  cases  are  so  treated  owing 
to  the  lack  of  knowledge  on  the  part  of 
primary  physicians  and  surgeons.  Gas  gan- 
grene commonly  follows  grossly  contami- 
nated compound  fractures,  and  presents  a 
painful,  swollen,  copper-colored  extremity 
with  dark  red-blue  blisters.  Cellulitis  proxi- 
mal to  the  injury  may  progress  rapidly.  The 
patient  is  febrile,  septic,  obtunded,  hypo- 
tensive, and  oliguric.  There  may  or  may  not 
be  crepitus.  Hemolysis  may  be  severe  with 
low  hematocrit.  Gram  stains  and  anaerobic 
cultures  from  the  wound  establish  the  diag- 
nosis. Supportive  treatment  for  shock, 
polyvalent  antitoxin,  tetanus  antitoxin,  and 
massive  doses  of  sodium  penicillin  are 
customary.  Potassium  penicillin  should  be 
avoided  as  most  patients  have  hyperkale- 
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mia.  Amputation  may  not  be  adequate 
treatment  because  it  fails  to  remove  all  of 
the  damaged  tissue.  Where  the  diagnosis  of 
clostridial  sepsis  is  suspected,  treatment 
with  oxygen  under  high  pressure  should 
be  considered  in  all  patients. 

Beneficial  effects  of  oxygen  under  high 
pressure  include  removal  of  interstitial 
gas,  improved  circulation  to  tissues,  and 
rapid  susidence  of  the  edema.  The  most 
striking  beneficial  effect,  however,  is  on  the 
toxicity  and  fever,  which  often  respond 
dramatically.  Studies  in  vitro  have  shown 
that  an  oxygen  pressure  of  250  mm  Hg 
stops  the  production  of  alpha  toxin  by  the 
bacteria.  While  the  subject  is  breathing 
100%  oxygen  at  3 atm,  interstitial  oxygen 
pressure  has  been  found  to  be  330  mg  Hg.® 
In  cases  of  sepsis,  high-pressure  oxygen 
treatment  given  before  surgical  debride- 
ment or  amputation  makes  the  patient  a 
better  candidate  for  surgery  and  may  save 
some  limbs. 

A typical  course  of  treatment  for  gas 
gangrene  consists  of  three  90-minute 
treatments  at  3 atm  with  100%  oxygen  by 
face  mask  in  the  first  24  hours,  and  four 
additional  similartreatments  in  the  next 
three  days.  Usually  the  patient  becomes 
afebrile  and  recovers  from  sepsis  by  the 
third  treatment.  Best  survival  statistics,  up 
to  100%,  attend  treatment  before 30 
hours  have  elapsed  from  onset  of  systemic 
toxicity.  Late  treatment  when  the  patient  is 
moribund  and  in  shock  has  little  merit.  In 
a review  of  267  cases  in  the  literature, 

Davis  and  associates  report  an  overall  mor- 
tality rate  of  23%,  with  a 9%  mortality  in 
those  patients  considered  salvageable  at 
the  time  of  initiating  treatment.  Whereas 
amputation  in  clostridial  myonecrosis  of 
extremities  is  often  necessary,  nearly  one- 
third  of  patients  were  spared  loss  of  limb 
in  Davis’  series.^® 


Gangrene  of  perineal  and  genital  tissues 
due  to  anaerobic  or  mixed  infections,  some- 
times referred  to  as  Fournier’s  gangrene 
or  necrotizing  fasciitis,  occurs  in  the  el- 
derly, the  diabetic,  or  in  patients  with 
predisposing  focal  sources  of  infection 
such  as  urethral  stricture  or  perirectal 
abscess.  The  patients  present  with  local 
inflammatory  changes  which  progress  to 
violaceous  discoloration,  bleb  formation, 
and  gangrene.  Progressive  cellulitis  ex- 
tends the  involvement,  which  may  travel  to 
the  abdomen  or  buttocks.  A febrile  septic 
course  may  lead  to  death  in  40%  to  70% 
of  patients  receiving  conventional  antibac- 
terial therapy  and  debridement.  Early  rec- 
ognition of  the  condition,  with  conventional 
and  hyperbaric  oxygen  treatment  on  the 
gas  gangrene  schedule,  effects  cessation  of 
the  advancing  cellulitis,  resolution  of  the 
edema,  and  improvement  in  the  vascularity 
of  the  discolored  tissues.  The  area  of 
gangrene  will  be  much  diminished  and 
mortality  reduced  overthat  customarily 
seen.ii'^®  Early  treatment  should  be  given 
before  extensive  tissue  loss  occurs.^® 

Acute  Blood  Loss  Anemia 

When  massive  blood  loss  or  acute  hemo- 
lytic anemia  occurs  and  blood  transfusions 
are  refused  or  are  hazardous,  100%  oxy- 
gen at  3 atm  can  provide  adequate  oxygen- 
ation of  tissues  by  increasing  the  dissolved 
oxygen  in  plasma  to  6.3  vol  % for  most 
organs. In  several  patients  so  treated,  ex- 
cellent results  were  achieved  despite  their 
initial  hemoglobin  levels  of  2.2  and  3.0 
gm/100  ml.^®'^® 

Hyperbaric  oxygen  treatment  is  not  with- 
out risk,  but  current  treatment  plans  pre- 
vent the  development  of  pulmonary  and 
central  nervous  system  oxygen  toxicity  by 
limitingthe  depth  at  which  100%  oxygen 
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is  given  to  3 atm  or  less,  and  the  time  to 
90  minutes  at  3 atm  ortwo  hours  at  2 atm.. 
In  addition,  in  compressed  air  chambers, 
periods  of  air  breathing  are  given  at  20-  to 
30-minute  intervals  to  further  reduce  the 
pulmonary  toxicity  of  oxygen.  If  the  patient 
is  unableto  equalize  middle  ear  pressure 
when  pressure  is  increased  in  the  cham- 
ber, or  if  he  is  unconscious,  myringotomies 
are  performed  to  prevent  perforations  of 
tympanic  membrane.  Decompression  sick- 
ness in  physicians  attending  the  patient  is 
prevented  by  adhering  to  standard  Navy  de- 
compression schedules. 

Absolute  contraindications  to  hyperbaric 
oxygen  treatments  are  untreated  pneu- 
mothorax, acute  viremia,  spherocytosis, 
and  untreated  malignancy.  Relative  contra- 
indications are  bronchospastic  disease, 
acute  sinusitis,  convulsive  disorder,  and 
pregnancy. 

It  must  be  emphasized  that  high  pres- 
sure oxygen  treatment  is  adjunctive  to 
other  standard  methods  of  treatment.  It 
does  not  replace  them.  Therefore,  before 
and  after  hyperbaric  oxygen  treatments, 
these  patients  must  be  given  constant,  in- 
tensive treatment  appropriate  to  their  con- 
ditions. 
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Congestive  heart  failure  in  the  fetus 
and  during  the  first  day  of  life 


Alvin  E.  Rodin,  MD;  Myron  M.  Nichols,  MD 

Except  in  severe  cases  of  hydrops  fetalis, 
congestive  heart  failure  in  the  fetus  and 
duringthe  first  day  of  life  is  an  uncommon 
event.  The  relatively  few  congenital  cardiac 
anomalies  reported  with  heart  failure  dur- 
ingthefirst  24  hours  of  life  include  pul- 
monary atresia  with  hypoplasia  of  the 
right  side  of  the  heart, isolated  congenital 
insufficiency  of  the  pulmonary  valve, pre- 
mature closure  of  the  foramen  ovale, 
atresia  of  the  aortic  valve, and  tricuspid 
anomalies. 28 

We  have  investigated  three  cases  of 
heart  failure  associated  with  tricuspid  in- 
sufficiency, two  in  the  first  24  hours  after 
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birth  and  one  in  a stillborn  infant.  Two  pla- 
centae were  examined  and  found  to  be  con- 
siderably largerthan  normal. 

Case  Reports 

Case  1;  This  premature  male  infant  was 
transferred  to  The  University  of  Texas  Med- 
ical Branch  Hospital  at  8 hours  of  age;  cya- 
nosis had  begun  at  age  3 hours.  Birth 
weight  was  2,630  gm  and  length  49  cm.  On 
physical  examination  a markedly  enlarged 
heart,  a single  second  sound,  dyspnea,  in- 
spiratory rales,  an  enlarged  liver,  and  a 
single  umbilical  artery  were  found.  Pulmo- 
nary atresia  was  diagnosed  at  cardiac  cath- 
eterization. A balloon-septostomy  was 
performed,  following  which  atrial  fibrilla- 


1.  Heart  jtom  case  1 opened  through  the  tricuspid 
valve.  Attached  at  the  dilated  valve  ring  are  incom- 
pletely differentiated  leaflets  showing  irregularly 
thickened  distal  edges  which  are  attached  to  the 


endocardium  by  short  chordae  tendineae.  The  di- 
lated atrium  above  contains  a fossa  ovalis  with  a 
large  opening  created  by  balloon  septostomy  on  the 
right,  and  a small  patency  on  the  left. 
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tion  developed  and  the  infant  died  at  17 
hours  of  age.  No  information  was  received 
about  the  placenta. 

At  autopsy,  the  heart  was  transverse  in 
position,  occupying  80%  of  the  transverse 
thoracic  diameter,  with  the  right  atrium 
constituting  50%  of  the  heart.  The  right 
atrium  was  paperthin  and  the  tricuspid 
ring  was  dilated  (1.6  cm  in  diameter).  The 
foramen  ovale  was  large,  with  a tear  in  the 
valve  flap.  The  tricuspid  valve  showed  in- 
complete differentiation  of  its  leaflets  with 
small  irregular  nodules  on  the  surface  (Fig 
1),  and  the  leaflets  were  adherent  to  the 
septum.  The  right  ventricle  was  dilated  and 
hypertrophied.  The  pulmonary  trunk  was 
hypoplastic,  measuringonly  0.5  cm  in  di- 
ameter. The  ductus  arteriosus  was  only  0.3 
cm  in  diameter,  and  the  pulmonary  valve 
was  atretic. 

Case  2:  This  newborn  male  was  delivered 


2.  Heart  from  case  2,  opened  through  the  tricuspid 
valve.  There  is  a suggestion  of  only  two  valve  leaf- 
lets. The  right  leaflet  is  adherent  to  underlying  en- 
docardium, barely  permitting  passage  of  the  probe. 
The  distal  margin  of  the  left  leaflet  has  several 
nodularities  and  is  attached  by  short  chordae 
tendineae. 


after  an  uncomplicated  36-week  pregnancy 
in  a gravida  2,  27-year-old  black  female. 
Birth  weight  was  3,100  gm  and  length  48.5 
cm.  At  birth,  signs  of  heart  failure  includ- 
ed respiratory  distress,  tachycardia,  en- 
larged heart  and  liver,  peripheral  edema 
and  ascites.  Cardiac  catheterization  was  in- 
conclusive. He  was  digitalized  but  died  at 
32  hours  of  age. 

At  autopsy,  the  heart  was  50%  above 
the  expected  weight.  The  right  atrium  was 
dilated  (Fig  2).  The  tricuspid  valve  had 
short  butthin  chordae  tendineae,  and  the 
septal  leaflet  was  partly  adherent.  There 
were  nodularities  near  the  free  edge  of  the 
leaflets.  A moderate  degree  of  endocardial 

3.  Heart  from  case  3 opened  through  the  tricuspid 
valve.  The  atrium  is  hugely  dilated.  Attached  to  the 
dilated  tricuspid  ring  is  a leaflet  structure  which 
is  not  differentiated  into  irtdividual  leaflets,  is  ad- 
herent to  underlying  endocardium,  is  generally 
thicker  than  normal,  and  is  attached  to  short  chor- 
dae tendineae.  The  black  probe  in  the  right  ventri- 
cle is  inserted  through  a ventricular  septal  defect. 
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fibroelastosis  of  the  left  ventricle  was  also 
present. 

The  placenta  weighed  1,270  gm,  over 
twice  the  normal  expected  weight.  How- 
ever the  fetal,  maternal,  and  cut  surfaces 
were  not  unusual.  Sections  of  the  placenta 
contained  normal  villi  with  an  average  of 
fourto  six  capillaries  in  each.  Some  con- 
gestion was  apparent.  Marked  hypertrophy 
and  hyperplasia  of  the  islets  of  Langerhans 
suggested  an  associated  maternal  diabetes 
mellitus. 

Case  3:  A female  stillborn  infant  weigh- 
ing 2,930  gm  and  measuring48.4  cm  in 
length  was  delivered  after  37  weeks’  gesta- 
tion to  a 20-year-old  Rh-positive  primipara. 
No  other  blood  group  studies  were  avail- 
able. In  the  last  trimester  of  pregnancy,  the 
mother  had  gained  5.4  kg  (12  lb),  and  al- 
buminuria, edema,  and  mild  hypertension 
had  developed.  The  fetus  had  hydrops  with 
generalized  subcutaneous  edema,  ascites, 
and  pleural  effusions.  The  right  atrium  was 
dilated  and  the  tricuspid  valve  was  incom- 
pletely differentiated  (Fig  3).  There  were 
nodularities  of  the  leaflets  with  short 
chordae  tendineae  and  adherence  to  the 
septum.  A 3-mm  ventricular  septal  defect 
in  the  membranous  portion  was  also  pres- 

4.  Placental  villus  from  case  3.  A cross  section  of 
this  large  villus  contains  at  least  30  vessels,  as  com- 
pared to  only  4 to  6 normally.  X 200. 


ent.  Nucleated  red  blood  cells  were  not 
present  in  the  blood  vessels,  and  the  de- 
gree of  extramedullary  hematopoiesis  in 
the  liver  was  consistent  with  the  age  and 
size  of  the  fetus. 

The  placenta  was  heavy,  weighing  620 
gm.  Many  of  the  villi  were  large  histologic- 
ally, and  all  contained  a greatly  increased 
number  of  vessels,  ranging  from  10  to  45 
(Fig  4).  These  villal  vessels  were  well  de- 
marcated and  were  filled  with  non-nucle- 
ated  red  blood  cells. 

Discussion 

The  hearts  in  these  three  patients  have 
congenital  tricuspid  insufficiency  with 
changes  described  by  Becker^  as  tricuspid 
dysplasia  without  downward  displacement 
of  the  valve.  In  most  cases  of  congenital 
heart  disease,  heart  failure  does  not  occur 
before  or  immediately  at  birth  because 
communications  exist  atthe  atrial  or  ven- 
tricular levels  or  via  the  patent  ductus  ar- 
teriosusto  provide  the  pulmonary  circula- 
tion with  enough  blood  for  survival  in 
utero.29  Rowe^®  has  suggested  that  failure 
in  the  neonate  with  tricuspid  regurgitation 
may  result  from  volume  overloading. 

Congenital  anomalies  of  the  tricuspid 
valve  that  may  produce  heart  failure  in  the 
first  day  of  life  are  Ebstein’s  anomaly,2f*  and 
an  unguarded  tricuspid  valve  with  a normal 
orifice  between  the  right  atrium  and  ventri- 
cle, but  no  tricuspid  valvulartissue.^'^ 

T ricuspid  regurgitation  in  the  fetus  may 
also  result  from  deformed  but  normally  sit- 
uated leaflets. 2®  The  onset  of  heart  failure 
in  tricuspid  insufficiency  may  be  delayed 
until  after  infancy, but  nine  cases  of 
congenital  tricuspid  insufficiency  with 
failure  duringthe  first  day  of  life  have 
been  reported. Of  these,  one 
was  in  a stillborn,^  five  were  apparent  at 
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birth and  three  became  evident 
during  the  first  day  of  life.^-^^  The  age  at 
time  of  death  ranged  from  five  minutes  to 
six  months.  Four  cases  also  had  some 
irregular  development  of  mitral  valve  leaf- 
lets,and  one  each  a triple  orifice  of 
the  inferior  vena  cava,^  anomalous  position 
of  the  atrial  septum, hypertrophy  of  the 
septal  band,!**  and  an  atrial  septal  defect.^® 
The  only  patient^^  with  significant  extra- 
cardiac anomalies  had  Down’s  syndrome. 

Congestive  heart  failure  in  the  fetus  and 
at  birth  is  not  limited  to  patients  with  con- 
genital heart  disease.  In  hydrops  fetalis 
due  to  hemolytic  disease  of  the  newborn, 
anasarca  may  be  the  result  of  heart  failure 
and  hypoalbuminemia.2®  Hypervolemia  re- 
sulting from  twin-to-twin  placental  trans- 
fusion, 21  septicemia  during  or  shortly  after 
birth  with  purulent  pericarditis, intra- 
uterine infection  with  coxsackievirus, i®  and 
primary  isolated  endocardial  fibroelasto- 
sis®® have  been  associated  with  heart  fail- 
ure in  the  first  day  of  life.  Infarcts  of  the 
heart  are  extremely  rare  in  the  newborn, 
but  have  been  reported  to  cause  neonatal 
heart  failure®  as  well  as  intrauterine  atrial 
tachycardia  and  flutter.®®-®® 

Metabolic  disorders  causing  neonatal 
heart  failure  include  hyperthyroidism  with 
exophthalmic  goiter  in  infants  born  of 
mothers  with  thyrotoxicosis,^®  neonatal  hy- 
poglycemia not  associated  with  maternal 
diabetes,®  and  neonatal  hypocalcemia.®® 
Extracardiac  developmental  vascular 
anomalies,  acting  as  arteriovenous  shunts, 
result  in  increased  cardiac  output  and  early 
cardiac  failure.  Most  of  the  arteriovenous 
congenital  fistulas  reported  have  been 
cerebral, ®i  ®®  but  a fistula  between  the  sub- 
clavian artery  and  the  innominate  vein,^® 
and  another  between  the  epigastric  artery 
and  the  umbilical  vein®®  have  been  report- 
ed. Large  hemangiomas  of  the  liver  also 


have  been  associated  with  heart  failure  in 
the  newborn,®’®^  and  there  has  been  one  re- 
port of  neonatal  cardiac  failure  with  a 
hemangioendothelioma  of  the  pelvis.®® 

In  our  stillborn,  placentomegaly  was 
consistent  with  an  unusual  condition  that 
was  called  placental  hypertrophy  by  Pot- 
ter®® and  diffuse  chorangiomatosis  by 
Benirschke.®  The  possible  relationships  be- 
tween this  placental  abnormality  and  heart 
failure  are:  (1)  They  may  be  coincidental; 
(2)  chorangiomas  may  act  as  arteriovenous 
aneurysms  or  fistulas  in  producing  cardio- 
megaly  or  failure;  (3)  the  volume  overload- 
ing of  the  heart  may  result  in  dysplastic  de- 
velopment of  tricuspid  leaflets;  or  (4)  fetal 
cardiac  failure  may  stimulate  the  prolifera- 
tion of  capillaries  within  villi. 

Summary 

Three  cases  of  congenital  tricuspid  insuf- 
ficiency with  heart  failure  are  reported,  one 
in  a fetus  and  two  during  the  first  day  of 
life.  Atresia  of  the  pulmonary  valve  was 
found  in  one  infant;  endocardial  fibroelas- 
tosis in  another.  The  placenta  of  the  still- 
born showed  diffuse  chorioangiomatosis, 
suggesting  a possible  relationship  between 
fetal  heart  failure  and  placental  changes. 
Heart  failure  occurring  in  the  fetus  or  in  the 
first  24  hours  after  birth  is  relatively  un- 
common and  requires  a combination  of  ab- 
normalities to  exceed  normal  compensa- 
tory mechanisms;  however,  tricuspid  insuf- 
ficiency alone  may  be  sufficient. 
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Cardiac  trauma 


Ernesto  C.  Ching,  MD 

Injuries  to  the  heart,  resultingfrom  phys- 
ical assaults  and  motorvehicle  accidents, 
are  relatively  common  in  our  urban  society. 
Most  surgeons  will  be  confronted  by  such 
injuries  at  some  point  in  their  practice.  The 
usual  management  ranges  from  observa- 
tion with  repeated  pericardiocentesis  for 
cardiac  tamponade  to  immediate  thora- 
cotomy. At  the  University  of  Mississippi 
Medical  Center,  a moderate  approach  was 
maintained  overthe years,  providinggen- 
eral  support  with  pericardiocentesis  if 
signs  of  pericardial  tamponade  developed. 
Nevertheless,  immediate  thoracotomy  was 
usually  performed  if  two  pericardial  taps 
did  not  provide  lasting  improvement.^ 

In  recent  years,  reports  from  several 
centers  showed  that  better  results  were 
obtained  with  immediate  thoracotomy^-^ 
and  direct  repairof  the  cardiac  wound  than 
with  nonoperative  treatment,  which  was  the 
standard  procedure  in  managingthese 
lesions  before  the  middle  1950’s.  The 
records  of  50  consecutive  cases  from  the 
University  of  Mississippi  Medical  Center, 
treated  during  the  past  16  years,  are  pre- 
sented to  demonstrate  our  present  ap- 
proach. 

Materials  and  Methods 

Fifty  cases  of  cardiac  trauma,  treated  from 
1956  to  June  1973,  were  reviewed  and  the 
data  are  presented.  There  were  40  males 
and  10  females,  with  ages  rangingfrom  4 
to  70  years.  Forty-two  patients  were  black 
and  eight  were  white.  The  majority  of  cases 
were  encountered  in  the  past  five  years, 
accounting  for  more  than  seven  cases  per 
year. 

Discussion:  Mortality  and  Morbidity 

There  were  seven  deaths  in  the  series;  the 
14%  mortality  approximates  the  national 


average. The  majority  of  injuries  were 
inflicted  by  knives  (more  than  50%),  fol- 
lowed in  frequency  by  low-velocity  missiles 
(26%),  and  the  remainder  by  motorve- 
hicle accidents,  shotgun,  and  ice  pick.  The 
higher  mortality  associated  with  motor 
vehicle  accidents  indicates  the  effect  of 
multiple  injuries  (Fig  1). 

Mortality  is  also  directly  correlated  with 
the  blood  pressure  recorded  on  admission 
to  the  emergency  room.  All  patients  with 
stable  blood  pressure  on  admission  sur- 
vived; of  23  patients  with  borderline  blood 
pressure  on  admission  (systolic  60-90  mm 
Hg),  two  died;  and  of  12  patients  admitted 
with  no  blood  pressure  obtainable,  5 died. 

Central  venous  pressure  was  recorded 
in  27  of  the  50  cases,  and  we  arbitrarily 
classified  the  results  into  three  distinct 
categories:  normal  to  mildly  elevated  (less 
than  20  cm  H2O);  moderately  elevated  (20 
to  30  cm  H2O);  and  markedly  elevated 
(greater  than  30  cm  H2O).  Most  deaths 
were  in  the  “mildly  elevated”  category:  in 
our  series,  patients  in  this  category  also 
had  systolic  blood  pressures  of  less  than 
60  mm  Hg.  There  were  no  deaths  in  the 
“moderately  elevated”  group,  and  only  one 
death  in  the  “markedly  elevated”  group. 
The  latter  was  a 4-year-old  child  whose  in- 
volvement in  a motorvehicle  accident  re- 
sulted in  traumatic  ventricular  septal  de- 
fect and  severe  congestive  heart  failure. 

We  believe  that  there  is  an  inverse  rela- 
tionship between  initial  central  venous 
pressure  elevation  and  mortality  rate.  A 
low  central  venous  pressure  associated 
with  a low  blood  pressure  indicates  hypo- 
volemia with  low  cardiac  output.  Adequate 
treatment  centers  about  vigorous  volume 
replacement  (Fig  2). 

Morbidity  (length  of  hospital  stay) 
ranged  from  2 to  29  days,  averaging  11.7 
days  (median,  1 1 days)  for  surviving  pa- 
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tients.  Complications  were  many,  and  fell 
into  two  categories:  those  related  to  trau- 
ma itself,  and  those  related  to  surgical 
intervention  (Figs  3,4). 

The  seven  deaths  in  this  series  were  a 
consequence  of  the  cardiac  injury,  and  all 
patients  were  in  severe  shock  when  first 
seen.  Two  patients,  ages  4 and  70,  had 
received  multiple  injuries  in  motor  vehicle 
accidents:  three  had  knife  wounds  and  two 
had  bullet  wounds.  Most  deaths  were  at- 
tributed to  delayed  transfer  and  inade- 
quate cardiopulmonary  resuscitation.  One 
gunshot  victim’s  death  was  attributed  to 
an  error  in  diagnosis.  This  23-year-old  man 
was  shot  several  times  in  the  chest  and 
epigastric  region.  Bloody  nasogastric 
drainage  was  obtained  in  the  emergency 
room,  and  the  central  venous  pressure  was 
less  than  20  cm  H2O.  A diagnostic  peri- 
cardial tap  was  performed,  and  blood 
volume  replacement  was  accomplished 
with  fluids  and  whole  blood.  Exploratory 
celiotomy  for  suspected  esophageal  and 
gastric  injury  was  performed.  After  the 
abdomen  was  closed,  cardiac  arrest  oc- 
curred. Immediate  thoracotomy  released 
more  than  500  cc  of  blood  from  the  left 
side  of  the  chest.  Clotted  blood  in  the  peri- 
cardial sac  was  evacuated,  but  the  heart 
was  empty,  and  the  patient  could  not  be 
resuscitated. 

Other  Factors  Influencing  Survival 

Relationship  between  survival  and  time 
elapsed  between  injury  and  admission  in- 
dicated that  delay  in  transport  to  the  medi- 
cal center  accounted  for  increased  mor- 
tality in  the  severely  injured  patients,  but 
not  in  those  patients  who  were  otherwise 
in  stable  condition  (Fig  5). 

The  relationship  between  time  of  oper- 
ative intervention  and  mortality  in  this 
series  leads  us  to  pursue  a moderately 
aggressive  approach  in  cardiac  trauma, 
but  each  case  should  be  handled  on  an 


1.  Types  of  weapons  versus  mortality. 


Type  of  Weapon 

No. 

Cases 

No. 

Deaths 

% 

Mortality 

Knife 

28 

3 

11 

Bullet 

13 

2 

15 

Motor  vehicle  accident 

5 

2 

40 

Ice  Pick 

3 

0 

0 

Shotgun 

1 

0 

0 

Total 

50 

7 

14 

2.  Central  venous  pressure  versus  mortality  rate. 


No.  No.  % 

Initial  CVP  Reading  Cases  Deaths  Mortality 


<20  cm  HjO 

11 

3 

27 

20-30  cm  H^O 

10 

0 

0 

>30  cm  HjO 

6 

1 

17 

Total 

27 

4 

15 

3.  Complications  secondary  to  trauma. 


No. 

Classification  Cases 


Traumatic  mitral  valve  insufficiency  1 

Traumatic  aortic  insufficiency,  mitral  insufficiency, 
aorticopulmonary  fistulae,  and  damage  to  sinus 
of  Valsalva  1 

Traumatic  fistulae  between  aortic  root,  right  atrium, 
and  right  ventricle  1 

Bullet  embolization  to  systemic  artery: 

Right  brachial  artery  1 

Left  deep  femoral  artery  1 

Delayed  pericardial  effusion  2 

Pericarditis  2 

Associated  abdominal  injuries: 

Liver  5 

Diaphragm  3 

Esophagus  1 

Kidney  1 

Stomach 

Colon  1 

Total  21 


4.  Complications  secondary  to  surgical  intervention. 


No. 

Classification  Cases 


Serum  hepatitis  3 

Postoperative  bleeding  1 

Pulmonary  complication,  tracheostomy  2 

Infection  1 

Hemothorax  (delayed)  1 

Wound  dehiscence  1 

Anterior  myocardial  ischemia  1 

Exploratory  laparotomy,  negative  3 

Total  13 
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individual  basis  as  surgical  judgment  in- 
dicates. Results  in  our  series  may  relate 
to  the  nature  of  the  trauma  itself,  and  to 
the  degree  of  cardiac  insult  (Fig  6). 

The  trend  toward  early  thoracotomy  and 
definitive  repair  is  evident  in  reviewing 
treatment  of  heart  trauma.  From  1956 
through  1966,  28%  of  cases  were  treated 
with  pericardiocentesis  alone,  whereas 
since  1967,  only  6%  of  cases  were  hand- 
led in  this  manner.  The  cases  since  1967 
(2)  were  treated  with  tube  thoracostomy 
and  observation,  and  one  patient  died  be- 
fore cardiac  catheterization  to  document 
traumatic  ventricular  septal  defect  could 
be  performed. 

Operative  Approach  and  Findings 

In  most  cases,  exploratory  surgery  was 
performed  through  a left  thoracotomy; 
however,  in  recent  years  we  have  also  used 
a median  sternotomy  with  cardiopulmon- 
ary bypass  standby.  As  yet,  we  have  not 
used  the  pump  in  an  acute  situation.  The 
most  common  injuries  found  at  surgery, 
aside  from  cardiac  tamponade,  were:  left 
ventricular  laceration  (12  patients):  right 
ventricular  laceration  (10  patients):  cor- 
onary artery  injury  (4  patients);  complex 


5.  Time  of  admission  versus  mortality  rate. 


Time  Between 

Injury  & Admission 

No. 

Cases 

No. 

Deaths 

% 

Mortality 

<6  hours 

42 

4 

10 

6-12  hours 

2 

1* 

50 

>12  hours 

3 

It 

33 

Unspecified 

3 

1 

33 

Total 

50 

7 

14 

* Delayed  transport,  motor  vehicle  accident 
t Ventricular  septal  defect,  motor  vehicle  accident 


6.  Mortality  versus  time  of  thoracotomy. 


Time  Between  Admission 
and  Thoracotomy 

No. 

Cases 

No. 

Deaths 

% 

Mortality 

Immediate  (Emergency  room) 

15 

4 

27 

Six  hours  (Urgent) 

13 

1* 

8 

Six  hours  (Elective) 

13 

0 

0 

Total 

41 

5 

12 

• Misdiagnosis 


lesions  or  multiple  defects  (4  patients); 
right  atrial  laceration  (3  patients):  left 
atrial  laceration  (2  patients);  cardiac  con- 
tusion (2  patients):  inferior  vena  cava 
laceration  (1  patient);  and  traumatic  ven- 
tricular septal  defect  revealed  at  autopsy 
(1  patient).  The  operative  approach  is 
essentially  the  same  as  that  described  by 
others.  Extracorporeal  circulation  was  used 
three  times  for  elective  repair  of  complex 
intracardiac  lesions  as  reported  earlier  by 
Flardy  and  associates.® 

Other  Diagnostic  Aids 

Pericardiocentesis  as  a diagnostic  and 
emergency  therapeutic  aid  is  invaluable 
to  document  cardiac  tamponade  and  in- 
jury. In  recent  years  we  have  used  it  almost 
exclusively  as  an  adjunct  to  eventual  tho- 
racotomy and  repair.  While  a positive  tap 
is  certainly  significant,  a negative  tap  does 
not  rule  out  cardiac  injury  and  will  not 
deter  us  from  doing  an  exploratory  tho- 
racotomy if  other  evidence  of  cardiac  in- 
jury exists.  In  our  cases,  64%  of  the  pa- 
tients had  pericardiocentesis,  with  volumes 
ranging  from  10  cc  to  250  cc  of  nonclotted 
blood;  the  rest  were  not  recorded,  whether 
because  of  a negative  tap  or  for  other 
reasons.  Reports  from  other  institutions 
indicate  a similar  experience  with  peri- 
cardiocentesis. A negative  tap  is  meaning- 
less since  the  pericardial  sac  may  contain 
clotted  blood,  which  may  be  a more  serious 
sign  than  nonclotted  blood.  Tube  thoracos- 
tomy was  performed  about  50%  of  the 
time  in  this  series,  but  the  amount  of  chest 
drainage  was  not  indicative  of  the  presence 
of  cardiac  injury. 

An  electrocardiogram  is  sometimes 
helpful  if  the  patient’s  condition  is  stable, 
but  it  is  not  needed  to  diagnose  cardiac 
injury.  In  the  present  series,  32%  of  pa- 
tients showed  pericarditis,  while  20%  of 
the  group  having  normal  ECG’s  had 
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cardiac  trauma  and  one  such  patient  died 
from  his  injury. 

Echocardiography  was  not  used  in  this 
series:  nevertheless,  reports  regarding  its 
success  in  diagnosing  cardiac  tamponade 
certainly  are  encouraging  because  it  is  a 
noninvasive  technique  and  is  easily  per- 
formed by  trained  personnel.  We  are  an- 
ticipating using  echocardiography  at  pre- 
sent, especially  as  an  aid  in  diagnosing 
intracardiac  injury. 

Comments 

Cardiac  injury  is  common  in  oursophisti- 
cated  society.  It  could  be  the  result  of  blunt 
trauma  such  as  a motor  vehicle  accident, 
or  of  a penetrating  injury  from  a stab 
wound  or  gunshot  wound  or  others.  It  is 
obviously  impossible  to  explore  every  chest 
which  has  sustained  some  sort  of  trauma, 
but  it  is  imperative  that  a thoracic  surgeon 
see  every  patient  who  has  evidence  of  chest 
trauma  and  evaluate  the  magnitude  of  the 
injury.  For  convenience  we  may  classify 
these  patients  into  three  categories;  (1) 
Those  who  are  obviously  in  shock  and  who 
need  immediate  resuscitation,  including 
open  thoracotomy  in  the  emergency  room 
to  stop  bleeding  and  relieve  cardiac  tam- 
ponade; (2)  patients  who  have  strong  evi- 
dence of  cardiac  injury,  such  as  penetrat- 
ing injuries  of  the  chest,  evidence  of 
cardiac  tamponade  (Beck’s  triad),  elec- 
trocardiographic changes,  and  increased 
size  of  cardiac  silhouette  seen  on  chest 
x-ray  (these  patients  will  receive  pericard- 
iocentesis besides  other  resuscitative 
measures,  and  the  operating  room  should 
be  alerted  for  urgent  thoracotomy  and  re- 
pair): and  (3)  patients  who  obviously  are 
in  stable  condition  with  minimal  evidence 
of  cardiac  tamponade.  Atrial  of  pericardio- 
centesis and  chest  tube  drainage  may  be 
indicated  here,  for  these  patients  may 
simply  have  cardiac  contusion,  and  tho- 
racotomy may  not  be  indicated  immedi- 
ately. If  patients  are  brought  to  the  operat- 


ing room  for  exploratory  laparotomy,  the 
whole  chest  is  prepared  and  draped  at  the 
same  time  for  a thoracotomy.  Vigilant  mon- 
itoring of  vital  signs,  central  venous  pres- 
sure, and  chest  drainage  is  vital,  and  the 
operator  should  be  alert  for  indications  for 
immediate  thoracotomy.  As  shown  by  our 
statistics,  the  recent  tendency  toward 
earlierthoracotomy  undoubtedly  has  de- 
veloped because  of  better-trained  thoracic 
surgeons  and  anesthesiologists.  Immedi- 
ate resuscitation,  includingthoracotomy 
in  the  emergency  room  to  relieve  cardiac 
tamponade,  cannot  be  overemphasized. 

To  save  more  lives,  early  transport  to  a 
medical  center  is  definitely  needed,  but 
resuscitation  must  be  achieved  long  before 
the  patient  is  transferred.  It  is  hoped  that 
with  these  graded  approaches,  we  can 
avoid  unnecessary  thoracotomy  and  mor- 
bidity, and  salvage  more  patients  who  are 
obviously  in  precarious  cardiovascular 
states. 
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infections  complicated  by  pain  (primarily 
pyelonephritis,  pyelitis  and  cystitis)  due 
to  susceptible  organisms  (usually  £.  coli, 
Klebsiella-Aerobacter.  Staphylococcus 
aureus,  Proteus  mirabilis,  and.  less  fre- 
quently, Proteus  vulgaris)  in  the  absence 
of  obstructive  uropathy  or  foreign  bodies. 
Note:  Carefully  coordinate  in  vitro  sulfon- 
amide sensitivity  tests  with  bacteriologic 
and  clinical  response;  add  aminobenzoic 
acid  to  follow-up  culture  media.  The  increas- 
ing frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including 
sulfonamides.  Measure  sulfonamide  blood 
levels  as  variations  may  occur;  20  mg/ 

100  ml  should  be  maximum  total  level. 

Contraindications:  Children  below  age 
12;  sulfonamide  hypersensitivity;  preg- 
nancy at  term  and  during  nursing  period; 
because  Azo  Gantanol  contains  phenazo- 
pyridine  hydrochloride  it  is  contraindicated 
m glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy 
with  G.l.  disturbances. 

Warnings:  Safety  during  pregnancy  not 
established.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias  have  been 
reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice) 
may  indicate  serious  blood  disorders.  Fre- 
quent CBC  and  urinalysis  with  microscopic 
examination  are  recommended  during 
sulfonamide  therapy. 

Precautions:  Use  cautiously  in  patients 
with  impaired  renal  or  hepatic  function,  se- 
vere allergy,  bronchial  asthma;  in  glucose- 
6-phosphate  dehydrogenase-deficient 
individuals  in  whom  dose-related  hemoly- 
sis may  occur.  Maintain  adequate  fluid 
intake  to  prevent  crystalluria  and  stone 
formation. 

Adverse  Reactions:  Blood  dyscrasias 
(agranulocytosis,  aplastic  anemia,  throm- 
bocytopenia, leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and 
methemoglobinemia);  allergic  reactions 
(erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  ne- 
crolysis, urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  re- 
actions, periorbital  edema,  conjunctival 
and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis);  G.l. 
reactions  (nausea,  emesis,  abdominal 
pains,  hepatitis,  diarrhea,  anorexia,  pan- 
creatitis and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucina- 
tions, tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills, 
toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon). 
Due  to  certain  chemical  similarities  with 
somegoitrogens,  diuretics  (acetazolamide, 
thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Azo  Gantanol  is  intended  for 
the  acute,  painful  phase  of  urinary  tract 
infections.  Usual  adult  dosage:  2 Gm 
(4  tabs)  initially,  then  1 Gm  (2  tabs) 

B I D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be 
sought.  After  relief  of  pain  has  been  ob- 
tained, continued  treatment  with  Gantanol 
(sulfamethoxazole)  may  be  considered. 

NOTE:  Patients  should  be  told  that  the 
orange-red  dye  (phenazopyridine  HCI)  will 
color  the  urine. 

Supplied:  Tablets,  red,  film-coated, 
each  containing  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI— bottles 
of  100  and  500. 
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When  pain 

complicates  acute  cystitis’ 

Azo  Gantatiol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  1 00  mg  phenazopyridine  HCI. 

forthepain  for  the  pathogens 


□ Early  relief  of  painful  symp 
toms  such  as  burning  and 
discomfort  associated  with 
urgency  and  frequency. 

□ Effective  control  of  sus- 
ceptible pathogens  such  as 
E.  coli,  Klebsiella-Aerobac- 
ter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  fre- 
quently, Proteus  vulgaris. 


□ Appropriate  antibacterial 
therapy:  up  to  three  days  with 
Azo  Gantanol,  then  1 1 days 
with  Gantanol®  (sulfamethox- 
azole). 


<^R0CH^ 


*nonobstructed:  due  to 
susceptible  organisms 


® Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The 
following  IS  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension  Useful- 
ness of  the  triamterene  component  is  limited  to 
Its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been 


reported  in  4%  of  patients  under  60  years,  in' 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ’Dyazide',  check  serum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK^iF).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  m acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (in  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions;  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK€HF  CO.,  Carolina,  P.R.  00630 
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TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


Upjohn 

The  Upjohn  Compony,  Kotamazoo,  Michigan  49001 


The  explicit  printed  dosage  instructions  that  accompany  each  Dosepak 
moke  it  easy  for  the  potient  to  understand  and  follow  the  dosage  regimen, 


When  Big  Ben  looks  little  off”. 


Antivert25 


(meclizine  HCl)  25  mg.  Tablets 

for  vertigo’ 


■ Most  Widely  Prescribed  — Anti  vert  is 
the  most  widely  prescribed  agent  for  the 
management  of  vertigo"  associated  with  dis' 
eases  affecting  the  vestibular  system  such 
as  Meniere’s  disease,  labyrinthitis,  and  ves- 
tibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — 

Antivert/25  can  relieve  the  nausea  and 
vomiting  often  associated  with  vertigo" 

■ Dosage  for  Vertigo*— The  usual  adult 
dosage  for  Antivert/25  is  one  tablet  t.i.d. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


*INDICATIONS.  Based  on  a review  of  this  drug  hy 
the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows; 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ' 
ated  with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions  requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
(meclizine  FfCl)  during  pregnancy  or  to  women  who  may 
become  pregnant  is  contraindicated  in  view  of  the  teratO' 
genic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12'13  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg. /kg./ 
day  in  rabbits  and  10  mg. /kg. /day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  FfCl  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos' 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Childreyi:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 

■ 1 1 1 A division  of  Pfizer  Pharmaceulicals 

available  on  request.  New  York  NewYorkiooi? 
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Special  therapeutic  procedures 
using  intravascular  catheters 

Amil  James  Gerlock,  Jr.,  MD 


Three  major  concepts  in  radiologic 
special  therapeutic  procedures  include: 
(1)  transcatheter  infusion  of  pharmacol- 
ogic agents,  (2)  transcatheter  particle 
embolization,  and  (3)  special  catheter 
instrumentation.  A brief  example  and  dis- 
cussion of  each  of  these  methods  is  pre- 
sented along  with  the  indications  for  its 
use. 

Transcatheter  Infusion 

This  method  consists  of  long-term  or 
short-term  infusion  of  pharmacologic 
agents  through  a specifically  placed  intra- 
arterial catheter.  An  example  of  this  is 
the  control  of  massive  diverticular  hemor- 
rhage by  the  infusion  of  a vasoconstrictor 
drug  such  as  vasopressin  through  a 
catheter  selectively  placed  in  the  mesen- 
teric artery  supplying  the  bleeding 
diverticulum.^  The  infusion  of  vasopres- 
sin is  done  immediately  following  the 
identification  of  the  bleeding  site  by 


angiography.  The  selective  infusion  of 
vasopressin  into  bleeding  arteries  or  their 
feeders  produces  a local  vasoconstriction, 
causing  a decreased  blood  flow  through 
these  bleeding  vessels.  This  allows  a 
stable  clot  to  form  at  the  bleeding  site  and 
the  bleeding  stops.  Diverticular  disease  of 
the  colon  is  the  most  common  cause  of 
massive,  acute,  lower  gastrointestinal 
hemorrhage. ® “ Continuation  of  bleeding 
in  these  patients  would  then  be  an  indica- 
tion for  the  use  of  transcatheter  infusion 
of  a vasoconstrictor  drug,  since  the 
operative  mortality  for  patients  having 
an  emergency  procedure  for  massive 
bleeding  may  be  as  high  as  30%. To 
demonstrate  the  effectiveness  of  this  ther- 
apeutic method.  Fig  1 (a  and  b)  shows 
an  arteriogram  demonstrating  a bleeding 
point  in  the  cecum  of  a patient  who  pre- 
sented with  massive  lower  gastrointestinal 
tract  hemorrhage.  This  bleeding  point 
in  the  cecum  was  controlled  immediately 
by  the  infusion  of  vasopressin  through  an 


la,h.  Extravasation  of  contrast  medium  from  c.  Shows  numerous  diverticular  projects  from 

bleeding  diverticular  disease  of  the  cecum  as  dem-  the  medial  border  of  the  barium-filled  cecum 

onstrated  by  angiography  (arrows)  is  shown.  (arrows). 
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intra-arterial  catheter  placed  in  the 
superior  mesenteric  artery  (Fig  2).  Forty- 
eight  hours  after  the  bleeding  was  con- 
trolled, a barium  enema  was  performed 
which  confirmed  that  the  bleeding  seen  on 
angiography  was  from  diverticular  disease 
of  the  cecum  (Fig  Ic). 

Transcatheter  Particle  Embolization 

This  special  therapeutic  method  consists 
of  injecting  embolic  particles  through  the 
intra-arterial  catheter  in  order  to  obtain 
specific  vessel  occlusions.  An  example  of 
this  would  be  the  transcatheter  particle 
embolic  occlusion  of  bleeding  vessels 
(inaccessible  by  surgery)  in  the  manage- 
ment of  pelvic  hemorrhage  following 
trauma.® 

The  optimum  management  of  pelvic 
hemorrhage  following  trauma  to  the  pelvis 
remains  a difficult  and  controversial 


problem.  Seavers  and  associates"’  have 
recommended  hypogastric  artery  ligation. 
This  procedure  may  fail  even  if  both  hypo- 
gastric arteries  are  ligated,  due  to  the 
extensive  network  of  collateral  blood 
vessels  which  is  present  in  and  about  the 
soft  tissues  and  musculature  of  the 
pelvis. Fleming  and  Bowen”  advocate 
early  exploration  of  pelvic  hematomas  only 
after  the  administration  of  eight  units  of 
blood.  The  risks  of  surgery  are  substantial 
in  these  patients,  and  exposure  and  identi- 
fication of  these  bleeding  vessels  can  be 
extremely  difficult.  Baylis,  Lansing,  and 
Glas-  performed  exploratory  laparotomy 
in  25  patients  with  retroperitoneal  hema- 
toma and  found  the  bleeding  site  in  only 
one  patient.  Incising  a retroperitoneum 
which  contains  a large  hematoma  can  also 
destroy  the  tamponade,  which  may  be  the 
only  effective  force  of  hemostasis. 
Ravitch"”  suggests  withholding  any  direct 


2.  Angiogram  oj  the  superioi  mesenteric  artery  following  the  infusion  of  vasopressin:  no 
bleeding  site  is  present. 
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control  of  bleeding  until  20  units  of  blood 
have  been  administered.  This  form  of 
treatment  may,  however,  expose  the 
patient  to  the  complications  of  multiple 
blood  transfusions.  Ring  and  associates'^ 
advocate  the  use  of  angiography  early 
in  the  management  of  patients  with  evi- 
dence of  continuing  blood  loss  from  pelvic 
trauma.  By  the  use  of  arteriographic  tech- 
niques, the  bleeding  point  can  not  only 
be  localized,  but  stopped  immediately  by 
the  use  of  intra-arterial  embolic  occlusion 
of  these  bleeding  vessels.  This  will  not 
only  control  pelvic  hemorrhage  early  be- 
fore massive  extraperitoneal  hematoma 


3.  A subselective  injection  of  contrast  medium  into 
the  left  siiperioi  gluteal  artery  filling  several  pseu- 
doaneurysms (arrows)  is  shown. 


4.  The  pseudoancurysm  is  obliterated  by  the  transcatheter  embolization  of  Gel  foam. 
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develops,  but  may  make  surgical  explora- 
tion of  the  pelvis  unnecessary. 

Fig  3 shows  multiple  pseudoaneurysms 
of  the  superior  gluteal  artery  in  a patient 
following  a gunshot  wound  to  the  pelvis. 
This  patient  was  oozing  blood  from  the 
cutaneous  wounds  about  the  pelvis.  This 
bleeding  subsequently  stopped  when  the 
pseudoaneurysms  of  the  superior  gluteal 
artery  were  obliterated  by  the  use  of 
transcatheter  intra-arterial  embolization 
of  Gelfoam  performed  immediately  after 
the  angiographic  diagnosis  of  these 
pseudoaneurysms  (Fig  4).  Transcatheter 
embolization  of  bleeding  vessels  in  pelvic 
trauma  can  be  a useful  therapeutic  pro- 
cedure which  can  make  operative  proce- 
dures unnecessary  and  prevent  complica- 
tions from  massive  blood  transfusions 
by  reducing  blood  loss. 


Special  Catheter  Instrumentation 
Techniques 

This  method  consists  of  using  specially 
designed  vascular  catheters  which  can  be 
placed  percutaneously  in  the  lumen  of 
vessels  to  treat  abnormalities  which  other- 
wise would  require  a more  invasive  surgi- 
cal procedure,  such  as  a thoracotomy  or 
laparotomy.  An  example  of  this  method  is 
the  percutaneous  removal  of  broken  in- 
travenous subclavian  catheter  fragments 
which  have  embolized  to  the  heart  and 
great  vessels. 

Through  1970,  the  literature  cites  at 
least  100  cases  in  which  broken  fragments 
of  intravascular  catheters  have  embolized 
to  the  lumen  of  the  heart  and  great  ves- 
sels.® Bernhardt  and  associates^  reviewed 
62  cases;  removal  was  not  done  in  28  of 


5.  The  wire  loop  snare  (solid  arrow)  and  retrieved  catheter  fragment  (open  arrow)  are  being 
withdrawn  through  the  axillary  vein. 
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these  cases,  and  17  of  the  patients  died  of 
related  sepsis,  perforation,  thrombosis, 
arrhythmias,  or  myocardial  necrosis.  No 
deaths  were  reported  in  any  of  the  34 
cases  in  which  the  catheter  fragments 
were  removed. 

One  method  for  removing  these  catheter 
fragments  is  to  place  either  a wire  loop 
snare^  or  a hook  catheter  retrieving  de- 
vice’^’^®  percutaneously  through  a needle 
puncture  site  in  the  femoral  or  axillary 
artery  or  vein.  The  retrieving  device  is  then 
advanced  to  the  location  of  the  embolized 
catheter  fragment,  and  once  the  fragment 
is  grasped,  the  retrieving  device  and 
catheter  fragment  are  withdrawn  through 
the  puncture  site  in  the  vein  or  artery. 

Fig  5 shows  the  wire  loop  snare  and 
catheter  fragment  being  withdrawn 
through  the  axillary  vein.  This  catheter 


6.  A/I  enibolized  broken  subclavian  catheter  frag- 
ment, lodged  in  the  left  pulmonary  artery  (arrow),  is 
shown. 


fragment  had  been  lodged  in  the  left 
pulmonary  artery  (Fig  6). 

Prompt  removal  of  catheter  emboli  is 
nearly  always  indicated;  surgery  should 
be  considered  only  when  safer  and  faster 
retrieval  cannot  be  effected  by  trans- 
luminal catheterization  techniques.  These 
techniques  have  been  used  repeatedly 
without  complication. 5 
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Laminectomy  for  treatment 
of  lumbar  disc  disease 


W.  Robert  Hudgins,  MD 

The  diagnosis  of  rupture  of  a lumbar  inter- 
vertebral disc  cannot  always  be  made  pre- 
operatively  by  examination  and  myelogra- 
phy, and  cannot  always  be  ruled  out  by 
pathologic  examination  of  the  surgical  spe- 
cimen. Therefore,  the  accuracy  of  the  final 
diagnosis  depends  on  the  acumen  and  in- 
tellectual honesty  of  the  operating  surgeon. 
Some  of  the  patients  who  come  to  opera- 
tion will  be  found  not  to  have  a sympto- 
matic disc  protrusion.  The  percentage  of 
such  cases  recognized  and  reported  in- 
fluences the  results  of  disc  operations. 

The  results  of  partial  hemilaminectomy 
and  disc  removal,  the  standard  operation 
for  ruptured  lumbar  discs  over  the  past 
35  years,  have  been  reported  many  times 
but  always  as  retrospective  surveys.  In 
those  reports,  variations  in  criteria  for 
disc  removal  and  for  patient  selection,  both 
for  operation  and  for  subsequent  inclusion 
in  the  analysis  of  results,  have  undoubtedly 
introduced  bias.  This  article  reports  a 
prospective  analysis  of  the  results  obtained 
by  laminectomy  in  patients  not  under  the 
primary  care  of  the  author,  evaluates 
some  factors  that  strongly  influenced 
these  results,  and  reviews  some  recent  de- 
velopments in  the  management  of  lumbar 
disc  disease. 

One  recent  development  in  treatment, 
that  of  intradiscal  injection  of  the  enzyme 
chymopapain  (chemonucleolysis)  is  dis- 
cussed at  some  length  because  the  data 
presented  here  indicate  that  laminectomy 
is  definitely  more  effective. 

Results  of  Laminectomy 

All  patients  in  this  series  were  underthe 
care  of  neurologic  surgeons  at  the  Univers- 

Presented  at  the  meeting  of  the  Section  on  Neuro- 
logical Surgery,  Texas  Medical  Association,  San 
Antonio,  May  1975. 


ity  of  Tennessee  Affiliated  Hospitals;  the 
author  did  not  have  the  primary  respon- 
sibility for  any  of  them.  If  the  operation 
could  not  be  observed,  the  surgical  find- 
ings were  obtained  personally  from  the 
assistant  surgeon  and  classified  as  closely 
as  possible  into  one  of  the  following  cate- 
gories: (1)  ruptured  disc  (herniation  with 
or  without  nerve  root  compression);  (2) 
degenerated  disc  (no  herniation  or  nerve 
compression,  but  disc  soft  or  fissured); 
and  (3)  normal.  Atthetime these  opera- 
tions were  done  (1966),  no  cases  of  spinal 
stenosis  were  recognized. 

The  follow-up  data  were  obtained  by 
questionnaire  mailed  one  year  after  opera- 
tion to  278  patients  seen  consecutively, 
and  260  (94%)  replied.  Results  were 
classified  into  the  following  categories: 

(1)  excellent  (no  symptoms,  able  to  per- 
form daily  work  without  limitations);  (2) 
good  (intermittent  discomfort  that  did  not 
interfere  with  work);  (3)  satisfactory  (sub- 
jective improvement,  but  physical  activity 
limited);  and  (4)  poor  (condition  unim- 
proved or  worsened).  Fig  1 summarizes 
the  answers  to  the  questionnaires.  Ten 
patients  (4%)  reported  that  their  condition 
worsened  after  laminectomy. 

Discussion 

Spontaneous  Remission 

Patients  suspected  of  having  a herniated 
lumbar  disc  should  have  an  initial  period 
of  conservative  treatment,  unless  there  is 
paraparesis,  sphincter  weakness,  or  im- 
pending footdrop.  It  has  been  estimated 
that  only  20%  of  patients  so  treated  will 
subsequently  require  operation.^  Yet,  in 
1949  Colonna  and  Friedenberg^  reported 
that,  of  28  patients  with  myelographically 
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proved  disc  hernination  treated  nonsurgic- 
ally,  only  8 (30%)  werefreeof  pain  after 
a mean  follow-up  of  2.7  years;  of  the  20 
patients  whose  pain  continued,  9 remained 
disabled.  Thus,  lumbar  disc  herniation  is 
not  a self-limited  disease.  And  some  pati- 
ents who  have  spontaneous  remission  of 
pain  simultaneously  develop  neurologic 
deficit  due  to  functional  transection  of  the 
nerve  root.  However,  if  it  is  to  be  worth- 
while, any  therapy  for  patients  with  proved 
disc  herniation  should  relieve  more  than 
the  30%  of  patients  who  will  become 
asymptomatic  through  natural  healing 
processes. 

Placebo  Effect  of  Laminectomy 

Most  patients  seek  treatment  for  lumbar 
disc  disease  because  of  pain.  Any  pro- 
cedure for  pain  relief  may  have  a placebo 
effect.  Obviously,  no  one  has  performed 
sham  operations  on  patients  with  proved 
disc  herniation,  butthe  magnitude  of  the 
placebo  effect  of  operation  can  be  esti- 
mated by  examining  relief  of  symptoms 
in  patients  whose  discs  proved  to  be 
normal  at  laminectomy  (Fig  1).  Half  were 
either  completely  relieved  or  had  only  mild 
residual  pain.  Whetherthis  is  entirely 
placebo  effect  or  partly  the  effect  of  re- 
moval of  bone  dorsal  to  the  nerve  roots 
(foraminotomy),  plus  additional  bed  rest, 
these  results  provide  a baseline  forthe 
evaluation  of  any  specific  effect  of  disc 
removal. 


Results  of  Laminectomy  and  Simple 
Disc  Removal 

Disc  Degeneration:  A degenerated  disc 
may  be  defined  as  a disc  that  is  soft  and 
fissured  but  does  not  produce  nerve  root 
compression.  It  usually  is  associated  with 
narrowing  of  the  interspace  but  does  not 
produce  a myelographic  defect.  It  often 
is  asymptomatic  but  may  produce 
back  and  leg  pain.  In  this  series,  removal 
of  these  discs  provided  no  better  relief 
than  did  exploration  of  normal  discs,  and 
the  relief  was  not  as  good  as  that  after 
removal  of  herniated  discs  (Fig  1). 
Furthermore,  when  the  32  patients  with 
degenerated  discs  were  matched  by  age, 
sex,  clinical  findings,  and  type  of  work 
with  32  nonsurgicallytreated  patients, 
there  was  no  significant  difference  in  re- 
sults (Fig  2). 

Operation  is  not  helpful  in  these  pati- 
ents probably  because  there  is  no  nerve 
root  compression  to  be  relieved  by  disc 
removal.  The  leg  pain  is  often  referred 
pain  due  to  strain  on  surrounding  spinal 
ligaments,^  which  is  the  mechanism 
thought  to  produce  osteophytes.  Leg  pain 
also  may  be  caused  by  settling  of  the  facets 
to  produce  foraminal  narrowing  or  by 
downward  migration  of  the  pedicles  to  put 
traction  on  nerve  roots. 

Disc  Herniation:  Herniated  discs  pro- 
duce mechanical  signs  due  to  disc  pro- 
lapse, and  often  also  produce  neurologic 
signs  due  to  nerve  root  compression.  At 


7.  Summaiy  of  results  of  laminectomy  * 


Result 

Disc  Ruptured 

No.  % 

Disc  Degenerated 

No.  % 

Disc  Normal 

No.  % 

Total 

No. 

% 

Excellent  or  Good 

168 

84 

11 

34 

14 

50 

193 

74 

Satisfactory 

25 

12 

8 

25 

1 

4 

34 

13 

Poor 

7 

4 

13 

41 

13 

46 

33 

13 

Total 

200 

32 

28 

260 

“’Based  on  follow-up  questionnaire  1 year  postoperatively. 
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operation  there  is  localized  bulging  of  the 
annulus,  frequently  with  visible  compres- 
sion of  the  nerve  root  and  sometimes  with 
partial  or  complete  extrusion  of  nuclear 
material.  Even  so,  operation  usually  is 
done  to  relieve  pain  and  the  disability 
resultingfrom  pain,  rarely  for  neurologic 
deficit.  After  laminectomy  in  patients 
with  herniated  discs,  84%  reported  ex- 
cellent to  good  results  (37%  excellent) 
in  this  series.  Only  4%  considered  the 
operation  a failure  (Fig  1).  Unfortunately, 
a diagnosis  of  herniated  disc  cannot  always 
be  made  preoperatively,  and  the  failure 
rate  after  laminectomy  in  a large  group  of 
patients  inevitably  will  be  greater. 

Main  Factors  Influencing  Results 

Patient  Selection:  Pain  has  two  compon- 
ents, one  involving  its  initiation  (physio- 
genic  pain)  and  the  other  havingto  dowith 
its  appreciation  (psychogenic  pain).  Opera- 
tion isdirected toward  relief  ofthe former, 
and  therefore  will  be  more  successful  if  the 
patient  has  several  indicators  of  physio- 
genic  pain.  Some  of  these  indicators  are 
more  predictive  of  a disc  herniation  than 
is  myelography — for  example,  crossed 
referral  of  pain  on  straight-leg-raising  of 
the  “well”  leg,  absence  of  ankle  jerk,  or 
weakness  of  the  big  toe  extensor.^  A defect 
on  the  myelogram  is  significant  when  it  is 
present  but  is  not  always  necessary  for 
diagnosis. 

The  diagnosis  of  disc  herniation  is  less 
likely  if  the  patient  has  strong  indicators 
of  psychogenic  pain.  Even  in  patients  with 
herniations,  strong  psychogenic  overlay 
can  prevent  relief  of  disability  after  opera- 
tion. The  best  indicators  of  psychogenic 
pain  are  listed  in  Fig3. 

The  effect  of  disability  compensation  on 
results  of  laminectomy  has  been  examined 


in  this  same  series  of  260  patients.®  The 
patients  were  matched  by  age,  sex,  physical 
findings,  and  myelographic  abnormalities 
so  that  only  one  patient  of  each  pair  had 
compensation.  Ofthe  73  compensation 
patients,  only  10  reported  complete  relief 
and  14  were  unimproved  by  laminectomy; 
whereas,  of  the  73  control  patients  without 
compensation,  31  reported  complete  relief 
and  only  4 were  unimproved.  One  year 
after  operation,  all  of  the  control  patients 
were  working,  but  17  (25%)  of  the  com- 
pensation patients  were  not  working. 

Type  of  Operation  Done:  The  com- 
bined operation  of  disc  removal  and  spinal 
fusion  has  no  advantage,  as  a routine 
procedure,  over  disc  removal  alone.®  Fur- 
thermore, after  the  combined  operation 
there  is  no  difference  in  results  between 
patients  who  obtained  solid  fusion  and 
those  who  developed  pseudoarthrosis. 
Indications forspinal  fusion  include 
spondylolisthesis  (either  developmental 
or  degenerative),  the  crumpled  neural 


2.  Results  of  removal  of  degenerated  discs  com- 
pared with  nonsitrgical  treatment  in  matched  con- 
trol patients. 


Result 

Patients  (No.) 

Surgical  Nonsurgical 

Excellent 

1 

0 

Good 

10 

12 

Satisfactory 

8 

13 

Poor 

13 

7 

Total 

32 

32 

3.  Psychologic  profile  in  chronic  low  back  pain.* 

1. 

"Neurotic  triad"  on  WIMPI  testing 

2. 

Limited  formal  education 

3. 

Vague  onset  of  pain 

4. 

Unmet  dependency  needs 

5. 

History  of  somatic  disorders 

6. 

Family  model  of  chronic  disease 

7. 

Compensation  or  a helping  spouse 

^'Adapted  from  Gentry,  et  al.''  67 
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arch  syndrome,’^  and  spinal  instability 
after  failed  laminectomy. 

Wide  bilateral  laminectomy  for  decom- 
pression of  the  cauda  equina  is  recom- 
mended in  patients  with  congenital  or 
acquired  narrowing  of  the  midsagittal 
diameter  of  the  lumbar  canal — so-called 
lumbar  stenosis.®  Disc  removal  alone 
will  not  relieve  this  condition. 

Patients  with  foraminal  entrapment 
syndromes  due  to  bulbous  superiorarticu- 
lar  processes,  osteoarthritic  facet  joints, 
or  bony  overgrowth  from  previous  fusions 
require  lateral  facetectomy  and  foramin- 
otomy for  nerve  root  decompression, 
instead  of  or  in  addition  to  disc  removal. 
These  bony  abnormalities  are  sometimes 
seen  only  in  axial  tomograms  of  the  spinal 
column.® 

Operative  Technique:  The  technical  skill 
of  the  surgeon,  assuming  he  has  had  more 
than  preceptorial  training,  probably  has 
less  influence  on  results  than  does  proper 
selection  of  patients  and  procedures.  How- 
ever, experience  is  an  important  factor: 
in  one  extensive  study®  the  results  were 
decidedly  better  when  operations  were 
performed  by  one  of  the  more  experienced 
surgeons.  Although  most  failures  of  lami- 
nectomy seem  to  be  due  to  errors  in  judg- 
ment or  diagnosis,  a certain  number  re- 
sult from  lack  of  technical  skill,  and  no 
surgeon  should  venture  into  the  spinal 
canal  unless  he  can  deal  with  any  lesion 


4.  Comparison  of  results  of  treatment  of  herniated 
lumbar  discs  by  laminectomy  and  by  chemonucle- 
olysis. 


Results 

Laminectomy 

No.  % 

Chemonucleolysis 

No.  % 

Excellent 

74 

37 

108 

34 

Good 

94 

47 

111 

35 

Fair 

25 

12 

38 

12 

Failed 

7 

4 

60 

19 

Total 

200 

317 

he  might  encounter  or  has  ready  access 
to  someone  who  can. 

Complications 

In  both  the  United  States  and  Europe,  the 
mortality  for  laminectomy  and  disc  re- 
moval by  neurosurgeons  has  been  consis- 
tently reported  atabout0.2%.i®  Semmes^^ 
reported  6,000  operations  performed  un- 
der local  anesthesia  without  a death.  Other 
complications  include  wound  infection 
(1  %),  “discitis”  (0.5%),  and  footdrop 
(0.3%).  Paraplegia  or  sphincter  paralysis 
is  rare;  neither  occurred  in  one  series  of 
1,176  operations.^® 

Comparison  to  Chemonucleolysis 

More  than  6,000  patients  have  now  been 
treated  by  intradiscal  injections  of  the 
enzyme  chymopapain  (chemonucleolysis) 
and  initially  the  procedure  appeared  to 
be  as  effective  and  as  safe  as  laminec- 
tomy.^- However,  patient  selection  has  a 
strong  effect  on  results,  and  so  far  no  con- 
trolled study  has  been  done  to  compare 
the  two  methods  on  randomly  selected  pa- 
tients having  similar  signs  and  symp- 
toms.* Watts  and  associates^®  reported 
the  most  detailed  comparison  of  chemo- 
nucleolysis and  laminectomy  to  date.  In 
patients  with  clear-cut  signs  of  disc  hernia- 
tion, laminectomy  and  disc  removal  gave 
significantly  better  results.  This  seems  log- 
ical because  enzyme  injected  into  the 
center  of  a disc  might  not  come  in  contact 
with  loose  fragments  in  the  spinal  canal. 

Wiltse  and  coworkers  evaluated  relief 

*Since  the  presentation  of  this  report,  the  results 
of  a double-blind  study  ordered  by  the  Food  and 
Drug  Administration  have  shown  no  difference 
between  intradiscal  injection  of  chymopapain  and 
diluent  alone,  and  this  enzyme  preparation  has 
been  recalled. 
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of  symptoms  after  chemonucleolysis  by 
using  categories  almost  identical  to  those 
in  this  report.  Both  myelography  and  dis- 
cography were  used  routinely.  They  “. . . 
virtually  never  injected  chymopapain  for 
degenerative  disc  disease  only . . .”  and 
“. . . a fairly  normal  appearing  disc  by 
discogram  was  never  injected  ...”  It  seems 
that  these  patients  are  comparable  to  those 
reported  here  who  had  laminectomy  with 
removal  of  herniated  discs;  Fig 4 compares 
these  two  groups  of  patients.  Relief  was 
significantly  better  after  laminectomy, 
confirming  the  results  of  Watts  and  co- 
workers.Furthermore,  after  chemonu- 
cleolysis, only  52%  of  patients  reported 
optimal  relief  within  four  months  and  12% 
did  not  obtain  optimal  relief  until  after  a 
year,  which  raises  the  question  of  whether 
this  relief  was  due  to  placebo  effect  plus 
natural  healing  processes. 

Summary 

Results  of  260  consecutive  operations  for 
suspected  herniated  lumbar  disc  were 
evaluated  for  relief  of  pain  and  disability. 
Surgical  findings  were:  ruptured  disc  in 
200  patients,  degenerated  disc  in  32,  and 
normal  disc  in  28.  In  74%  of  the  patients, 
pain  relief  was  either  complete  or  suffi- 
cient to  permit  return  to  work;  in  13  % it 
was  less,  and  in  13%  pain  was  not  re- 
lieved. Of  the  200  patients  with  herniated 
discs,  84%  returned  to  previous  work  and 
only  3%  were  not  improved.  Because 
patient  selection  strongly  influences  re- 
sults, the  roles  of  physical  signs,  psycho- 
logic profiles,  and  disability  compensation 
are  discussed.  In  comparable  cases,  re- 
sults of  laminectomy  are  superior  to  re- 
sults of  chemonucleolysis  with  chymopa- 
pain. 
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Chronic  active  hepatitis 
associated  with  choiangiocarcinoma 

Carlos  Lamar,  Jr.,  MD;  Carl  T.  Nichols,  MD 


Chronic  active  hepatitis  is  a syndrome 
characterized  by  active  inflammatory  liver 
disease  persisting  more  than  six  months 
and,  if  untreated,  usually  leading  to  cir- 
rhosis. Chronic  active  hepatitis  may  be 
difficult  to  identify.  A combination  of  clini- 
cal, serological,  and  biochemical  determi- 
nations may  be  helpful,  but  microscopic 
examination  of  liver  biopsy  material  often 
provides  the  only  reliable  means  of  mak- 
ing a definite  diagnosis. 

In  1951,  Kunkel  and  associates^  and 
later  Bearn  and  associates-  called  atten- 
tion to  this  syndrome  in  26  patients,  pre- 
dominately female,  with  high  serum 
gamma  globulin  levels,  increased  numbers 
of  plasma  cells  in  the  hepatic  infiltrates, 
and  often  symptoms  and  signs  of  a sys- 
temic disease.  Joske  and  King^  found 
lupus  erythematosus  cells  in  the  serum 
of  patients  with  this  syndrome,  and  the 
term  “lupoid  hepatitis’’  was  suggested. 
Mackay  and  coworkers*  and  Bartholomew 
and  associates®  considered  the  possibility 
that  the  liver  involvement  in  this  syndrome 
was  related  to  the  basic  process  of  dis- 
seminated lupus  erythematosus.  Subse- 


quent reports  have  defined  the  serological 
and  pathological  features  of  chronic  active 
hepatitis  more  precisely*^  '^  and  suggest 
that  treatment  is  effective. ® “ The  origin 
of  chronic  active  hepatitis  is  obscure.  The 
observation  that  hepatitis-B  antigen 
(HBsAg)  persists  in  the  serum  of  some 
patients  who  develop  chronic  active 
hepatitis  suggests  that  it  may  have  a 
causal  relationship  to  viral  hepatitis. 

Joske  and  King^  suggested  that  since 
lupus  erythematosus  cells  may  occur  in 
association  with  abnormal  antibodies,  the 
lupus  erythematosus  phenomenon  in 
chronic  active  hepatitis  may  represent  a 
self-perpetuating  antigen-antibody  dis- 
turbance with  the  liver  as  a target  organ. 
They  postulated  that  a viral  or  other  injury 
to  the  liver  might  cause  hepatic  cell  modifi- 
cation, leading  to  a lack  of  proper  recogni- 
tion of  these  cells  by  the  immune  mechan- 
ism with  antiliver  cell  antibody  production. 
Mackay  and  associates^  suggested  that 
excessive  production  of  such  antibodies 
could  lead  to  splenomegaly,  hypergamma 
globulinemia,  arthralgias,  hemolytic 
anemia,  and  glomerulitis.  Cholangiocar- 


1.  A scanning  view  of  liver  biopsy.  There  is  an 
inflammatoiy  process  throughout  the  liver 
parenchyma  which  involves  some  lobules  to  a 
greater  extent  than  others.  The  terminal  plate 
is  destroyed  and  overrun  by  the  infiltrate. 


2.  High-power  view  of  the  inflammatory  exudate 
showing  that  the  inflammatory  cells  consist  of 
mononuclear  cells,  some  polymorphonuclear 
leukocytes,  and  a significant  number  of  plasma 
cells. 
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cinoma  of  the  liver  may  have  initiated 
chronic  active  hepatitis  in  the  follov/ing 
case. 

Case  Report 

A 45-year-old  white  housewife  was 
admitted  to  the  Amarillo  High  Plains 
Baptist  Hospital  on  Oct  6,  1972,  following 
three  months  of  fatigue,  weakness,  and 
anorexia,  and  two  weeks  of  low-grade  fever. 
She  used  alcohol  sparingly  and  denied 
previous  injections,  transfusions,  exposure 
to  known  hepatitis,  or  the  use  of  medica- 
tions or  drugs. 

Physical  examination  showed  no  abnor- 
malities other  than  moderate  abdominal 
tenderness,  mild  hepatomegaly,  and  mild 
generalized  muscle  weakness. 

Laboratory  work  disclosed  a normal 
complete  blood  count  and  urinalysis 
findings.  The  sedimentation  rate  was  42 
mm,  total  serum  bilirubin  value  was  2.5 
mg/100  ml,  SCOT  value  was  143  lU,  and 
the  alkaline  phosphatase  level  was 
elevated  to  40  Bessey-Lowry  units  (normal 
0.8  to  4.8).  The  test  for  HB^Ag  was  nega- 
tive, the  prothrombin  time  was  normal, 
and  the  gamma  globulin  levels  were 
normal.  Radiological  examination  of  the 
stomach,  small  intestine,  and  gallbladder 
disclosed  no  abnormalities.  A liver  biopsy 
specimen  showed  a generalized  inflam- 


3.  Low-power  view  of  the  second  liver  biopsy 
done  three  months  after  the  initial  one, 
and  after  prednisone  and  azathioprine  therapy. 
The  previously  conspicuous  infiltrate  is  absent, 
indicating  an  improvement  in  the  disease  process. 
In  the  upper  right  hand  corner,  an  unusual  cell 
type  can  be  noted  and  Fig  4 shows  an  extension 
of  this  area  of  the  biopsy. 


matory  exudate  of  variable  intensity,  but 
more  severe  in  the  portal  areas  (Fig  1). 

The  limiting  plate  is  overrun  by  the  infil- 
trate which  extends  throughout  several 
lobules.  On  higher  power  (Fig  2)  the 
inflammatory  cell  population  consists  of 
mononuclear  cells,  some  polymorphonu- 
clear cells,  and  a significant  number  of 
plasma  cells.  A diagnosis  of  chronic 
active  hepatitis  was  made  and  the  patient 
was  treated  with  prednisone  and  azathio- 
prine, resulting  in  improved  strength  and 
sense  of  well  being,  and  a decrease  in 
the  serum  bilirubin  level.  One  month  later 
the  patient  felt  somewhat  better,  although 
she  still  was  weak.  Two  months  after 
discharge  the  bilirubin  and  SCOT  levels 
were  normal,  but  the  alkaline  phosphatase 
value  continued  to  be  greatly  elevated. 

One  month  later,  the  patient  noted  scleral 
icterus  and  abdominal  distention,  and  she 
was  rehospitalized.  Additional  physical 
findings  were  jaundice  and  ascites.  The 
SGOT  value  was  41  lU,  the  alkaline  phos- 
phatase level  was  22  Bessey-Lowry  units, 
the  bilirubin  level  was  12  mg/100  ml,  and 
the  total  protein  value  was  6.5  gm/100 
ml.  The  prothrombin  time  was  normal.  The 
HBgAg  was  nonreactive.  A repeat  liver 
biopsy  specimen  (Fig  3)  showed  absence 
of  the  previously  described  cellular  infil- 
trate and  no  fibrosis,  but  in  one  area 
(Fig  4)  the  liver  cells  were  replaced  by  a 
mass  of  duct-like  structures  consistent 
with  a cholangiocarcinoma.  Exploratory 

4.  Low-power  view  of  the  second  liver  biopsy 
showing  disarrayed  growth  of  a mass  of  tissue 
forming  duct-like  structures,  compatible  with 
differentiated  cholangiocarcinoma  of  the  liver. 
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laparotomy  revealed  cholangiocarcinoma 
involving  much  of  the  liver,  and  the  patient 
died  two  days  later. 

Discussion 

The  diagnosis  and  treatment  of  chronic 
active  hepatitis  has  been  delineated. 

The  challenge  now  lies  in  discovering  the 
etiology.  This  report  adds  to  the  ac- 
cumulating evidence  that  in  susceptible 
persons,  agents  which  damage  the  liver 
may  initiate  a series  of  events  that  may 
lead  to  chronic  active  hepatitis. 

Viral  hepatitis  was  incriminated  early 
as  a precipitating  factor, and  perhaps 
20%  of  the  cases  are  preceded  by  this 
infection.  This  form  of  hepatitis  may 
occur  in  association  with  Wilson’s 
disease, halothane  hepatitis,^®  or  the 
use  of  Dialose,  Plus^'^  a laxative  formerly 
containing  oxyphenisatin.  Recently, 
chronic  active  hepatitis  has  been  associ- 
ated with  chronic  alcoholism. We 
postulate  that  in  the  present  case,  the 
disease  was  initiated  by  an  underlying, 
initially  occult,  cholangiocarcinoma  which 
led  to  the  development  of  antiliver  cell 
antibodies. 

Evidence  isaccumulatingthatthe 
susceptible  population  may  be  genetically 
predetermined, since  certain  histo- 
compatibility antigens  are  frequently 
found  in  patients  with  chronic  active 
hepatitis. 

Eddleston  and  Williams-®  postulate  that 
a genetic  predisposition  allows  prolonged 
HBsAg  antigenemia  with  continued  pro- 
duction of  antibodies  which  may  also 
react  with  the  liver  cell  or  its  components. 
We  suggest  that  in  the  present  case,  the 
carcinoma  either  produced  some  antigenic 
material  similar  to  the  hepatocyte  lipo- 
protein, or  that  it  caused  hepatic  cell 
damage  with  release  of  some  antigenic 
substance. 
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The  medical  malpractice 
insurance  crisis  in  Texas 


The  professional  liability  insurance  crisis 
in  Texas  is  adversely  affecting  the  avail- 
ability and  the  cost  of  health  care  services 
for  patients.  This  statement  has  been  docu- 
mented by  the  Texas  Medical  Association 
through  a survey  conducted  underthe  di- 
rection of  the  TMA  Committee  on  Profes- 
sional Insurance.  Survey  results  indicate 
that  one  of  every  two  Texas  private  physi- 
cians respondingtothequestionnaire  have 
reduced  the  scope  of  their  practice  as  a re- 
sult of  the  malpractice  climate.  Also 
among  the  major  findings  of  the  survey 
are  that  (1)  malpractice  suits  in  the  state 
have  quadrupled  since  1971,  and  (2)  the 
amounts  awarded  by  juries  have  risen 
500%  in  the  same  period.  The  following 
is  a condensed  version  of  thefinal  survey 
report  which  was  presented  to  the  Texas 
Medical  Professional  Liability  Study  Com- 
mission on  March  19, 1976. 

For  more  than  a year,  the  Texas  Medical 
Association  has  characterized  the  Texas 
medical  professional  liability  insurance 
situation  as  a “crisis,”  while  others  have 
failed  to  recognize  the  problem’s  serious 
consequences.  A solution  to  the  profes- 
sional liability  insurance  crisis  in  Texas 
will  be  delayed  until  the  diverse  vested 
interests  and  the  public  are  convinced 
that  a crisis  exists. 

Admittedly,  the  dearth  of  national  and 
Texas  statistics  has  inhibited  objective 
analysis.  Affected  parties  have  not  worked 
together  to  determine  fundamental  causes 
or  to  solve  the  problem. 

TMA  has  known  for  some  time  that  the 
number  of  medical  malpractice  suits  and 
claims  has  been  increasing  dramatically. 
TMA  has  also  recognized  that  the  medical 
malpractice  insurance  crisis  is  more  than 
the  inability  of  physicians,  hospitals,  and 
other  providers  to  purchase  insurance  at 
reasonable  rates.  The  crisis  has  affected 
patterns  of  medical  practice,  the  inflation 
rate  of  medical  care  prices,  the  perform- 


ance of  experienced  medical  personnel, 
and  in  many  instances,  the  availability  of 
medical  care.  The  lack  of  documentation 
of  such  facts  has  served  as  a stumbling 
block  or  a convenient  excuse  for  inaction 
in  Texas. 

In  consultation  with  the  Texas  Medical 
Professional  Liability  Study  Commission, 
created  by  the  64th  Texas  Legislature, 

TMA  surveyed  its  members  duringthe  last 
four  months  of  1975to  determine  the 
depth  and  dimensions  of  the  Texas  crisis. 
The  survey  report  documents  the  gravity 
of  the  problem  and  provides  conclusive 
evidence  that  Texans  ultimately  will  bear 
the  burden  if  current  trends  are  not  re- 
versed and  an  equitable  solution  found. 
Indeed,  the  crisis  already  is  adversely  af- 
fecting the  cost  and  availability  of  medical 
care  in  Texas. 

This  presentation  is  divided  into  four 
sections; 

(1)  Profile  of  Texas  physicians  and  their 
medical  practices; 

(2)  Profile  of  the  malpractice  insurance 
carried  by  Texas  physicians; 

(3)  Reasons  forthe  medical  malprac- 
tice insurance  crisis  in  Texas;  and 

(4)  Impact  of  the  medical  malpractice 
insurance  crisis  in  Texas  on  physicians  and 
the  public. 


Six  characteristics  were  chosen  in  order  to 
establish  a professional  profile:  specialty, 
major  professional  activity,  medical  school 
attended,  specialty  board  certification,  and 
age.  Based  on  the  data  from  the  profes- 
sional profile,  it  appears  that  the  survey 
respondents  are  fairly  representative  of 
the  TMA  membership  and  the  physician 
population  of  Texas.  Medical  practice 
characteristics  chosen  were:  hours  worked, 
weeks  worked,  patient  visits,  and  medical 
practice  expenses. 


PROFILE  OF  TEXAS  PHYSICIANS  AND 
THEIR  MEDICAL  PRACTICES 
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Professional  characteristics 

Specialty.  Eleven  individual  specialties  ac- 
counted for  75.5%  of  all  survey  respon- 
dents. These  1 1 specialties  also  represent 
a wide  spectrum  of  medical  and  surgical 
activities  and  the  full  range  of  risk  classi- 
fications utilized  by  the  insurance  com- 
panies. Forall  survey  respondents,  24% 
were  in  family  practice,  21  % were  in  the 
medical  specialties,  35%  were  in  the  sur- 
gical specialties  and  20%  were  in  the 
other  specialties. 

Major  professional  activity.  Of  those  re- 
sponding, 93.9%  were  in  private  practice 
(solo,  partnership  or  group);  5.6%  were 
in  non-patient  care  (medical  teaching,  ad- 
ministration, research,  other);  and  0.5% 
were  not  classified  by  major  professional 
activity.  Of  those  in  private  practice,  56% 
were  in  solo  practice;  23%  were  in  part- 
nerships; and  21  % were  in  group  practice. 

Medical  school  attended.  Of  those  respon- 
dingto  the  survey,  51%  were  graduates 
of  Texas  medical  schools;  39%  were  grad- 
uates of  other  U S medical  schools;  and 
10%  were  graduates  of  foreign  medical 
schools. 


Specialty  Board  Certification.  Currently 
there  are  20  primary  and  two  conjoint 
boards  granting  certificates.  These  22 
specialty  boards  confer  32  types  of  “gen- 
eral certificates”  and  33  types  of  “special 
certificates”  in  a total  of  65  areas  of  med- 
ical practice.  While  the  specific  require- 
ments for  certification  vary  from  board  to 
board,  in  general,  four  to  seven  years  be- 
yond medical  school  are  necessary  to  com- 
plete the  graduate  training  and  examina- 
tion requirements.  By  major  specialty 
group,  23%  of  thefamily  physicians,  66% 
of  the  medical  specialists,  75%  of  the  sur- 
gical specialists,  and  70%  of  the  other 
specialists  were  board  certified. 

Age.  Twenty-two  percent  of  the  respon- 
dents were  under 40;  32.5%  were 40-49; 
28.3%  were 50-59;  13.9%  were 60-69; 
2.4%  were  70-79;  and  0.2%  were  80  and 
over.  The  median  age  of  all  physicians  was 
48.5  years. 

Medical  practice  characteristics 

Hours  worked  per  week  and  weeks  worked 
per  year.  In  addition  to  the  hours  spent  in 
direct  patient  care,  physicians  are  spend- 
ing increasing  amounts  of  time  in  the  ad- 


OTHER 

PHYSICIANS 


Abbreviation  key:  FP — Family  Practice,  GS — General  Surgery,  IM — Internal  Medicine,  OBG — Obstetrics  and  Gynecology, 
PD — Pediatrics,  ORS — Orthopedic  Surgery,  AN — Anesthesiology,  R — Radiology,  U — Urological  Surgery,  NS — Neurological 
Surgery. 
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ministration  of  their  practice,  particularly 
in  preparing  insurance  forms  and  updating 
patient  records.  For  all  physicians,  an  aver- 
age of  59  hours  per  week  and  49  weeks  per 
year  was  spent  practicing  medicine.  From 
the  data  presented,  it  appears  that  Texas 
physicians  cannot  significantly  increase 
practice  revenue  to  meet  medical  practice 
expenses,  includingtheir  malpractice 
premium,  by  working  more  hours  per  week 
or  weeks  per  year. 

Patient  visits  per  week  and  per  year.  Cau- 
tion should  be  exercised  in  interpreting  the 
data  on  patient  visits  due  to  the  variation 
in  the  type  of  medical  or  surgical  activities 
performed  by  physicians.  Generally,  the 
higher  risk  specialties — obstetrics/ 
gynecology  (137  visits  per  week),  ortho- 
pedic surgery  (135),  neurosurgery  (103), 
anesthesiology  (103) — have  fewer  patient 
visits  than  dofamily  physicians  (191)  or 
pediatricians  (161). 

Medical  practice  expenses.  One  aspect  of 


medical  practice  which  is  generally  not 
given  adequate  consideration  is  the  signi- 
ficant level  of  expenditures  required  to 
operate  a medical  practice.  Most  physi- 
cians must  maintain  an  office  complete  with 
appropriate  numbers  and  types  of  allied 
health  personnel,  equipment  (medical  and 
clerical),  drugs,  disposable  supplies,  etc. 
For  1975,  average  practice  expenses 
ranged  from  $56,090  for  orthopedic  sur- 
geons to  $18,716  for  psychiatrists.  Operat- 
ing costs  rose  sharply  between  1970  and 
1975,  ranging  from  a 37%  increase  for 
radiologists  and  urologists,  to  100%  for 
anesthesiologists,  to  125%  for  neurosur- 
geons. 

Impact  of  malpractice  premium  on  med- 
ical practice  expenses.  The  rapidly  escalat- 
ing cost  of  malpractice  insurance  has  con- 
tributed to  rising  medical  practice  ex- 
penses. Survey  results  indicate  that  the 
cost  of  malpractice  insurance  has  been 
increasing  at  a rate  greater  than  other 
practice  expenses  and  has  accounted  for 


PREMIUM 
PERCENTAGE 
OF  PRACTICE 
EXPENSES 


PROFESSIONAL  LIABILITY  INSURANCE  PREMIUM  AS  A 
PERCENT  OF  MEDICAL  PRACTICE  EXPENSES,  1970-75 
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a higher  percentage  of  all  medical  practice 
expenses  in  recent  years. 

PROFILE  OF  MALPRACTICE  INSURANCE 
CARRIED  BY  TEXAS  PHYSICIANS 

Aspects  of  malpractice  insurance  coverage 
chosen  for  the  profile  were:  percent  having 
coverage,  reasons  for  not  carrying  insur- 


ance, extent  of  coverage,  companies  writ- 
ing basic  policies,  type  of  policy,  and  non- 
renewal of  policies. 

Physicians  with  insurance  and  amount  of 
coverage 

Percentage  of  physicians  with  malpractice 
w^Mrance.  While  95%  of  all  physicians  had 


REASONS  FOR  THE  MEDICAL  MALPRACTICE  INSURANCE  CRISIS  IN  TEXAS. 

(1)  The  number  of  reported  suits  and  claims  filed  has  increased  dramatically  in  a very  short  period  of  time,  with  60%  of 
all  reported  suits  and  claims  having  been  filed  between  January,  1972,  and  August,  1975. 

(2)  16%  of  all  reported  suits  and  claims  were  filed  during  January-August,  1975,  a higher  percentage  than  in  all  years 
prior  to  1965  and  in  any  single  year  1965-1973. 

(3)  The  percentage  of  suits  and  claims  with  multiple  defendants  has  increased  significantly,  from  49.2%  of  all  suits  and 
claims  filed  prior  to  1970  to  64.4%  of  those  filed  in  1974. 

(4)  28%  of  the  respondents  to  the  survey  had  experienced  a suit  or  claim  at  some  time  during  their  professional  career,  as 
compared  with  10.1%  in  1956  and  12.4%  in  1963. 

(5)  Such  characteristics  as  medical  school  attended,  board  certification,  and  years  in  practice  seem  to  have  little  predictive 
value  as  to  whether  or  not  a physician  has  experienced  a suit  or  claim. 

(6)  72%  of  the  survey  respondents  have  never  had  a suit  or  claim,  20%  have  had  one,  6%  have  had  two,  2%  have  had 
three,  and  1%  have  had  four  or  more. 

(7)  A greater  percentage  of  all  suits  and  claims  filed  in  recent  years  have  been  seeking  larger  amounts  of  damages  with 

70%  of  all  reported  suits  and  claims  seeking  $100,000  and  over  having  been  filed  since  1972. 

(8)  77%  of  the  total  reported  damages  sought  have  been  requested  in  suits  and  claims  filed  since  1972. 

(9)  41.7%  of  all  suits  and  claims  with  awards  were  the  result  of  suits  and  claims  filed  since  1972. 

(10)  54%  of  all  reported  dollars  awarded  have  been  paid  on  suits  and  claims  filed  since  1972,  with  54%  of  the  reported 
suits  and  claims  filed  since  1972  still  pending. 

(11)  Reported  suits  and  claims  with  awards  of  $100,000  or  more  accounted  for  only  4.6%  of  all  suits  and  claims  with 
awards,  but  48.8%  of  the  dollars  paid. 

(12)  At  least  through  1972,  there  is  evidence  of  a trend  toward  a lower  percentage  of  all  suits  and  claims  filed  being  de- 
cided in  favor  of  the  physician  and  a higher  percentage  being  decided  in  favor  of  the  patient. 
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coverage  at  the  time  of  the  survey,  cover- 
age percentages  for  selected  specialties 
ranged  from  89%  of  neurosurgeons  to 
99%  of  internists.  At  the  time  of  the  sur- 
vey, 2.5%  of  the  responding  physicians 
did  not  have  coverage  because  the  prem- 
ium was  too  high;  1.2%  chose  not  to  main- 
tain coverage:  1-1  % did  not  have  coverage 
for  other  reasons;  and  0.5%  were  unable 
to  obtain  coverage  at  any  price. 

Limits  of  basic  coverage.  Basic  coverage 
is  written  on  the  basis  of  specified  cover- 
age per  suit  or  claim  and  aggregate  cover- 
age for  all  suits  or  claims  filed  as  a result 
of  negligent  acts  duringthe  policy  year. 

For  example,  a basic  policy  of  $100,000/ 
$300,000  provides  coverage  of  up  to 
$100,000  forany  single  suit  or  claim  and 
a total  of  $300,000  to  coverall  suits  or 
claims  filed  that  year. 

Five  percent  of  the  responding  physic- 
ians with  coverage  had  less  than  $100,- 
000/$300,000:39%  had  $100,000/ 
$300,000;  44%  had  $200,000/$600,- 
000;  and  12%  had  greaterthan  $200,- 
000/$600,000.  Of  the  physicians  with 
more  than  $200,000/$600,000  basic 
coverage,  31  % were  covered  by  Medical 
Protective. 

Umbrella  Coverage.  A second  type  of 
insurance  which  was  available  in  the  policy 
year  preceding  the  survey  was  excess  or 
umbrella  coverage.  Generally  this  type  of 
coverage  picks  up  at  the  limits  of  the  basic 
coverage  and  is  usually  written  in  the 
amounts  of  $1,000,000  upto  $5,000,000. 
The  percentage  of  responding  physicians 
in  selected  specialties  who  had  umbrella 
coverage  increased  significantly  duringthe 
1970-1973  period,  reflectingthe  belief 
that  higher  limits  of  coverage  were  needed 
for  protection  against  the  increasing  num- 
ber and  severity  of  suits  and  claims  filed. 
However,  since  1973,  the  percentage  of 
physicians  with  umbrella  coverage  has 
been  declining,  particularly  in  the  high  risk 
specialties,  forthree  reasons:  (1)  the  in- 
creasing cost  of  umbrella  coverage;  (2)  the 
increased  limits  of  basic  coverage  required 
(usually  to  $200,000/$600,000)  by  the 
companies  to  be  eligible  to  purchase  an 


umbrella,  which  also  meant  higher  costs; 
and  (3)  the  unavailability  of  umbrella  cov- 
erage at  any  price.  It  now  appears  that  um- 
brella coverage  is  simply  not  available.  The 
percentage  of  physicians  with  umbrella 
coverage  will  continue  to  decline  as  exist- 
ing policies  expire. 

Companies  writing  basic  coverage.  At  the 
time  of  the  survey,  nine  companies  were 
writing  94%  of  all  the  basic  insurance  poli- 
cies. The  other  6%  were  distributed 
among  20  other  companies.  Medical  Pro- 
tective was  the  single  largest  carrier,  writ- 
ing 58%  of  all  basic  policies  and  60%  of 
the  basic  policies  of  physicians  in  private 
practice. 
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The  main  differences  between  the  distri- 
bution of  all  policies  by  company  and 
those  for  physicians  in  private  practice 
were  evident  in  the  percentages  written 
by  Aetna  and  Hartford.  These  differences 
were  due  to  the  fact  that,  at  the  ti  me  of  the 
survey,  Aetna  was  writing  a group  policy 
for  Baylor  College  of  Medicine  and  Hart- 
ford was  writing  two  group  policies,  one 
for  the  four  University  of  Texas  System 
Medical  Schools  and  oneforTexasTech 
University  School  of  Medicine.  These 
group  policies  represented  a significant 
portion  of  all  the  policies  written  by  these 
two  companies  in  Texas  during  1975  and 
accounted  for  their  higher  percentages  of 
all  policies  in  comparison  with  their  per- 
centages of  policies  for  physicians  in  pri- 
vate practice. 

Availability  of  basic  coverage  in  the  future 
to  physicians  in  private  practice.  The  Texas 
Medical  Association  has  been  informed  by 
Aetna  (9%)  and  Hartford  (5%)  that  they 
plan  to  cease  writing  malpractice  insur- 
ance for  physicians  in  private  practice 
when  current  policies  expire.  Whether  or 
not  they  plan  to  continue  writing  the  group 


policies  for  the  medical  schools  is  un- 
known. Travelers  (6%),  which  was  under- 
writingthe  Harris  County  Medical  Society 
program,  declined  to  renewthat  program 
in  November,  1975,  and  policies  issued 
through  that  program  will  not  be  renewed 
when  they  expire. 

St.  Paul  was  writing  4%  of  the  basic 
policies  for  private  practitioners  at  the  time 
of  the  survey.  At  present,  St.  Paul  is  writing 
only  claims-made  policies,  although  they 
had  written  occurrence  policies  previously. 
As  the  St.  Paul’s  occurrence  policies  ex- 
pire, these  physicians  will  be  required  to 
find  new  sources  of  coverage  if  they  choose 
not  to  accept  the  claims-made  policy. 

Of  the  remaining  carriers  who  were  writ- 
ing a significant  percentage  of  the  basic 
policies  for  physicians  in  private  practice, 
Chubb/Pacific  (3%),  Continental  (3%), 
and  US  Fire  (2%)  are  admitted  carriers 
and  have  approved  premium  schedules 
from  the  Texas  State  Board  of  Insurance. 
Guaranty  National  (2%)  is  a nonadmitted 
carrier  and  is  not  subject  to  regulation  by 
the  State  Board  of  Insurance.  The  20  other 
companies  writing  basic  coverage  for  the 
remaining  6%  of  the  physicians  in  private 


30% 
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practice  with  insurance  are,  in  general, 
companies  that  do  not  have  approved 
premium  schedules  from  the  State  Board 
of  Insurance  and  generally,  these  policies 
will  expire  in  the  summer,  1976. 

In  summary,  it  appears  that  26%  to 
28%  of  the  physicians  in  private  practice 
in  Texas  who  had  insurance  at  the  time  of 
the  survey  will  be  required  to  find  a new 
source  of  basic  coverage  duringthe  1976 
summer  months.  At  the  present  time,  with 
the  exception  of  the  Joint  Underwriting 
Association  (created  by  the  64th  Texas 
Legislature  and  limited  to  $300,000  basic 
coverage),  there  does  not  appear  to  be  a 
viable  market  for  malpractice  insurance 
forthis  26%  to 28%  toTexas  physicians. 
In  effect,  a serious  availability  crisis  for 
more  than  $300,000  basic  coverage  may 
be  imminent  for  at  least  one-fourth  of  the 
Texas  private  practitioners. 

Types  of  basic  policies  available  to  physi- 
cians in  private  practice.  At  the  ti me  of  the 
survey,  95%  of  the  basic  policies  in  effect 
for  private  practitioners  were  occurrence 
policies  and  5%  wereclaims-made  poli- 
cies. An  occurrence  policy  covers  all  future 
suits  or  claims  arising  from  negligent  acts 
duringthe  policy  year.  A claims-made 
policy  covers  only  those  suits  or  claims 
arisingfrom  negligent  acts  which  are  filed 
duringthe  policy  year. 

Past  refusal  of  insurance  companies  to 
renew  policies.  While  14%  of  all  physicians 
had  their  carrier  refuse  to  renew  their  pol- 
icy at  sometime  during  their  professional 
career,  30%  of  the  neurosurgeons,  28% 
of  the  anesthesiologists,  and  21%  of  the 
urologists  had  experienced  refusals  to 
renew.  Of  the  total  number  with  refusals, 
19%  stated  that  it  was  due  to  a suitor 
claim  having  been  filed;  53%  stated  that 
it  was  because  the  company  was  no  longer 
writing  in  their  area;  and  29%  stated  that 
it  was  for  other  reasons. 

REASONS  FOR  THE  MEDICAL 
MALPRACTICE  INSURANCE  CRISIS 
IN  TEXAS 

According  to  experts  in  the  medical  mal- 


practice insurance  field,  the  increasing 
frequency  and  severity  of  suits  and  claims 
filed  in  recent  years  are  the  two  basic  char- 
acteristics of  the  crisis.  One  indisputable 
conclusion  to  be  drawn  from  the  TMA  sur- 
vey is  that  Texas  has  not  escaped  the 
alarming  increase  in  the  frequency  and  se- 
verity of  suits  and  claims  beingfiled. 

For  the  purpose  of  this  survey,  the  fol- 
lowing definitions  of  a suit  and  claim  were 
used: 

Suit — a petition  filed  in  court  and  a cita- 
tion actually  served  chargingthe  physi- 
cians with  negligence. 

Claim — no  suit  filed  in  court,  but  a re- 
quest for  money  damages  against  a physi- 
cian was  investigated  and  negotiated  by 
attorneys  or  the  insurance  carrier. 

It  is  necessary  to  consider  claims  and 
suits  because  both  require  an  expenditure 
by  the  insurance  carrier  in  the  physician’s 
defense.  In  addition,  the  majority  of  pay- 
ments to  the  patient  are  the  result  of  out- 
of-court  settlements  rather  than  awards  by 
a jury. 


IMPACT  OF  THE  MEDICAL  MALPRACTICE  INSURANCE 

CRISIS  ON  THE  AVAILABILITY  AND  ADEQUACY  OF 

INSURANCE. 

(1)  Since  1973,  the  percentage  of  physicians  with  umbrella 
coverage  has  been  declining,  particularly  in  the  high 
risk  specialties,  initially  because  of  the  increasing  cost 
of  the  umbrella  and  the  higher  limits  of  basic  coverage 
required  to  be  eligible  for  an  umbrella,  and  now  because 
of  the  unavailability  of  this  type  of  coverage. 

(2)  Approximately  26%  to  28%  of  the  physicians  in 
private  practice  at  the  time  of  the  survey  who  had  in- 
surance will  be  required  to  find  a new  source  of  basic 
coverage  within  the  next  4-6  months. 

(3)  With  the  exception  of  the  Joint  Underwriting  Associa- 
tion and  its  limited  coverage,  there  does  not  appear  at 
this  time  to  be  a viable  market  for  this  26%  to  28% 
of  respondents  in  private  practice  who  will  be  seeking 

a new  source  of  coverage. 


IMPACT  OF  THE  MEDICAL  MALPRACTICE  INSURANCE 
CRISIS  ON  THE  COSTS  OF  OPERATING  A MEDICAL 
PRACTICE. 

(1)  Physicians  cannot  significantly  increase  practice 
revenue  to  pay  higher  malpractice  insurance  premiums 
by  working  more  hours  per  week  or  weeks  per  year. 

(2)  Medical  practice  expenses  increased  substantially  during 
the  1970-1975  period  and  the  enormous  increases  in  mal- 
practice insurance  premiums  contributed  significantly 

to  increased  practice  expenses. 
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Increasing  frequency  of  suits  and  claims 

Gross  number  of  reported  suits  and  claims. 
While  the  gross  number  of  suits  and  claims 
reported  must  be  interpreted  with  the 
warning  that  it  does  not  represent  the  total 
number  of  suits  and  claims  filed  in  Texas, 
it  does  evidence  an  unmistakable  upward 
trend.  The  reported  number  of  suits  and 
claims  filed  remained  relatively  stable 
from  1960  until  1968,  but  has  increased 
dramatically  since  then.  In  comparison 


with  1968,  the  reported  number  of  suits 
and  claims  filed  in  1974  increased  613%. 

Recognizingthatasthe  population  in- 
creased over  the  1960-August  1975  pe- 
riod, the  absolute  number  of  suits  and 
claims  filed  would  also  increase,  even  if 
the  frequency  did  not.  The  reported  num- 
ber of  suits  and  claims  increased  from  .33 
per  100,000  population  in  1960to3.61 
per  100,000  population  in  1974.  Again, 
this  is  not  the  actual  rate  of  suits  and 
claims  per  100,000  population  in  Texas, 
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but  only  the  rate  per  100,000  reported  in 
the  survey.  This  does  not  alter  the  conclu- 
sion that  the  frequency  of  suits  and  claims 
filed  has  increased  dramatically  and  that 
this  increase  is  not  due  simply  to  popula- 
tion growth. 

Distribution  of  suits  and  claims  by  year 
filed.  Of  all  reported  suits  and  claims,  60% 
were  filed  between  January,  1972,  and 
August,  1975.  The  data  on  frequency  be- 
come more  ominous  when  one  considers 
that  16%  of  all  reported  suits  and  claims 
were  filed  during  the  first  eight  months  of 
1975.  This  16%  was  higherthan  the  per- 
centage of  all  reported  suits  and  claims 
filed  in  all  years  priorto  1965,  higherthan 
the  percentage  for  any  single  year  1965 
through  1973,  and  only  four  percentage 
points  lowerthan  the  percentage  of  all  re- 
ported suits  and  claims  filed  during  1974. 
Thus,  the  tremendous  increase  in  the  fre- 
quency of  suits  and  claims  filed  has  occur- 
red in  less  than  four  years.  In  addition,  the 
full  impact  has  not  been  realized  yet,  since 
54%  of  the  reported  suits  and  claims  filed 
since  1972  are  still  pending. 

Increasing  frequency  of  suits  and  claims 
with  multiple  defendants.  There  is  also  a 
definite  trend  toward  suits  and  claims  with 
multiple  defendants.  Of  all  reported  suits 
and  claims  filed  priorto  1970,  only  49.2% 
had  multiple  defendants  in  the  original 
suit  or  claim;  by  comparison  of  the  reported 
suits  and  claims  filed  during  1974,  64.4% 
had  multiple  defendants.  For  all  reported 
suits  and  claims,  43.4%  had  a single  de- 
fendant physician  and  56.4%  had  multiple 
defendants  (30.7%  with  one  other,  19.4% 
with  two  other,  and  3.6%  with  three  or 
more  other  defendants).  Thus  while  the 
majority  of  all  reported  suits  and  claims 
had  multiple  defendants  in  the  original  suit 
or  claim,  this  percentage  has  increased 
significantly  in  recent  years. 

Suit  and  claims  experience  of  Texas 
physicians 

In  an  attempt  to  determine  the  distribution 
of  suits  and  claims  amongTexas  physi- 
cians, the  incidence  of  suits  or  claims 


among  the  survey  respondents  was  tabu- 
lated by  several  characteristics:  specialty, 
medical  school  attended,  board  certifica- 
tion, years  in  practice,  number  of  suits  per 
physician  and  per  specialty,  reasons  for 
filingthe  suit  or  claim,  and  sole  defendant. 

By  specialty.  One  of  every  3.6  (28%) 
respondents  had  experienced  a suit  or 
claim  at  some  time  duringtheir  profes- 
sional careers.  The  percentage  with  a suit 
or  claim  ranged  from  15%  of  the  pediatri- 
cians, to  33%  of  the  family  physicians,  to 


IMPACT  OF  THE  MEDICAL  MALPRACTICE  INSURAMCE 

CRISIS  ON  THE  PHYSICIANS  AND  THE  CITIZENS 

OF  TEXAS 

(1)  Dramatic  increases  in  malpractice  insurance  premiums 
for  all  types  of  coverage,  ranging  up  to  over  600%  be- 
tween 1970  and  1975  for  physicians  in  the  high  risk 
specialties. 

(2)  The  unavailability  of  adequate  amounts  of  insurance 
coverage  because  of  the  increasing  frequency  and  severity 
of  suits  and  claims  filed  and  of  damages  awarded  with- 
in the  last  four  years. 

(3)  Increases  in  the  cost  of  health  care,  directly  through 
increases  in  patient  fees  to  pay  malpractice  premiums 
and  indirectly  through  increasing  numbers  of  actions 
taken  because  of  the  threat  of  a suit  or  claim  and  the 
need  for  an  adequate  defense. 

(4)  Reductions  in  the  scope  of  practice  in  order  to  retain 
or  obtain  insurance,  particularly  by  family  physicians. 

(5)  Delegation  of  less  responsibility  by  physicians  to  allied 
health  personnel  and  limitations  on  procedures  per- 
formed, resulting  in  fewer  patient  visits  and  in  re- 
ductions on  the  type  of  services  available  in  some  areas. 

(6)  Evidence  of  possible  significant  reductions  in  the  avail- 
ability of  health  services  for  beneficiaries  of  federal 
programs  and/or  higher  fees  for  private  patients. 
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54%  of  the  neurosurgeons.  Generally 
speaking,  a higher  percentage  of  the  physi- 
cians in  those  specialties  which  have  tra- 
ditionally been  considered  ‘‘high  risk” 
had  experienced  a suit  or  claim. 

By  selected  years.  According  to  surveys 
conducted  by  the  American  Medical  Asso- 
ciation, in  1956  10.1  % of  the  physicians 
in  Texas  had  experienced  a suit  or  claim. 

By  1963,  this  percentage  had  increased  to 
only  12.4%  of  the  physicians.  Thus,  while 
the  percentage  of  Texas  physicians  who 
had  experienced  a suit  or  claim  only  in- 


creased 2.3  percentage  points  between 
1956  and  1963,  it  more  than  doubled  be- 
tween 1963  and  August,  1975. 

By  medical  school  attended.  Of  the  sur- 
vey respondents,  30.7  % of  the  graduates 
of  US  schools  outside  of  Texas,  30.4%  of 
the  graduates  of  Texas  medical  schools, 
and  23.4%  of  the  graduates  of  foreign 
medical  schools  had  experienced  a suit  or 
claim.  The  lower  percentage  for  foreign 
medical  graduates  is  probably  due  to  their 
age  distribution  (younger  than  US  physi- 
cians) and  specialty  distribution  (higher 
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percentage  in  the  nonsurgical  specialties), 
than  to  any  factor  directly  attributable 
to  their  medical  education. 

By  board  certification.  Of  the  respond- 
ents, 28%  of  the  physicians  who  were 
board  certified  and  28%  of  the  physicians 
who  were  not  board  certified  had  experi- 
enced a suitorclaim.  Forthe  individual 
specialties,  the  experience  was  mixed.  For 
several  of  the  high  risk  specialties,  the 
percentage  of  board  certified  physicians 
who  had  experienced  a suit  or  claim  was 
higherthanthe  percentage  of  the  physi- 
cians not  certified. 

By  years  in  practice.  The  percentage  of 
respondents  who  had  experienced  a suit  or 
claim  steadily  increased  from  16%  of  the 
physicians  in  practice  0-5  years  to  37  % 
of  those  in  practice  26-30  years,  and  then 
declined  afterthat.  No  significant  relation- 
ship seems  to  exist  between  the  number  of 
years  in  practice  and  the  percentage  with 
a suitorclaim. 

Number  of  suits  or  claims  per  physician. 

Of  the  respondents,  72  % had  never  ex- 


perienced a suitor  claim,  20%  had  one 
suitorclaim,  6%  had  two  suits  or  claims, 
2%  had  three  suits  or  claims  and  1%  had 
four  or  more  suits  or  claims.  Of  the  8% 
of  the  physicians  with  more  than  one  suit 
or  claim,  6.8%  were  in  the  high  risk  spe- 
cialties of  anesthesiology,  family  practice, 
general  surgery,  neurosurgery,  obstetrics/ 
gynecology,  orthopedic  surgery,  otorhino- 
laryngology, plastic  surgery,  and  urology. 

Distribution  of  suits  and  claims  by  spe- 
cialty. Family  physicians  accounted  for 
the  largest  percentage  of  physicians 
(23.8%)  and  forthe  largest  percentage 
of  all  reported  suits  and  claims  filed 
(27.2%).  As  would  be  expected,  the  high 
risk  specialties  (obstetrics/gynecology, 
general  surgery,  orthopedic  surgery,  neuro- 
surgery, and  family  practice)  accounted 
for  larger  percentages  of  all  reported  suits 
and  claims  than  their  percentages  of  all 
physicians. 

Reasons  why  suits  or  claims  were  filed. 

The  major  reasons  for  filing  suits  and 
claims  included  improper  treatment 
(21.6%),  surgery  (17.4%),  other  reasons 
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(16.2%)  and  failure  to  diagnose  (10.7%). 
The  other  34.1  % of  the  reported  suits 
and  claims  were  distributed  among  12 
procedures  or  actions,  with  no  single  one 
accounting  for  more  than  6%  of  the  re- 
ported suits  and  claims. 

Sole  defendant  by  specialty.  In  43%  of 
all  suits  and  claims,  the  physician  was  the 
sole  defendant  in  the  original  suit  or  claim. 
By  comparison,  the  physician  was  the  sole 
defendant  in  only  14%  of  the  suits  and 
claims  filed  against  anesthesiologists.  Ex- 
cept for  ophthalmology  and  orthopedic 
surgery,  the  majority  of  suits  and  claims 
filed  against  physicians  in  the  major  spe- 
cialties included  multiple  defendants. 

Increasing  severity  of  suits  and  claims 

As  has  been  indicated,  Texas  has  not  es- 
caped the  increasing  frequency  of  suits 
and  claims  filed.  TheTMA  survey  also 
shows  conclusively  that  Texas  has  not 
escaped  the  second  characteristic  of  the 
malpractice  insurance  crisis,  an  alarming 
increase  in  the  severity  of  suits  and  claims 
filed. 


Increasing  amounts  of  damages  sought. 

In  recent  years  smaller  percentages  of  all 
reported  suits  and  claims  filed  during  any 
particular  year  were  seeking  under 
$10,000,  $10,000-$24,999,  and  $25,000 
$99,999  in  damages  and  larger  percent- 
ages were  seeking  $100, 000-$499, 999, 
$500,000-$999,999,  and  $1,000,000 
and  more  in  damages.  For  example,  of  the 
suits  and  claims  filed  in  1965,  18.9% 
were  seeking  under  $10,000,  as  compared 
with  only  7.7%  of  thosefiled  in  1974; 
29.2%  of  those  filed  in  1965  were  seek- 
ing $25,000-$99,999,  as  compared  with 
17%  of  those  filed  in  1974;  and  4.2%  of 
thosefiled  in  1965  were  seeking  $1,000, - 
000  and  over  as  compared  with  21.5%  of 
those  filed  in  1974. 

Specified  amounts  of  damages  sought  by 
filing year.'HhWe  60%  of  all  reported  suits 
and  claims  were  filed  between  1972- 
August  1975,  even  higher  percentages  of 
those  seeking  large  awards  were  filed  dur- 
ing that  period.  Sixty-four  percent  of  the 
reported  suits  and  claims  seeking  $100,- 
000-$  199,999,  68%  of  those  seeking 
$300,000-$399,999,  76%  of  those  seek- 
ing $500,000-$599,999,  and  81  % of  the 
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suits  and  claims  seeking  $1, 000,000-$!, ■ 
999,999  were  filed  between  January  1972 
and  August,  1975. 

Gross  amount  of  damages  sought  in  re- 
ported suits  and  claims.  The  total  amount 
of  damages  sought  in  suits  and  claims 
filed  in  any  particular  year  remained  rela- 
tively stable  until  1971  but  has  increased 
significantly  since.  Seventy-seven  percent 
of  the  total  damages  sought  in  all  reported 
suits  and  claims  were  requested  in  filings 
between  January  1972  and  August  1975. 
In  addition,  the  percentage  of  all  damages 
requested  in  suits  and  claims  filed  be- 
tween January  and  August,  1975  (19.8%) 
was  largerthan  the  percentage  of  all  dam- 
ages sought  in  all  suits  and  claims  filed 
priorto  1965  and  in  any  single  year 
1965-1973. 

Increasing  severity  of  amounts  awarded 

Providing  a totally  accurate  picture  of  the 
increasing  severity  of  awards  is  more  dif- 
ficult since  54%  of  the  suits  and  claims 
filed  since  1972  are  still  pending. 

Increasing  amounts  of  damages  awarded. 
For  suits  and  claims  filed  priorto  1973, 


the  percentage  with  awards  under  $10,000 
is  declining  and  the  percentages  with 
awards  of  $10,000  $24,999,  $25,000- 
$99,999,  $100,000-$499,999,  and  over 
$500,000  are  increasing. 

Gross  number  of  reported  awards  by  year 
filed.  While  the  gross  number  of  awards 
reported  does  not  represent  the  total  num- 
ber of  awards  in  Texas,  the  upward  trend 
is  certainly  significant.  The  total  number 
of  reported  awards  has  been  increasing 
steadily  since  1968.  In  comparison  to 
1968,  there  was  a 364%  increase  in  the 
reported  number  of  awards  from  suits  and 
claims  filed  in  1973,  with  36%  of  the  suits 
and  claims  filed  in  1973  still  pending.  It 
is  significant  to  notethat  60.6%  of  all 
reported  suits  and  claims  with  awards  have 
occurred  as  the  result  of  suits  and  claims 
filed  since  1970. 

Gross  reported  dollars  awarded  by  year 
suit  or  claim  filed.  Significant  among  the 
survey  findings  is  the  fact  that  the  total 
reported  dollars  paid  as  a result  of  suits 
and  claims  filed  in  1974  is  already  approxi- 
mately equal  to  the  total  reported  dollars 
paid  on  suits  and  claims  filed  in  1972 
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with  61  % of  the  suits  and  claims  filed  in 
1974  still  pending. 

Of  the  total  dollars  ever  paid,  54%  were 
paid  as  a result  of  suits  and  claims  filed 
since  1972.  Thus,  not  counting  any  dol- 
lars paid  since  1972  on  suits  and  claims 
filed  priorto  1972,  54%  of  all  reported 
dollars  awarded  have  been  paid  since  1972 
with  54%  of  the  reported  suits  and  claims 
filed  since  1972  still  pending. 

Comparison  of  damages  sought  with 
damages  awarded  by  amount.  The  signifi- 
cant difference  between  the  distribution  of 
suits  and  claims  by  damages  sought  and 
by  damages  awarded  is  due  partially  to  the 
time  lag  between  filing  and  closing.  The 
distribution  of  suits  and  claims  by  amount 
of  damages  sought  reflects  the  tremen- 
dous increase  in  recent  years  in  the  number 
of  suits  and  claims  seeking  large  dam- 
ages, while  the  distribution  of  suits  and 
claims  with  awards  cannot  yet  account  for 
the  large  percentage  of  those  filed  in  recent 
years  which  are  still  pending.  Still,  it  is 
extremely  important  to  note  that  the  4.6% 
of  all  reported  awards  for  $100,000  or 
more  accounted  for  48. 8%  of  all  dollars 
paid.  Thus,  it  is  evident  that  the  large 
awards  have  an  enormous  impact  on  the 
total  dollars  paid.  Consideringthat  70% 
of  all  reported  suits  and  claims  seeking 
$100,000  or  more  in  damages  have  been 
filed  since  1972,  the  potential  fortremen- 
dous  dollar  payments  within  the  next  few 
years  is  significant. 

Percentage  of  reported  suits  and  claims 
with  awards  of  $20,000  and  over  in  relation 
to  dollars  paid.  The  percentage  of  suits  and 
claims  with  awards  of  $20,000  and  over  is 
increasing  and  those  awards  represent  an 
increasing  percentage  of  the  dollars  paid. 
For  example,  in  all  suits  and  claims  filed 
in  1965  with  awards,  16%  had  awards  of 
$20,000  or  more,  but  those  awards  ac- 
counted for  76.2%  of  the  dollars  paid  as  a 
result  of  suits  and  claims  filed  in  1965. 
Forthose  filed  in  1972,  awards  of  $20,000 
or  more  had  reached  20%  of  the  suits  and 
claims  with  awards  and  86%  of  the 
dollars  paid. 


Disposition  of  suits  and  claims  by  year 
filed.  If  the  disposition  of  suits  and  claims 
filed  has  changed  in  recent  years,  it  will 
have  a bearing  on  the  picture  in  view  of  the 
increased  amount  of  damages  being 
sought  and  awarded.  The  current  status 
of  suits  and  claims  reported  since  1966 
shows  the  percentage  decided  in  favor  of 
the  physician  is  declining  and  the  percent- 
age decided  in  favor  of  the  patient  is  in- 
creasing. Should  these  trends  continue, 
the  frequency  and  severity  of  awards  will 
certainly  increase. 

IMPACT  OF  THE  MEDICAL  MALPRACTICE 
INSURANCE  CRISIS  IN  TEXAS  ON 
PHYSICIANS  ANDTHE  PUBLIC 

The  medical  malpractice  insurance  crisis 
has  had  an  adverse  effect  on  the  premiums 
which  physicians  are  forced  to  pay  to  ob- 
tain coverage,  on  the  cost  of  medical  care 
to  the  public  and  the  patient,  and  on  the 
availability  of  quality  medical  care. 

Impact  of  the  crisis  on  premiums 

The  pricingof  medical  malpractice  insur- 
ance in  today’s  market  must  account  for 
thefollowingconditions;  (1)  60%  of  all 
reported  suits  and  claims  have  been  filed 
since  1972;  (2)  16%  of  all  reported  suits 
and  claims  were  filed  during  January- 
August,  1975;  (3)  77%  of  the  total  dam- 
ages sought  in  suits  and  claims  had  been 
requested  in  suits  and  claims  filed  since 
1972;  (4)  54%  of  all  dollars  awarded  have 
been  paid  on  suits  and  claims  filed  since 
1972  with  54%  of  the  reported  suits  and 
claims  filed  since  1972  still  pending;  and 
(5)  suits  and  claims  with  awards  of 
$100,000  or  more  have  accounted  for  only 
4.6%  of  the  suits  and  claims  with  awards, 
but  48.8%  of  the  dollars  paid.  These  con- 
ditions have  introduced  a tremendous  un- 
certainty into  the  pricing  mechanism 
which,  in  turn,  has  resulted  in  substantial 
premium  increases  in  Texas. 

Obviously  the  1975  TMA  survey  cannot 
reflect  the  premium  increases  which  have 
occurred  since  the  tabulation  of  the  re- 
sults. The  average  premiums  presented  in 
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the  report  reflect  a combination  of  rates 
charged  duringthe  first  six  months  of 
1975  and  the  last  six  months  of  1975,  but 
more  heavily  weighted  by  the  former, 
which  were  lower  rates.  All  average  pre- 
miums presented  are  for  physicians  in 
private  practice  only. 

Impact  of  crisis  on  premiums  for  basic 
coverage.  Not  only  have  the  premiums  in- 
creased dramatically,  but  the  dollar  differ- 
ences among  the  premiums  charged  higher 
risk  specialties  have  widened  significantly 
since  1970.  In  1975,  the  average  cost  of 
a $100,000/$300,000  basic  policy  for 
physicians  in  private  practice  ranged  from 
$7,265  for  anesthesiologists  to  $2,788 
for  family  physicians  to  $941  for  physi- 
cians in  internal  medicine.  Percentage  in- 
creases in  the  $100,000/$300,000  prem- 
iums between  1970  and  1975  ranged 
from  571  % for  anesthesiologists  (from 
$1,083  in  1970  to  $7,265  in  1975),  to 
222%  for  ophthalmologists  (from  $689  in 
1970  to  $2,216  in  1975).  Percentage  in- 
creases between  1970  and  1975  for  the 
$200,000/$600,000  premium  ranged 
from  631  % for  orthopedic  surgeons  (from 
$942  in  1970  to  $6,889  in  1975),  to 
417%  for  general  surgeons  (from  $851  in 
1970to  $4,396  in  1975),  to  290%  for 


family  physicians  (from  $748  in  1970 
to  $2,915  in  1975). 

Impact  of  the  crisis  on  premiums  for  um- 
brella coverage.  As  was  previously  pointed 
out,  the  percentage  of  physicians  with 
umbrella  coverage  has  decreased,  and  this 
type  of  coverage  is  generally  not  available 
at  this  time.  Where  umbrella  coverage  was 
available,  the  percentage  increase  in  the 
premium  between  1973  and  1975  ranged 
from  272%  for  neurosurgeons  (from 
$1,031  in  1973  to  $3,839  in  1975),  to 
1 94  % for  obstetrician /gynecologists 
(from  $378  in  1973  to  $1,1 13  in  1975), 
to  110%  forfamily  physicians  (from  $331 
in  1973  to  $695  in  1975). 

Impact  of  the  crisis  on  premiums  for 
adequate  malpractice  insurance.  The  per- 
centage of  physicians  with  umbrella  cov- 
erage was  increasing  until  availability 
became  a problem  and  was  still  increasing 
in  some  of  the  lower  risk  specialties  during 
the  first  part  of  1975.  It  is  apparent  that 
many  physicians  did  not  feel  comfortable 
with  lower  limits  of  coverage  in  view  of  the 
escalating  number  of  suits  and  claims  filed 
and  severity  of  awards.  The  average  cost  in 
1975  of  $1,000,000  of  insurance  coverage 
for  physicians  in  private  practice  ranged 
from  $10,513  for  neurosurgeons,  to  $7,- 
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937  for  orthopedic  surgeons,  to  $3,020  for 
family  physicians,  to  $1,082  for  pediatri- 
cians. The  percentage  increases  between 
1973  and  1975  in  the  average  cost  of 
$1,000,000  coverage  ranged  from 
$233%  for  orthopedic  surgeons  (from 
$2,385  in  1973  to  $7,937  in  1975)  to 
156%  for  general  surgeons  (from  $1,820 
in  1973  to  $4,653  in  1975),  to  137%  for 
family  physicians  (from  $1,272  in  1973 
to  $3,020  in  1975). 

It  is  evident  that  the  uncertainty 
regarding  future  increases  in  the  number 
and  severity  of  suits  and  claims  filed 
and  of  awards  has  had  a severe  effect  on 
premium  costs  which  must  ultimately  be 
reflected  in  higher  medical  care  prices 
and  fees. 

Impact  of  crisis  on  medical  care  costs  to 
the  public  and  to  the  patient 

The  cost  of  physicians’  insurance  is  neces- 
sarily passed  on  where  permitted  through 
increased  fees  and  is  ultimately  paid  by 
the  patient  directly  or  through  the  health 


insurance  premium.  Individual  physicians 
are  alarmed  that  they  have  had  to  increase 
their  coverage,  where  possible,  and  that 
the  premium  rates  have  increased  tremen- 
dously even  at  no  increase  in  coverage. 

Impact  of  crisis  on  physicians’  fees.  Of  the 
survey  respondents,  48%  in  private  prac- 
tice indicated  that  they  were  forced  to 
raise  their  fees  during  1975  because  of  in- 
creases in  their  malpractice  premiums; 
20%  indicated  they  raised  their  fees  in 
1974  for  this  reason;  8%  in  1973;4%  in 
1972;  and 3%  in  1971  and  1970.  While 
48%  of  all  private  practitioners  respond- 
ing raised  their  fees  in  1975  because  of 
malpractice  insurance,  over  70%  of  the 
physicians  in  the  high  risk  specialties 
raised  theirs,  reflectingthe  larger  in- 
creases in  their  premiums.  In  addition, 

51  % of  the  family  physicians  raised  their 
fees. 

Precentage  fee  increases  due  to  cost  of  mal- 
practice insurance.  The  average  fee  increase 
for  all  physicians  in  private  practice  who 
raised  their  fees  in  1975  to  compensate 
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for  premium  increases  was  1 1 % ; for  1974 
it  was  9%:  and  for  1973  it  was  8%.  The 
percentage  increase  in  fees  generally  fol- 
lowed the  risk  classifications,  with  higher 
risk  specialties  raisingtheirfees  more 
than  the  lower  risk  specialties. 

Expectation  of  raising  fees  in  future.  Of  all 
respondents  in  private  practice,  an  over- 
whelming 92%  indicated  they  would  raise 
theirfees  in  the  future  if  their  premium 
continues  to  rise.  The  percentages  ranged 
from  98%  of  the  orthopedic  surgeons,  to 
96%  of  the  obstetrician/gynecologists,  to 
93%  of  the  family  physicians  to  89%  of 
the  radiologists. 

Impact  of  crisis  on  medical  care  cost  to  the 
public  not  directly  related  to  the  cost  of  the 
malpractice  premium.  In  addition  to  the  di- 
rect costs  of  malpractice  insurance  which 
are  passed  on  through  patient  fees,  there 
is  evidence  of  additional  costs  to  patients 
and  the  public  for  services  which  may  not 
be  absolutely  required,  but  which  are  per- 
formed to  forestall  the  possibility  of  a suit 
orclaim  beingfiled  orto  provide  a defense 
if  a suit  or  claim  is  initiated. 

Sixty-six  percent  of  the  private  practi- 
tioners including80%  of  the  family  physi- 
cians, responded  that  they  felt  compelled 
to  order  more  lab  tests  because  of  the 
threat  of  a suit  or  claim.  Sixty-seven  per- 
cent of  the  private  practitioners,  including 
82  % of  the  family  physicians,  felt  com- 
pelled to  order  more  x-rays.  Sixty-five  per- 
cent of  the  private  practitioners,  including 
80%  of  the  family  physicians,  felt  com- 
pelled to  use  consultants  more  often. 
Forty-eight  percent  of  the  private  practi- 
tioners, including64%  of  the  family  physi- 
cians, felt  compelled  to  hospitalize  more 
patients. 

Thus,  the  rapidly  escalating  malpractice 
premiums  have  had  and  will  continue  to 
have  an  effect  on  physicians’  fees  and 
charges,  directly  increasing  the  cost  of 
medical  care.  In  addition,  because  of  the 
threat  of  a suit  or  claim,  physicians  are 
practicing  defensive  medicine  which,  while 
contributing  to  the  overall  quality  of  care, 
may  contribute  more  to  costs  of  care  than 
to  the  benefits  resulting  from  the  addition- 
al care.  The  evidence  is  quite  clear  that  the 


medical  malpractice  insurance  crisis  has 
increased  the  cost  of  medical  care  both  di- 
rectly through  fees  and  indirectly  through 
additional  services  provided  for  protection 
against  future  suits  or  claims. 

Impact  of  crisis  on  the  availability  of 
quality  medical  care  forthe  public 

The  impact  of  the  medical  malpractice  in- 
surance crisis  on  the  health  care  system 
extends  far  beyond  the  problem  of  in- 
creased costs,  striking  at  the  very  nature  of 
the  care  provided.  Because  of  the  crisis 
physicians  are  being  required  by  insurance 
companies  to  reduce  the  scope  of  their 
practices  in  order  to  obtain  insurance  or 
aredoingso  voluntarily  to  avoid  the  pos- 
sibility of  a claim  or  suit.  The  crisis  is  also 
beginning  to  affect  physicians’  willingness 
to  treat  Medicare  and  Medicaid  patients 
because  of  the  reimbursement  levels 
available  underthese  programs. 

Reductions  in  the  scope  of  practice  re- 
quired by  insurance  companies  in  order  to 
obtain  insurance.  Eight  percent  of  the  sur- 
vey respondents  stated  that  they  were  re- 
quired  to  reduce  the  scope  of  their  practice 
in  orderto  obtain  malpractice  insurance. 

Of  perhaps  the  greatest  concern  in  terms 
of  the  availability  of  health  services  is  that 
one  of  five  (20%)  family  physicians  were 
required  to  do  so.  By  type  of  practice  reduc- 
tion required  for  family  physicians,  8% 
stopped  obstetrics;  4%  stopped  gynecol- 
ogy; 13%  stopped  surgery;  and  9% 
stopped  other  activities  such  as  emergency 
room  work,  spinals,  and  saddle-blocks. 
Radiologists  were  required  to  stop  certain 
types  of  x-ray  therapy;  general  surgeons 
were  required  to  stop  doing  emergency 
room  work  and  selected  orthopedic  proce- 
dures; and  psychiatrists  were  required  to 
stop  utilizing  certain  types  of  drug  therapy. 
Thus  while  the  forced  reductions  have  had 
their  greatest  impact  in  family  practice, 
they  have  affected  other  medical  fields  as 
well. 

Shifting  distribution  of  family  physicians 
among  the  risk  classes.  Between  1973  and 
1975,  family  physicians  have  been  shifting 
out  of  the  higher  risk  classes  IV  and  V and 
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into  the  lower  risk  classes  I and  II.  Since  by 
definition  physicians  in  the  lower  risk 
classes  provide  a more  limited  range  of 
services,  the  shifting  distribution  of  family 
physicians  toward  these  lower  risk  classes 
implies  a reduction  in  the  range  of  services 
available,  a situation  which  may  be  of  criti- 
cal importance  to  smaller  communities. 

Practice  reductions  because  of  the  threat 
of  a possible  suit  or  claim.  Fifty  percent  of 
the  responding  physicians  in  private  prac- 
tice felt  compelled  to  delegate  less  respon- 
sibility because  of  the  threat  of  a suit  or 
claim,  including  59%  of  the  family  physi- 
cians, 53%  of  the  obstetrician/gynecolo- 
gists, and  44%  of  the  pediatricians.  The  di- 
rect effect  of  the  delegation  of  less  respon- 
sibility is  a decrease  in  productivity,  result- 
ing in  fewer  patient  visits  per  year.  These 
reductions  will  be  particularly  significant 
in  terms  of  these  primary  care  specialties 
since  they  have  traditionally  seen  larger 
numbers  of  patients  partially  as  a result  of 
the  delegation  of  responsibility. 

Fifty-one  percent  of  all  private  practi- 
tioners felt  compelled  to  limit  procedures 
performed  because  of  the  threat  of  a suit 
or  claim  including  73%  of  the  family  phy- 
sicians. This  high  percentage  has  implica- 
tions not  only  for  the  quantity,  but  also  the 
quality  of  services  available,  particularly  in 
smaller  communities.  It  may  also  have  an 
effect  on  the  cost  of  services,  since  it  is 
generally  true  that  family  physicians  are 
reimbursed  at  a lower  level  for  certain  pro- 
ceduresthan  are  other  specialists. 

Impact  of  the  crisis  on  the  availability  of 
health  care  for  those  covered  by  Medicare 
and  Medicaid.  One  casualty  of  the  malprac- 
tice crisis  appears  to  be  the  availability  of 
medical  care  for  Medicare  and  Medicaid 
beneficiaries.  Respondents  indicated  that 
22%  of  their  patients  were  Medicare 
beneficiaries  and  10%  were  Medicaid 
beneficiaries.  As  might  be  expected,  the 
percentage  of  patients  who  were  Medicare 
beneficiaries  was  higher  in  such  special- 
ties as  urology  (36%),  radiology  (29%), 
and  ophthalmology  (32%).  For  family 
practice,  21%  of  the  patients  were 
Medicare  beneficiaries,  and  12%  were 
Medicaid  beneficiaries. 


Because  the  reimbursement  for  physi- 
cianstreatingthese  patients  failstoallow 
forthe  dramatic  increases  in  malpractice 
premiums  in  the  last  few  years,  many  phy- 
sicians are  beginningto  reduce  the  number 
of  Medicare  and  Medicaid  patients.  Six  per- 
cent of  all  survey  respondents  in  private 
practice,  including8%  of  the  family  physi- 
cians, expected  the  percentage  of  their  pa- 
tients who  were  Medicare  beneficiaries  to 
decline.  Ten  percent  of  all  survey  respon- 
dents in  private  practice,  including  13%  of 
the  family  physicians,  expected  the  per- 
centage of  their  patients  who  were  Medi- 
caid beneficiaries  to  decline.  If  the  level  of 
reimbursement  under  these  programs  does 
not  improve,  and  since  the  level  of  reim- 
bursement under  these  programs  is  not  at 
the  discretion  of  the  physician,  physicians 
may  either  reduce  their  Medicare  and  Med- 
icaid patient  loads  and /or  pass  on  even 
larger  increases  in  patient  fees  to  their 
patients  with  private  insurance  where  they 
do  have  discretion  over  the  fees  charged. 

SUMMARY 

One  of  the  most  troubling  aspects  of  the 
medical  malpractice  insurance  crisis  has 
been  the  absence  of  reliable  data.  TheTex- 
as  Medical  Association  has  no  greater  pri- 
ority or  interest  than  to  assist  in  finding  a 
solution  to  a crisis  that  is  having  a sig- 
nificant impact  on  its  members’  patients 
and  the  public. 

The  1975  TMA  Professional  Liability  In- 
surance Survey  was  conducted  to  provide 
the  documentation  which  is  needed  for  an 
objective  analysis  of  current  conditions. 
Only  through  objective  analysis  can  an 
equitable  solution  be  found. 

The  survey  results  have  pinpointed  the 
dramatic  impact  the  medical  malprac- 
tice insurance  crisis  is  having  on  the  costs 
of  medical  care,  both  directly  and  indirect- 
ly, on  the  costs  of  malpractice  insurance 
premiums,  and  on  the  availability  of  qual- 
ity health  care.  The  members  of  the  Texas 
Medical  Association  hope  and  expect  that 
the  information  presented  in  this  report 
will  contribute  to  a responsible,  construc- 
tive and  fair  solution  to  a crisis  which 
affects  all  Texans. 
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Annual  Session 
attracts  4,897 

1.  Registration  crowds  swelled  to  4,897  during  the  1976 
Texas  Medical  Association  Annual  Session  in  Dallas.  2. 
Because  it  is  an  election  year,  TEXPAC  (Texas  Medical 
Political  Action  Committee)  sponsored  a presidential  pref- 
erence poll  in  which  Ronald  Reagan  gained  65%  of  the 
vote.  3.  The  faces  behind  it  all:  the  Council  on  Annual 
Session.  Seated  (l-r)  are  Dr.  Joseph  C.  Ogle,  Dr.  William 
Powell,  Dale  Willimack,  coordinator  of  Annual  Session,  Dr. 
Daniel  Jenkins,  Dr.  Charles  W.  Mangum,  Jr.,  Dr.  William  S. 
Derrick,  Dr.  Roy  H.  Baskin,  chairman,  and  Dr.  William 
Conkling.  4.  Some  members  of  the  Woman’s  Auxiliary  to 
TMA  relax  from  convention  activities  in  the  hospitality  suite.  2. 


4. 


3. 
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1.  Gina  Pendergrass  discusses  her  science  fair  project  with 
an  Annual  Session  participant.  She  was  sponsored  by  the 
Lubbock-Crosby-Garza  County  Medical  Society.  2.  The  Aes- 
culapius Award  for  the  best  exhibit  by  a Texas  physician 
went  to  Dr.  Phillip  E.  Williams,  Jr.,  of  Dallas  for  “Percu- 
taneous Coagulation  of  the  Gasserian-Ganglion  (PCGG)  for 
Trigeminal  Neuralgia.”  3.  Placing  first  in  group  exhibits 
was  "A  Simple  Method  of  Intraoperative  Autotransfusion,” 
by  Drs.  G.  P.  Noon,  R.  R.  Solis,  and  E.  A.  Natelson,  and 
P.  M.  Kent,  GN,  Houston.  4.  Placing  first  in  institutional 
exhibits  was  “Treatment  of  Bronchial  Asthma  with  Tervu- 
taline,”  by  Drs.  W.  F.  Miller  and  A.  Geumei,  Dallas.  5. 
Placing  first  in  educational-promotional  exhibits  was  “Ac- 
cidental Poisoning — The  Growing  Problem,”  by  M.  D.  Ellis, 
MS,  The  University  of  Texas  Medical  Branch  Poison  Con- 
trol Center,  Galveston.  Not  pictured,  but  placing  first  in 
individual  exhibits  was  "Cinemascopia — A New  Dimension 
in  Nuclear  Cardiology,”  by  Drs.  H.  C.  Allen,  Jr.,  E.  Fletcher, 
1.  S.  Bekheit,  and  W.  C.  Stewart,  Houston. 


2. 


4. 
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Distinguished  guests 
among  participants 

Luncheon  speakers  drew  capacity  crowds 
during  the  Annual  Session.  They  were  1.  for- 
mer Texas  Governor  John  B.  Connally,  2.  Dr. 

Max  H.  Parrott,  president  of  the  American 
Medical  Association,  and  3.  Ann  Landers, 
syndicated  columnist.  4.  Dr.  Joe  T.  Nelson 
of  Weatherford  was  named  the  recipient  of 
the  1976  TMA  Distinguished  Service  Award. 

5.  Dr.  Carlos  D.  Godinez  (right),  McAllen,  1. 

chairman  of  the  Board  of  Trustees  of  the 
Valley  Family  Physicians  Scholarship  Fund, 
presented  a $35,000  check  to  Dr.  John  M. 

Smith,  Jr.,  chairman  of  the  TMA  Board  of 
Trustees.  The  fund  is  to  be  administered  by 
the  TMA  board.  The  loans  will  be  available  to 
students  from  the  ten  counties  in  the  Rio 
Grande  Valley  who  are  interested  in  practic- 
ing in  those  counties.  6.  An  international 
visitor  to  Annual  Session  was  Dr.  J.  P.  Gauth- 
ier-Lafaye  (center),  chairman  of  the  Depart- 
ment of  Anesthesiology,  Louis  Pasteur  Uni- 
versity, Strasbourg,  France.  Pictured  with  Dr. 
Gauthier-Lafaye  are  Dr.  Richard  G.  Black 
(left)  of  Seattle  and  Dr.  Alex  Straja  of  Hous- 
ton. 7.  Incoming  TMA  vice  president  and  pres- 
ident respectively  are  Dr.  Sheridan  S.  Evans 
(left),  McAllen,  and  Dr.  L.  S.  Thompson,  Jr., 

Dallas.  8.  Dr.  Nym  L.  Barker  (left),  Paris,  out- 
going TMA  president,  congratulates  the  new 
president.  Dr.  Thompson.  2. 
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Variety  marks 
convention  program 

1.  “The  Hawk,”  a sculpture  by  Dr.  Bland  Schwarting  of 
San  Antonio  won  Best  of  Show  in  the  Physicians’  and 
Spouses’  Art  Exhibition.  2.  Winners  of  the  1976  TMA  Anson 
Jones  Award  competition  for  excellence  in  communicating 
health  information  to  the  public  are  (l-r)  Sharon  Noble, 
KXAS-TV,  Fort  Worth;  Brenda  Stone,  The  Houston  Post’, 
Mary  Jane  Schier,  The  Houston  Post;  Lee  Wilcox,  KGNC 
radio,  Amarillo;  Dave  Floyd,  KXII-TV,  Sherman;  Kathy  Pill, 
The  Arlington  Citizen-Journal',  Thomas  Winfield,  Shell  News’, 
and  Sue  Dye,  Temple  Daily  Telegram.  3.  Continental  Break- 
fast presentations,  a regular  feature  of  Annual  Session, 
were  again  popular  with  13  different  topics  of  discussion. 
4.  Dr.  James  M.  Atkins  of  Dallas  discussed  arrhythmia 
recognition  and  defibrillation  in  one  of  the  group  sessions 
during  the  cardiopulmonary  resuscitation  training  program. 
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1.  The  Ninth  Annual  Physicians’  and  Spouses’ 
Art  Exhibition  featured  a variety  of  paintings, 
photographs,  sculpture,  and  arts  and  crafts 
for  display  and  sale.  2.  Pictured  is  the  live 
teaching  demonstration  on  office  manage- 
ment of  ENT  problems  which  was  conducted 
by  Dr.  Edward  A.  Newell  of  Dallas.  3.  Another 
regularly  popular  feature  of  Annual  Session, 
the  “Curbstone  Consultation,’’  brought  ideas 
and  discussion  from  many  doctors.  Held  on 
two  afternoons,  the  round  table  discussions 
featured  a variety  of  topics — 22  in  all. 
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KELSEY-SEYBOLD  CLINIC 


TEXAS  MEDICAL  CENTER 
INTERNAL  MEDICINE 

Allergy 

C.  W.  Ewing,  M.D.,  FACA 
Arthritis  and  Rheumatic  Diseases 

J.  W.  Kemper,  M.D.,  FJ\.C.P. 

M.  S.  Fischer,  M.D. 

Cardiology 

E.  F.  Beard,  M.D.,  FAC.P. 

D.  D.  Gouiden,  M.D. 

M.  J.  Mihalick,  M.D. 

Endocrine  and  Metabolic  Diseases 
M.  P.  Kelsey,  M.D.,  F.A.C.P. 

A.  E.  Leiser,  M.D.,  F.A.C.P. 

P.  K.  Champion,  Jr.,  M.D.,  F.A.C.P. 


Gastrointestinal  Diseases,  Endoscopy.  ■ , r j o />  ■ 

I R KpUav  Ir  Mn  FATP  "Surgical  Endoscopy  & Colonoscopy 
o c S M'n  a r W.  D.  Seybold,  M.D.,  F.A.C.S. 


P.  S.  Bentlif,  M.D.,  FAC.P. 

B.  D.  Eichhom,  M.D.,  F.A.C.P, 

F.  S.  O’Neil,  M.D.,  FAC.P. 
j.  W.  McBee,  M.D.,  F.A.C.P. 

General  Internal  Medicine 

G.  E.  Burke,  M.D. 

C.  F.  Taboada,  M.D.,  fAC.P. 
N.  H.  Nauert,  Jr.,  M.D. 

J.  Mackay,  M.D. 

G.  G.  Bourianoff,  M.D. 

Hematology 

J.  B.  Bart,  M.D.,  FAC.P. 

Infectious  Diseases 
S.  Riggs,  M.D.,  FAC.P. 


6624  FANNIN  STREET  • HOUSTON,  TEXAS  77030  • AC  (713)  797-1551 

UROLOGY 

D.  W.  Pranke,  M.D.,  FAC.S. 

F.  M.  Fry,  M.D. 

DENTISTRY 

J.  W.  Orr,  D.D.S. 

D.  L.  McClung,  D.D.S. 

SPEECH  PATHOLOGY 
& AUDIOLOGY 

D.  R.  Fox,  Ph.D. 

J.  W.  Porter,  MA 
S.  McKee,  M.A. 

EXECUTIVE  DIRECTOR 

J.  A.  Bakken,  F.A.C.M.G.A. 

K-S  POST  OAK 

Post  Oak  Tower  Building,  Suite  385 
5051  Westheimer 
Houston,  Texas  77027 
(713)  622-8340 


Nuciear  Medicine 

D.  E.  Mouton,  M.D. 

Occupational  Health  Services 
M,  B.  Johnston,  M.D.,  FAC.Pr.M. 
F.  A.  Goss,  M.D. 

A.  M.  Wyss,  M.D.,  F.A.C.Pr.M. 

Oncology 

E.  N.  Root,  M.D. 

Pulmonary  Diseases,  Bronchoscopy 
S.  P.  Fischer,  M.D.,  FAC.P. 

B.  D.  Walker,  M.D. 

DERMATOLOGY 

W.  M.  Fraser,  M.D.,  FAA.D. 

D.  W.  Owens,  M.D.,  F.A.A.D. 

GENERAL  & THORACIC  SURGERY 


ORTHOPEDIC  SURGERY 

R.  A.  Fulford,  M.D.,  F.R.C.S.  (C) 
T.  H.  Crouch,  M.D.,  FAC.S. 

OTOLARYNGOLOGY 

J.  C.  Dickson,  M.D.,  F.A.C.S. 

J.  L.  Smith,  M.D.,  F.A.C.S. 

L.  P.  Conrad,  M.D. 

PATHOLOGY 

R.  A.  Jordan,  M.D.,  FAS.C.P. 

PEDIATRICS 

Rheumatology 

E.  J.  Brewer,  Jr.,  M.D.,  FAA.P. 

Allergy  and  Pulmonary  Diseases 

C.  W.  Ewing,  M.D.,  F.A.A.P. 


Gastroenterology 
G.  D.  Ferry,  M.D.,  F.A.A.P. 

General  Pediatrics  and  Consultation 

F.  J.  Boland,  M.D. 

R.  M.  Thaller,  M.D. 


J.  D.  McMurrey,  M.D.,  FAC.S. 

J.  L.  Dogget,  M.D.,  FAC.S. 

M.  F.  Appel,  M.D.,  FAC.S. 

NEUROLOGY 

R .R.  Pierce,  M.D.,  FAA.N. 

W.  R.  Seybold,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody  M.D.,  FA.C.S, 

FAC.O.G. 

W.  A.  Johnson  III,  M.D.,  FAC.O.G.  PAD|0|.0GY 

OPHTHALMOLOGY  R.  J.  Kurth,  M.D.,  F.A.C.R 

H.  E.  Wahlen,  M.D.,  D.A.B.O.  E.  G.  Linares,  M.D. 

J.  E.  Key,  III,  M.D.  P.  Raphael,  M.D. 


PSYCHIATRY 

C.  G.  Cochran,  M.D. 
R.  Daichman,  M.D. 


K-S  WEST 

1900  Yorktown,  Houston,  Texas 
77024  (713)  622-8211 

K-S  DOWNTOWN 

Two  Houston  Center,  Suite  P-310 
909  Fannin  Street,  Houston,  Texas 
77002  (713)  654-4401 


THE  PSYCHIATRIC  INSTITUTE 


OF  MEXICO  CITY 

In  beautiful  Lomas  de  Chapultapec 

• U.S.  trained  bilingual  medical  staff 

• High  staff-to-patient  ratio 

• Conforms  to  highest  U.S.  standards  of  mental 
health  care 

• Restful,  therapeutic  surroundings 

• Modern,  comfortable  accommodations,  including 
private  bungalows 

Treatment  programs  include: 

Individual  and  Group  Psychotherapy 
Alcohol  Detoxification  and  Rehabilitation 


Psychological  Testing 
Individual  Psychoanalysis 


For  information  contact:  Paul  J.  DeFino,  Administrator,  Psychiatric  Institute  of  Mexico  City,  Paseo  de  la  Reforma  2600,  Lomas  de  Chapul- 
tapec, Mexico  10,  D.F.  Affiliate  of  The  Psychiatric  Institutes  of  America. 
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The  Approaching  Reform 
in  Texas  Medical  Education 

August,  1905 — The  first  step  in  the  refor- 
mation of  the  Medical  College  situation  in 
Texas  has  been  taken.  The  State  Board  of 
Medical  Examiners  now  stands  between  the 
people  and  the  licensing  of  incompetents.  As 
yet  its  power  is  only  a selective  one  among 
applicants,  it  has  no  direct  influence  over 
medical  colleges.  Schools  may  be  chartered 
and  die,  graduates  of  any  number  and  qual- 
ity may  be  given  diplomas,  students  of  all 
shades  of  illiteracy  or  scholarship  may  be 
matriculated.  School  authorities  are  now 
only  governed  by  their  financial  needs,  or 
by  a desire  for  scholarly  recognition  among 
the  profession  or  by  fear  of  poor  records 
before  the  State  Examining  Board.  Without 
question  the  latter  factor  furnishes  the 
Board  with  a decided,  though  indirect  influ- 
ence, tending  to  the  elevation  of  entrance 
requirements  and  the  quality  of  instruction. 

Alcoholic  Nostrums 
Held  to  be  Beverages 

November,  1905 — The  commissioner  of  in- 
ternal revenue  has  revised  the  time-honored 
decision  governing  alcoholic  medicines.  The 
revenue  collectors  have  been  notified  that 
after  December  1st  manufacturers,  drug- 
gists, and  merchants  must  hold  a liquor  li- 


Editor’s note:  Many  have  looked  into  the  past  this 
Bicentennial  year  for  a perspective  on  the  present 
and  a prediction  of  the  future.  Here,  from  the 
past  pages  of  the  Texas  State  Journal  of  Medicine, 
now  Texas  Medicine,  are  stories  illustrating  the 
gigantic  strides  made  by  the  medical  profession  in 
past  decades  to  assure  quality  health  care  to  the 
citizens  of  this  state.  The  cartoons  appearing  on 
pages  100  and  102  are  selections  from  an  early 
journal  column,  "Cartoons  of  the  Month." 


cense  to  deal  in  the  various  alcoholic  com- 
pounds now  sold  as  medicine  under  the  name 
of  whisky,  bitters,  tonics,  cordials,  etc.  The 
decision  includes  articles  “composed  of  dis- 
tilled spirits,  even  though  drugs  are  declared 
to  have  been  added  thereto,  when  their  pres- 
ence is  not  discoverable  by  chemical  analysis 
or  it  is  found  that  the  quantity  of  drugs 
in  the  preparation  is  so  small  as  to  have 
no  appreciable  effect  on  the  alcoholic  liquor 
of  which  the  compound  is  mainly  or  largely 
composed.” 

A large  part  of  Texas  is  under  the  local 
option  law.  In  such  communities  the  pre- 
scription case  drinks  and  the  back  room 
drunks  will  be  eliminated.  In  the  larger  cities 
without  local  option  laws,  one  or  two  drug- 


OUR  EDITOR 


Lieutenant  Colonel  Holman  Taylor,  143rd  Infantry, 
36th  Division,  A.P.O.  796,  American  Expeditionary 
Forces,  France,  now  in  the  advance  lines  near  Se- 
dan. Field  equipment,  French  atmosphere,  American 
spirit. 
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gists  may  be  expected  to  qualify  as  liquor 
dealers  and  will  monopolize  the  business. 
The  nostrum  manufacturers  are  bringing 
great  influence  to  bear  to  modify  or  reverse 
the  ruling.  Failing  in  this,  it  is  said  they 
will  drug  their  preparations  with  harmless 
ingredients  sufficiently  to  qualify  under  the 
decision. 

Harrington’s  Solution 

December,  1909 — Dr.  Charles  Harrington, 
of  Boston,  in  1904  reported  the  results  of 
experiments  with  combined  antiseptics,  and 
found  that  the  germicidal  action  of  combina- 
tions of  antiseptics  was  much  superior  to 
the  action  of  any  of  the  single  constituents. 
These  investigations  resulted  in  the  produc- 
tion of  the  so-called  Harrington’s  Solution, 
which  is  generally  coming  into  use  for  the 
sterilization  of  the  hands  and  fields  of  opera- 
tion. We  have  been  so  frequently  asked  con- 
cerning the  composition  of  the  solution  and 
its  nature  and  value  that  we  publish  in  an- 
other column  a portion  of  Harrington’s  orig- 
inal paper  telling  the  results  of  experimenta- 
tion and  the  composition  of  the  antiseptic 
mixture  now  bearing  his  name. 

The  Popular  Hospital  Movement 

April,  1910 — In  the  last  few  years  there 
has  been  an  awakening  among  physicians  as 
to  the  need  for  hospitals.  A multitude  of  pri- 
vate hospitals  have  been  erected,  and  reli- 
gious orders  have  founded  some  magnificent 
institutions.  These  fill  an  important  place 
but  fall  far  short  of  popular  needs.  Authori- 
ties say  there  should  be  a hospital  bed  for 
every  one  hundred  people  in  a community. 
Texas  towns  and  cities  now  have  from  one 
bed  for  a thousand  people  to  one  bed  for 
every  200  in  the  best  provided  towns.  The 
erection  and  equipment  of  a good  hospital 
cannot  cost  much  less  than  $1,000  a bed; 
thus  a 35-bed  municipal  and  county  hospital 
would  cost  $35,000,  which  forms  a conve- 
nient basis  for  estimation.  A well  equipped 
hospital  will  require  about  twice  as  many 
rooms  as  there  are  rooms  for  patients,  vary- 
ing with  the  ward  and  private  room  plans. 
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The  cost  of  maintenance  in  the  most  econom- 
ically managed  public  hospitals  may  be 
placed  at  an  average  of  $1.25  per  day.  A 
hospital  with  charity,  popular  and  high 
priced  accommodations,  after  erection  and 
equipment,  may  be  made  practically  self  sus- 
taining, by  the  pay  rooms  earning  enough 
to  care  for  the  charity  and  popular  wards. 
This  leaves  no  reason  why  every  community 
should  not  demand  a popular  hospital. 

How  Does  Your  Candidate  Stand 
on  Public  Health  Questions? 

May,  1914 — We  have  carefully  scanned  the 
columns  of  speeches  on  public  issues  recently 
published,  and  nowhere  do  we  find  refer- 
ence to  the  all  important  question  of  the  pub- 
lic health.  The  prohibition  question,  rural 
credits,  the  penal  system  and  the  like,  are 
all  important,  and  we  are  glad  to  know  how 
the  candidates  for  governor  and  legislative 
offices  stand  on  those  questions;  but  we 
should  know,  before  we  can  vote  intelligent- 
ly, what  they  think  about  taking  our  hos- 
pitals for  the  insane  out  of  politics,  bringing 
our  sanitary  laws  up  to  date,  clearing  our 
jails  of  the  unfortunate  insane,  providing 
public  school  health  inspection,  and  main- 
taining the  present  high  standard  of  require- 
ments for  the  practice  of  medicine;  whether 
they  believe  in  granting  opticians  the  right 
to  practice  medicine  under  a special  law  dis- 
guised by  the  term  optometry,  and  whether 
they  believe  the  great  medical  profession  of 
this  State  stands  for  honest  and  intelligent 
policies  in  public  health  law-making. 

Our  Noble  ‘Six  Hundred’ 

September,  1917 — The  great  patriotic  ap- 
peal of  the  Nation  to  the  medical  profession, 
for  the  care  of  the  lives  of  American  sol- 
diers, still  continues  unabated.  Accurate  data 
is  always  about  a month  behind.  On  August 
8th,  634  Texas  doctors  had  applied  for  mili- 
tary service  and  517  commissions  had  been 
issued,  proportioned  as  follows:  5 Majors, 
48  Captains  and  464  1st  Lieutenants.  Appli- 
cations are  now  beginning  to  drag,  but  to 
date  we  estimate  that  about  600  commissions 


have  been  recommended  out  of  some  800  ap- 
plications. We  publish  in  this  issue  the 
names  and  addresses  of  585,  who  are  known 
to  have  been  commissioned  from  Texas  to 
date.  The  appeal  to  the  medical  profession 
is  just  beginning  if  the  war  is  to  continue. 

Influenza  a World  Plague 

February,  1919 — According  to  a writer  in 
the  London  Times,  6,000,000  persons 
throughout  the  world  perished  from  influ- 
enza and  pneumonia  during  the  last  several 
months.  It  is  estimated  that  the  war  caused 
the  death  of  20,000,000  persons  in  four  and 
a half  years,  showing  that  influenza  has 
been,  proportionately,  almost  four  times 
deadlier  than  the  war. 

Seven  Tons  of  Barbecue 

March,  1926 — Seven  tons  of  barbecue  for 
American  Medical  Association  Meeting  are 
being  prepared  by  Dr.  John  H.  Dean  of 
Dallas,  according  to  a dispatch  from  the  Dal- 
las News.  The  meat  for  this  barbecue  will 
be  selected  from  baby  beeves  on  Dr.  Dean’s 
own  ranch  near  Lamesa.  It  will  take  eighty 
calves  to  furnish  the  estimated  seven  tons 
of  baby  beef  to  satisfy  the  10,000  lusty  appe- 
tites belonging  to  that  number  of  guests  ex- 
pected to  be  present  at  the  barbecue.  It  seems 
that  Dr.  Dean  is  literally  leaving  no  stick 
unturned  to  insure  the  success  of  the  bar- 
becue, for  he  is  not  only  furnishing  the  meat 
for  it,  but  is  having  hickory  and  pecan  trees 
cut  down  on  his  Navarro  County  farm  and 
the  wood  seasoned  in  order  to  furnish  the 
right  kind  of  heat  and  smoke  to  give  the 
juicy  beef  the  proper  Texas  flavor,  in  order 
that  the  visitors,  especially  those  from  the 
North  and  East,  may  know  that  real  Texas 
barbecue  is  indeed  food  for  the  gods. 

Department  of  Commerce  Recognizes 
Scientific  Medicine 

March,  1930 — The  House  of  Delegates  of 
the  American  Medical  Association,  during 
its  Portland  session,  last  July,  adopted  reso- 
lutions commending  the  Aeronautics  Branch 
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of  the  Department  of  Commerce  for  the 
practical  and  scientific  way  in  which  it  pro- 
ceeded to  organize  a medical  service  for  the 
new  and  potentially  dangerous  method  of 
transportation,  flying.  The  physical  stan- 
dards adopted  have  been  uniformly,  so  we 
are  informed,  according  to  the  dictates  of 
that  part  of  science  pertaining  to  such  mat- 
ters, and  the  physicians  designated  to  deter- 
mine the  physical  condition  of  prospective 
pilots  are  selected  solely  from  among  those 
holding  the  degree  of  Doctor  of  Medicine, 
and  the  very  highest  type  obtainable  at  that. 


Major  General  Lull  Keynotes 
‘Medics’  170th  Anniversary 

September,  1945 — The  Army  Medical  De- 
partment from  the  four  corners  of  the  earth 
celebrated  its  170th  anniversary  July  27,  as 
press  and  radio  services  of  this  country 
joined  hands  to  pay  tribute  to  the  achieve- 
ments of  “the  medics.” 

Keynoting  the  festivities.  Deputy  Surgeon 
General  George  F.  Lull  in  an  address  from 
Valley  Forge  called  attention  to  the  fact  that 
today’s  Medical  Department,  more  than  one- 
half  million  strong,  is  gearing  itself  to  new 
high  standards  in  the  care  of  America’s  sick 
and  wounded  at  home  and  abroad. 

“We  are  justifiably  proud  of  our  World 
War  II  record  of  returning  nearly  ninety- 
seven  of  every  hundred  of  our  disabled  sol- 
diers to  duty,”  General  Lull  said.  Speaking 
from  the  birthplace  of  the  Medical  Depart- 
ment, General  Lull  told  how  the  Continental 
Congress  acted  upon  General  George  Wash- 
ington’s request  in  1775  that  a Medical  De- 
partment be  organized  because  “the  lives  and 
health  of  both  officers  and  men  so  much  de- 
pend on  a due  regulation  of  this  depart- 
ment.” 

Predicting  even  greater  advances  in  the 
future,  the  Deputy  Surgeon  General  pointed 
out  that  the  peak  load  of  Medical  Depart- 
ment activity  would  not  be  reached  until  this 
fall. 

Leaders  in  all  sections  of  the  country  pub- 
licly praised  the  medics,  and  appropriate 
programs  were  held  at  hospitals  and  medical 
installations. 
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MecScal  Newsmakers 


AFTER  24  years  of  public  service,  DR.  M.  S. 
DICKERSON,  chief.  Bureau  of  Communic- 
able Disease  Services,  Texas  Department 
of  Health  Resources,  will  retire  effective 
AugSl.  In  addition  to  beingthe  official 
state  epidemiologist,  he  has  guided  the  im- 
plementation of  the  compulsory  school  im- 
munization program  wherein  95-98%  of 
all  school  children  are  fully  immunized 
againstthe  immunizable  diseases.  Also  to 
his  credit  arethe  direction  of  the  statewide 
venereal  disease  eradication  program,  the 
design  forthe  nationally  recognized  leprosy 
control  program  forTexas,  and  direction  of 
innumerable  investigations  of  disease  out- 
break. Dr.  Dickerson  joined  the  department 
following  ten  years  in  private  medical  prac- 
tice in  Midland  and  six  years  as  a medical 
missionary  in  the  Belgian  Congo.  He  will 
remain  in  Austin  following  his  retirement. 

PHILIP  R.  OVERTON,  general  counsel  for 
the  Texas  Medical  Association  forthe  past 
37  years,  received  the  first  honorary  de- 
gree awarded  by  the  Texas  Tech  University 
School  of  Medicine  June  6.  Dr.  Grover  E. 
Murray,  president  of  Texas  Tech  University 
and  its  School  of  Medicine,  conferred  the 
degree  duringthe  school’s  graduation 
convocation. 

DR.  WILLIAM  T.  BUTLER  has  been  ap- 
pointed acting  vice  president  of  Baylor 
College  of  Medicine,  Houston,  during  the 
sabbatical  of  Dr.  Joseph  M.  Merrill,  dean. 
Dr.  Butler  is  now  dean  of  admissions  and 
professor,  microbiology  and  immunology. 
In  this  position,  he  is  responsible  forthe 
office  which  provides  administrative  sup- 
port in  the  selection  of  students  applying 
to  Baylor.  He  had  previously  been  as- 
sociate dean  for  admissions,  named  when 
the  office  was  established  in  July,  1973. 

A NEW  head  of  the  Department  of  Pathol- 
ogy at  the  University  of  Texas  M D Ander- 
son Hospital  and  Tumor  Institute  has  been 


appointed.  DR.  FREDERICK  F.  BECKER  is 
the  second  head  of  the  department  in  the 
history  of  M D Anderson,  replacing  Dr.  Wil- 
liam 0.  Russell  who  retired  this  year  after 
serving  in  that  post  since  1948.  Priorto  his 
move  to  Houston,  Dr.  Becker  was  professor 
of  pathology  at  New  York  University  School 
of  Medicine  and  director  of  pathology  and 
laboratories  at  Bellevue  Hospital  Medical 
Center  in  New  York  City. 

DR.  TIMOTHY  CARIS,  professor  of  medi- 
cine and  family  practice  at  The  University 
of  Texas  Health  Science  Center  at  San  An- 
tonio, has  been  named  associate  dean  for 
continuing  medical  education.  He  succeeds 
Dr.  Paul  Cutler,  professor  of  medicine,  who 
resigned  the  post  early  this  year  for  health 
reasons.  Dr.  Caris  has  been  at  the  health 
science  center  since  1970  and  in  addition 
is  associate  chief  of  staff  for  ambulatory 
care  at  the  Audie  Murphy  Veterans  Admin- 
istration Hospital. 

JAMIE  CLEMENTS  of  Temple,  has  been 
elected  chairman  of  the  State  Welfare 
Board.  He  has  served  as  legal  counsel  to 
the  Scott  and  White  Clinic  for  15  years. 
Clements  succeeds  George  Butler  who  re- 
signed after  five  years  on  the  board.  PAUL 
JIMENEZ  of  San  Antonio  has  been  named 
to  the  board. 

A specialist  in  chemotherapy  at  The  Univer- 
sity of  Texas  M D Anderson  Hospital  and 
Tumor  Institute  presented  the  seventh  an- 
nual David  A.  Karnofsky  memorial  lecture 
May  5 in  Toronto.  DR.  EMIL  J.  FREIREICH 
delivered  an  address  entitled  “WhoTook 
the  ‘Clinical’  out  of  ‘Clinical  Research’: 
Mouse  or  Man?”  in  which  he  discussed  the 
opportunities  and  limitations  of  clinical  re- 
search. The  Karnofsky  lecturship  and  ac- 
companying award  is  given  each  year  to 
honor  the  late  chief  of  the  division  of  che- 
motherapy research  and  the  medical  oncol- 
ogy service  at  what  is  now  Memorial  Sloan- 
Kettering  Cancer  Center. 
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BETTY  JO  HAY  of  Dallas,  a member  of  the 
Coordinating  Board,  Texas  Collegeand  Uni- 
versity System,  recently  was  elected  to  the 
select  board  of  the  Council  on  Postsecond- 
ary  Accreditation.  Ms.  Hay  is  one  of  only 
nine  public  members  and  the  only  Texan 
named  to  the  national  board.  Long  active  in 
statewide  efforts  to  support  mental  health 
education,  Ms.  Hay  is  a member  of  the 
boards  of  the  Texas  Association  of  Mental 
Health  and  the  Dallas  County  Mental 
Health  Association.  She  was  appointed  to  a 
six-yearterm  on  the  Coordinating  Board  in 
September,  1973. 

DR.  RANDALL  K.  HOLMES,  associate  pro- 
fessor of  internal  medicine  and  associate 
director  of  thedivision  of  infectious  dis- 
eases at  The  University  of  Texas  Health 
Science  Center  at  Dallas,  has  been  appoint- 
ed chairman  of  the  Department  of  Micro- 
biology and  professor  of  microbiology  and 
internal  medicine  atthe  new  Uniformed 
Services  University  of  the  Health  Sciences 
in  Bethesda,  Md,  effective  Sept  1 . 

DR.  C.  HUNTER  MONTGOMERY,  Houston, 
has  been  named  to  the  Board  of  Directors 
of  the  American  Occupational  Medical  As- 
sociation. He  is  one  of  five  physicians  elect- 
ed to  a three-year  term  on  the  board.  Dr. 
Montgomery  is  assistant  medical  director 
of  Exxon  Company,  USA,  and  clinical  as- 
sistant professor  in  the  Department  of 
Medicine  at  Baylor  University  College  of 
Medicine. 

DR.  JACK  REYNOLDS,  professor  and  vice 
chairman  of  radiology  at  The  University  of 
Texas  Health  Science  Center  at  Dallas,  has 
been  named  one  of  the  state’s  ten  out- 
standing teacher.s  by  the  Minnie  Stevens 
Piper  Foundation.  The  foundation  cited  Dr. 
Reynolds  for  his  scientific  and  scholarly 
achievement  and  for  his  dedication  to  the 
teaching  profession.  Dr.  Reynolds  has 
been  on  the  faculty  of  Southwestern  since 
1957. 

Fort  Worth  gynecologist  DR,  JACK  L.  TUR- 
NER has  been  elected  to  the  Fort  Worth 
School  Board,  capturing  more  than  60% 


of  the  vote  in  a runoff  election  in  May.  He 
will  complete  the  four  remainingyears  in 
the  term  of  the  former  board  president  who 
resigned  in  March.  Commenting  on  his 
election.  Dr.  Turner  said  he  believes  physi- 
cians should  become  involved  in  commu- 
nity activities.  In  addition.  Dr.  Turner  is 
active  in  the  volunteer  physician  movement 
and  plans  his  25th  volunteer  tour  of  service 
abroad  this  year. 

DR  GEORGE  E.  WHALEN  has  been  named 
acting  chairman  of  the  Department  of  Med- 
icine at  The  University  of  Texas  Health  Sci- 
ence Center’s  Medical  School  at  Houston. 
He  will  serve  until  a successor  is  selected 
to  Dr.  Walter  Kirkendall,  former  medicine 
department  chairman  who  resigned  April  1. 
Dr.  Whalen  has  been  professor  of  medicine 
and  director  of  the  Division  of  Gastroenter- 
ology at  the  school  since  July  1975. 

Former  vice  president  for  public  affairs  at 
North  Texas  State  University  JACK  D. 
WHEELER  has  become  executive  assistant 
to  Dr.  Charles  C.  Sprague,  president  of  The 
University  of  Texas  Health  Science  Center. 
He  had  been  with  North  Texas  since  1965. 
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coexisting  diabetes  when 
you  prescribe  a vasodilator 
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no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg. 

the  compatibie  vasodilator 


© 1976MEAO  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54117 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given, 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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THE  RED  EYE  PART  I,  (slide  presentation), 
Medcom,  1972,  105  color  slides, 

2x2. 

Discusses  the  differential  diagnosis  of 
mechanical  injury.  Accompanying 
monogram. 

THE  RED  EYE  PART  II,  (slide  presenta- 
tion), Medcom,  1972,  105  color  slides, 
2x2. 

Focuses  on  inflammatory  processes  and 
glaucoma  in  the  etiology  of  the  red  eye.  Ac- 
companying monogram. 

RENAL  PATHOLOGY  PART  I,  (slide  presen- 
tation), Medcom,  1972,  100  color  slides, 
2x2. 

Focuses  on  the  pathology  of  the  kidney, 
ureter,  bladder  and  male  genitalia.  Ac- 
companying monogram. 

RENAL  PATHOLOGY  PART  II,  (slide  pres- 
entation), Medcom,  1974,  100  color 
slides,  2x2. 

Delves  deeply  into  a broad  discussion  of 
the  pathology  of  glomerulonephritis.  Ac- 
companying monogram. 

RENAL  PATHOLOGY  PART  III,  (slide  pres- 
entation), Medcom,  1972,  100  color 
slides,  2x2. 

Illustrates  a variety  of  generalized  diseas- 
es that  may  cause  serious  kidney  dis- 
turbances. 
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The  menopausal 
■flush"  is  believed  to 
result  from  an 
autonomic  nervous 
system  imbalance  due 
to  estrogen  deficiency. 
Here,  illustration  shows 
artist's  interpretation 
of  "normal"  vs.  dilated 
arteriole-capillary- 
venule  network. 


“It  seemed  like  I was  having 
one  flush  after  another. 

It  wasn’t  just  a nuisance. . . 
it  was  a real  problem.” 


The  menopausal  flush  is 
the  classic  sign  of  estrogen 
deficiency. . .generally 
recognized  as  a clear 
indication  for  treatment. 


“The  flushes  were 
bad  enough... 
but  the  sweats 
at  night  were 
almost  too  much.” 


This  wasn’t  always  the  case. 

There  was  a time  when  the  symptoms  of  the 
menopause  went  untreated... when  women 
were  expected  to  suffer  the  severe  flushes  and 
sweats  of  estrogen  deficiency  in  silence  or, 
at  best,  with  a minimum  of  encouragement 
and  understanding. 

Now,  with  effective  estrogen  replacement 
therapy,  women  do  not  have  to  endure  these 
distressing  symptoms.  In  the  great  majority  of 
cases,  PREMARIN  [Conjugated  Estrogens 
Tablets,  U.S.P.)  can  promptly  control  such 
vasomotor  symptomatology. . . provide  classic 
relief  for  classic  symptoms  during  a trouble- 
some period  of  physiologic  adjustment. 

Three  studies  have  reported  an  increased 
risk  of  endometrial  carcinoma  in  association 

with  the  postmenopausal  administration  of  ex- 
ogenous estrogens.  For  further  information 
see  ‘‘Warnings” in  prescribinp  information. 


For  the  classic  symptoms 
of  the  menopause 

PREMARIN* 

(CONIUGATED  ESTROGENS 

Va  r»i  r-'T-r'  i i r'  rfc\  ^r^MTAlMc 

TABLETS,  U.S.P) 


CONTAINS 
NATURAL 
ESTROGENS 
EXCLUSIVELY 


See  next  page  for  revised  prescribing  information. 


BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package  circular) 

PREMARIN«  Brand  of 

CONJUGATED  ESTROGENS  TABLETS,  U.S.P, 

Actions:  Estrogens  are  responsible  for  development  and 
maintenance  of  the  female  reproductive  system  and  sec- 
ondary sex  characteristics.  They  cause  the  growth  and 
development  of  the  vagina,  uterus,  and  fallopian  tubes, 
and  enlargement  of  the  breasts  Indirectly,  they  contribute 
to  the  shaping  ot  the  skeleton,  maintenance  of  tone  and 
elasticity  ot  urogenital  structures,  changes  in  the 
epiphyses  of  the  long  bones  that  allow  for  pubertal  growth 
spurt  and  termination,  growth  ot  axillary  and  pubic  hair, 
and  pigmentation  of  the  nipples  and  genitals.  Estrogens 
are  also  involved  m psychologic  and  emotional  aspects  of 
feminine  behavior  As  estrogen  levels  increase  during  the 
menstrual  cycle,  there  is  a sense  of  vigor  and  well-being, 
and  in  the  menopausal  period  estrogens  aid  in  relieving 
nervous  symptoms  (eg,  anxiety,  depression  and  ir- 
ritability) due  to  estrogen  deficiency  Decline  of  estrogenic 
activity  at  the  end  ot  the  menstrual  cycle  can  bring  on 
menstruation,  although  the  cessation  of  progesterone  se- 
cretion IS  the  most  important  factor  in  the  mature  ovulato- 
ry cycle  However,  in  the  pre-  or  non-ovulatory  cycle, 
estrogen  is  the  primary  determinant  in  the  onset  of 
menstruation.  Estrogens  do  not  induce  ovulation. 

Estrogens  affect  calcium  and  phosphorus  metabolism, 
and  are  involved  in  maintenance  of  normal  bone  structure. 
In  prolonged  estrogen  deficiency  states,  administration  of 
estrogen  acts  to  prevent  associated  bone  degenerative 
changes. 

Estrogens  appear  to  be  responsible  for  the  relatively 
greater  amount  ot  alpha-lipoprotein  and  correspondingly 
lower  amount  of  beta-lipoprotein  found  in  premenopausal 
women  as  compared  with  m.en. 

Estrogens  affect  the  release  ot  pituitary  gonadotropins 
and  may  also  deplete  the  gonadotropic  content  of  the 
pituitary 


Indications:  Based  on  a review  ot  PREMARIN 
Tablets  by  the  National  Academy  of  Sciences  — Na- 
tional Research  Council  and/or  other  information.  FDA 
has  classified  the  indications  for  use  as  follows. 
Effective:  As  replacement  therapy  for  naturally  oc- 
curring or  surgically  induced  estrogen  deficiency 
states  associated  with  the  climacteric,  including  the 
menopausal  syndrome  and  postmenopause;  senile 
vaginitis  and  kraurosis  vulvae,  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  deficiency-in- 
duced osteoporosis,  and  only  when  used  in  conjunc- 
tion with  other  important  therapeutic  measures  such 
as  diet,  calcium,  physiotherapy,  and  good  general 
health-promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications;  Short  acting  estrogens  are  contrain- 
dicated in  patients  with  (1)  markedly  impaired  liver  func- 
tion; (2)  known  or  suspected  carcinoma  ot  the  breast,  ex- 
cept those  cases  of  progressing  disease  not  amenable  to 
surgery  or  irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal,  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carcinoma  of  the 
endometrium;  (4)  thromboembolic  disorders,  throm- 
bophlebitis, cerebral  embolism,  or  in  patients  with  a past 
history  of  these  conditions,  (5)  undiagnosed  abnormal 
genital  bleeding 

Warnings:  Three  separate  studies  have  reported  an  in- 
creased risk  ot  endometrial  carcinoma  in  association  with 
the  postmenopausal  administration  of  exogenous 
estrogens.  Smith  et  a/.'  retrospectively  compared  the 
records  of  317  patients  with  endometrial  carcinoma  with 
the  records  ot  an  equal  number  of  contrast  patients  having 
cervical,  ovarian,  or  vulvar  neoplasms  The  unadjusted 
relative  risk  estimate  ot  endometrial  cancer  was  4 5 times 
greater  in  women  exposed  to  estrogen  therapy  The  type  of 
estrogen  used,  the  preparation,  and  the  dosage  were  not 
considered  in  this  study  These  factors  may  play  a role  m 
modifying  the  average  relative  risk  found  m this  study  The 
authors  also  suggested  that  there  may  be  a relationship 
between  increasing  risk  and  the  duration  of  administra- 
tion; however,  the  data  are  not  conclusive  on  this  point  A 
second  retrospective  study  reported  by  Ziel  and  Finkle' 
examined  the  records  of  94  patients  with  endometrial  car- 


cinoma and  those  of  a two-fold  contrast  series  from  the 
same  health  plan  population  The  estimate  of  relative  risk 
was  fouhd  to  be  7,6,  In  addition,  the  authors  reported  a 
relative  risk  estimate  of  5 6 for  a duration  of  exposure  of  1 
to  4 9 years,  and  13  9 for  exposure  of  7 or  more  years.  In 
this  study,  conjugated  estrogens  were  reported  to  be  the 
type  of  estrogen  used  Mack  et  al^  retrospectively  studied 
63  cases  of  endometrial  carcinoma  and  a four-fold  con- 
trast group  The  relative  risk  of  endometrial  carcinoma 
was  estimated  to  be  8 0 for  any  estrogen  usage,  and  5.6 
tor  conjugated  estrogen  usage  The  relationship  between 
relative  risk  and  duration  ot  use  could  not  be  conclusively 
descnbed  from  the  data  in  the  study. 

Estrogen  therapy  should  not  be  given  to  women  with 
recurrent  chronic  mastitis  or  abnormal  mammograms  ex- 
cept, if  in  the  opinion  of  the  physician,  it  is  war- 
ranted despite  the  possibility  of  aggravation  ot  the 
mastitis  or  stimulation  of  undiagnosed 
estrogen-dependent  neoplasia 
The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  retinal 
thrombosis,  cerebral  embolism  and  pulmonary  embolism). 
It  these  occur  or  are  suspected,  estrogen  therapy  should 
be  discontinued  immediately 
Estrogens  may  be  excreted  in  the  mother's  milk  and  an 
estrogenic  effect  upon  the  infant  has  been  described  The 
long  range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time 

Hypercalcemia  may  occur  in  as  many  as  15  percent  ot 
breast  cancer  patients  with  metastases.  and  this  usually 
indicates  progression  of  bone  metastases.  This  occur- 
rence depends  neither  on  dose  nor  on  immobilization  In 
the  presence  of  progression  of  the  cancer  or  hyper- 
calcemia. estrogen  administration  should  be  stopped 
A statistically  significant  association  has  been  reported 
between  maternal  ingestion  of  diethylstilbestrol  during 
pregnancy  and  the  occurrence  of  vaginal  carcinoma  in  the 
ottspring  This  occurred  with  the  use  of  diethylstilbestrol 
for  the  treatment  of  threatened  abortion  or  high  risk  preg- 
nancies Whether  or  not  such  an  association  is  applicable 
to  all  estrogens  is  not  known  at  this  time  In  view  of  this 
finding,  however,  the  use  ot  any  estrogen  in  pregnancy  is 
not  recommended 

Failure  to  control  abnormal  uterine  bleeding  or  unex- 
pected recurrence  is  an  indication  for  curettage. 
Precautions:  As  with  all  short  acting  estrogens,  the 
following  precautions  should  be  observed: 

A complete  pretreatment  physical  examination  should 
be  performed  with  special  reference  to  pelvic  and  breast 
examinations.  Such  physical  examinations  should  be  re- 
peated at  regular  intervals,  at  least  annually,  during 
estrogen  therapy 

To  avoid  prolonged  stimulation  of  the  endometrium  and 
breasts  in  climacteric  or  hypogonadal  women,  estrogens 
should  be  administered  cyclically  (3  week  regimen  with  1 
week  rest  period  — withdrawal  bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous  estrogen 
production,  relative  overdosage  may  occur  which  could 
cause  undesirable  effects  such  as  abnormal  or  excessive 
uterine  bleeding,  mastodynia  and  edema. 

Because  ot  salt  and  water  retention  associated  with 
estrogenic  anabolic  activity,  estrogens  should  be  used 
with  caution  in  patients  with  epilepsy,  migraine,  asthma, 
cardiac,  or  renal  disease 

If  unexplained  or  excessive  vaginal  bleeding  should  oc- 
cur, reexamination  should  be  made  tor  organic  palhology 
Estrogen  usage  may  cause  preexisting  fibromyomata  to 
increase  in  size,  therefore,  patients  should  be  examined  at 
regular  intervals  while  receiving  estrogenic  therapy 
The  pathologist  should  be  advised  of  estrogen  therapy 
when  relevant  specimens  are  submitted. 

Because  ot  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young  patients  in 
whom  bone  growth  is  incomplete 
Prolonged  high  dosages  of  estrogens  will  inhibit  anterior 
pituitary  functions.  This  should  be  borne  in  mind  when 
treating  patients  in  whom  fertility  is  desired 
The  age  ot  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  estrogens  may  mask  the 
onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may  be 
affected  by  exogenous  estrogen  administration.  If  test 
results  are  abnormal  in  a patient  taking  estrogen. 


they  should  be  repeated  after  estrogen  has  been  with- 
drawn for  one  cycle 

Adverse  Reactions:  The  following  adverse  reactions 
have  been  reported  associated  with  short  acting  estrogen 
administration, 
nausea,  vomiting,  anorexia 

gastrointestinal  symptoms  such  as  abdominal  cramps 

and  bloating 

increased  incidence  of  gallbladder  disease 
breakthrough  bleeding,  spotting,  unusually  heavy 

withdrawal  bleeding  (See  DOSAGE  AND 

ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  ot  lactation  when  given 

immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  (Conjugated 
Estrogens  Tablets.  U.S.P.)  should  be  administered 
cyclically  (3  weeks  of  daily  estrogen  and  1 week  off). 
There  should  be  an  annual  reassessment  of  the  patient  to 
determine  the  need  for  continued  estrogen  therapy.  This 
assessment  may  be  assisted  by  lowering  the  dose  and  ob- 
serving the  symptoms  to  determine  correct  maintenance 
dosage  tor  continued  therapy 

Menopausal  Syndrome— ( 25  mg  daily,  cyclically.  Ad- 
just dosage  upward  or  downward  according  to  severity  ot 
symptoms  and  response  of  the  patient  For  maintenance, 
adjust  dosage  to  lowest  level  that  will  provide  effective 
control. 

It  the  patient  has  not  menstruated  within  the  last  two 
months  or  more,  cyclic  administration  is  started  arbitrarily. 
If  the  patient  is  menstruating,  cyclic  administration  is 
started  on  day  5 of  bleeding  If  breakthrough  bleeding 
(bleeding  or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleeding.  In 
the  following  cycle,  employ  the  dosage  level  used  to  stop 
breakthrough  bleeding  in  the  previous  cycle.  In  subse- 
quent cycles,  the  estrogen  dosage  is  gradually  reduced  to 
the  lowest  level  which  will  maintain  the  patient  symptom- 
free. 

Postmenopause— as  a protective  measure  against 
estrogen  deficiency-induced  degenerative  changes  (eg. 
osteoporosis,  atrophic  vaginitis,  kraurosis  vulvae)— 0 3 mg 
to  1 25  mg  daily  and  cyclically.  Adjust  dosage  to  lowest 
effective  level. 

Osteoporosis  (to  retard  progression)  — usual  dosage 
1,25  mg  daily  and  cyclically 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or  without  Pru- 
ritus—O.S  mg  to  1.25  mg  or  more  daily,  depending  upon 
the  tissue  response  ot  the  individual  patient  Administer 
cyclically 

How  Supplied:  PREMARIN  (Conjugated  Estrogens 
Tablets.  U.S.P) 

No  865 -Each  purple  tablet  contains  2.5  mg.  in  bottles  of 
100  and  1,000 

No  866  — Each  ye//ow  tablet  contains  1.25  mg.  in  bottles 
ot  100  and  1,000  Also  in  unit  dose  package  ot  100 
No  867  — Each  red  tablet  contains  0 625  mg,  in  bottles  of 
100  and  1,000  Also  in  unit  dose  package  of  100. 

No  868  — Each  green  tablet  contains  0,3  mg,  m bottles  of 
100  and  1,000 

References:  1,  Smith,  DC.  Prentice.  R.,  Thompson,  D.J., 
and  Herrmann.  W.L  Association  of  exogenous  estrogen 
and  endometrial  carcinoma.  N Engl.  J,  Med. 
293:1164-1167,  1975,  2.  Ziel,  H K.,  and  Finkle,  WD.:  In- 
creased risk  ot  endometrial  carcinoma  among  users  of 
conjugated  estrogens.  N.  Engl  J Med.  293:1167-1170, 
1975.  3 Mack,  TM.,  Pike,  M.C  , Henderson,  B E , Pfeffer,  R.l., 
Gerkins,  VR  , Arthur.  M . and  Brown.  S : Estrogens  and  en- 
dometrial cancer  in  a retirement  community,  submitted  for 
publication.  7643 
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IN  MEMORIAM 


S.H.  Townsend  The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 

Childress,  1900-1976  nent  memorial  to  physicians  who  have  served  their  patients,  their  profession, 

and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 

Name 

Address  

City  and  State  


. Given  in  Memory  of 

Donor  Information: 

Name 

Address  

City  and  State  . 
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Dr.  N.  P.  Dittrick 

A Houston  physician,  Dr.  Norman  Paul 
Dittrick,  was  killed  in  an  automobile  acci- 
dent Feb  13,  1976. 

Dr.  Dittrick,  31,  was  a family  physician, 
and  had  practiced  in  Houston  since 
1970. 

The  native  of  Dallas  attended  North  Texas 
State  University,  Denton,  priorto entering 
The  University  of  Texas  Medical  Branch, 
Galveston,  in  1965. 

Following  his  graduation  from  medical 
school  in  1969,  Dr.  Dittrick  was  an  intern 
at  Memorial  Baptist  Hospital, 

Houston. 

His  professional  memberships  included  the 
American  Academy  of  Family  Physicians, 
Harris  County  Medical  Society,  and  Ameri- 
can Medical  Association. 

Dr.  Dittrick  is  survived  by  his  wife,  Sandra 
Marshall  Dittrick,  and  daughters,  Carolyn 
and  Barbara  Dittrick,  all  of  Houston;  and 
mother,  Mrs.  Marjorie  Dittrick,  Dallas. 


Dr.  C.  E.  Hicks 

Dr.  Clarence  Edwin  Hicks,  50,  of  Hereford, 
Tex,  died  Feb  22,  1976,  following  a car- 
truck  accident. 

Dr.  Hicks,  a cardiologist  and  internist,  was 
a native  of  Oak  Hill,  WVa.  He  was  graduated 
from  West  Virginia  University  and  the  Vir- 
ginia Commonwealth  University,  Medical 
College  of  Virginia.  His  internship  and  resi- 
dency were  at  Henry  Ford  Hospital,  Detroit. 
He  also  served  residencies  at  Mercy  and 
Denver  General  hospitals,  both  in 
Denver. 

Dr.  Hicks  served  in  the  US  Air  Force  during 
World  War  II.  He  practiced  in  Kentucky 
before  moving  to  Hereford  in 
1958. 

The  doctor’s  professional  memberships 
included  the  Tierra  Blanca  (Deaf  Smith- 
Parmer-Castro-Oldham-Swisher)  County 
Medical  Society,  the  American  Medical  As- 
sociation, and  American  Society  of  Internal 


Medicine.  While  in  Kentucky,  he  had  served 
as  president  of  his  county  medical 
society. 

Surviving  Dr.  Hicks  are  his  wife,  Agnes 
Hunt  Hicks,  Hereford;  three  sons,  Dennis 
Hicks,  Germany;  David  Hicks,  San  Marcos; 
and  Gary  Hicks,  Arlington;  his  mother,  Mrs. 
Bessie  Hicks,  Ronceverte,  WVa;  and  a 
brother,  Donald  Hicks,  Billings,  Mont. 


Dr.  C.  D.  Kerr 

Dr.  Charles  Denton  Kerr  of  Houston,  a past 
president  and  former  member  of  the  Board 
of  T rustees  of  Texas  Medical  Association, 
died  March  19,  1976,  at  the  age  of  72. 

Dr.  Kerr  was  born  on  a farm  near  Bronson, 
Tex.  When  he  was  graduated  from  Rosevine 
High  School  in  Sabine  County,  he  became 
a teacher  in  Pine  Hill,  Tex;  three  years  later 
he  became  principal  at  Rosevine.  During 
the  spring  and  summer  months  of  his  teach- 
ing career,  Dr.  Kerr  took  premedical 
courses  at  Stephen  F.  Austin  State  College, 
Nacogdoches. 

After  obtaining  his  BA  degree.  Dr.  Kerr 
entered  The  University  of  Texas  Medical 
Branch,  Galveston,  and  was  graduated  in 
1933.  His  internship  was  at  Hermann  Hos- 
pital, Houston,  and  his  residency  was  at 
various  military  hospitals. 

Dr.  Kerr’s  entire  medical  career  was  spent 
in  Houston  with  the  exception  of  some  40 
months  with  the  Army  Air  Corps  as  a major 
during  World  War  II,  and  a period  in  1946 
of  postgraduate  work  at  Duke  Hospital  in 
Durham,  NC.  He  retired  from  the  practice  of 
gynecology  in  1975. 

Dr.  Kerr’s  professional  activities  were  in- 
ternational. In  1953,  he  was  appointed  by 
the  US  State  Department  to  attend  the  Sec- 
ond All-Pakistan  Medical  Conference  at 
King  Edward  Medical  College  in  Lahore, 
Pakistan,  as  a representative  of  the  Ameri- 
can Medical  Association.  In  1951,  he  was 
appointed  to  an  advisory  committee  to  im- 
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prove  federal  medical  aid,  an  affiliate  of 
the  Citizens  Committee  for  the  Hoover 
Report. 

He  also  was  active  in  health  projects  at  the 
local  level.  He  was  a former  chairman  of 
the  Houston  city  health  board;  member  and 
president  of  the  board  of  directors  of  the 
Sam  Houston  Area  Council,  Boy  Scouts  of 
America;  executive  committeeman  and 
past  co-chairman  of  the  Houston  United 
Fund  Drive;  former  board  member  and  an 
honorary  life  member  of  the  Houston 
Chamber  of  Commerce;  and  a member  of 
Rotary  and  the  Masons. 

Additionally,  Dr.  Kerrwas  a former  mem- 
ber of  the  faculty  of  Baylor  College  of  Medi- 
cine, a diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a fellow  of  the 
American  College  of  Surgeons  and  of  the 
American  College  of  Obstetrics  and  Gyne- 
cology, a member  of  the  Central  Asso- 
ciation of  Obstetricians  and  Gynecologists 
and  the  American  Medical  Association,  and 
a past  president  of  the  Harris  County  Med- 
ical Society  and  the  Association  of  Ameri- 
can Physicians  and  Surgeons. 

Surviving  Dr.  Kerrare  his  wife,  Mildred 
Marques  Kerr,  Houston;  a son,  Robert  Den- 
ton Kerr,  Houston;  a brother,  Thurman 
Kerr,  Alvin;  two  sisters.  Jewel  Drawhorn 
and  Lou  T.  Baldree,  both  of  Rosevine,  and 
three  grandchildren. 


Dr.  C.  P.  Lipscomb 

Dr.  Cuvier  Paschall  Lipscomb,  69,  Fort 
Worth  orthopedic  surgeon,  died  Jan  4, 
1976,  at  his  home. 

Dr.  Lipscomb  practiced  in  Fort  Worth 
from  1948  until  his  retirement  in  March, 
1975. 

He  was  a native  of  Denton,  where  his 
grandfather  had  practiced  medicine.  Dr. 
Lipscomb  was  graduated  from  Baylor  Uni- 
versity, Waco,  in  1929.  He  taught  school  in 
Cross  Plains  and  Rochester  for  five  years 
before  entering  Baylor  College  of  Medi- 
cine in  1934.  He  received  his  MD  in  1938. 
His  internship  was  at  Baylor  Hospital,  Dal- 
las (1938-39). 

Dr.  Lipscomb  had  the  industrial  medical 
contracts  for  Possum  Kingdom  and  Deni- 


son Dams  for  two  years  before  joining  the 
Army  Air  Corps  in  1942.  He  served 
throughout  World  War  II  as  a flight  sur- 
geon in  the  North  Atlantic  area. 

At  the  close  of  the  war.  Dr.  Lipscomb  re- 
turned to  Dallas,  where  he  held  residen- 
cies at  Baylor,  Parkland  Memorial  and 
Texas  Scottish  Rite  hospitals. 

In  1954,  he  joined  two  associates  in  form- 
ing the  Fort  Worth  Bone  and  Joint 
Clinic. 

The  doctor’s  professional  memberships 
included  the  American  Academy  of  Ortho- 
paedic Surgeons  (fellow),  the  Tarrant 
County  Orthopaedic  Association,  Tarrant 
County  Medical  Society,  American  Medical 
Association,  and  Texas  Academy  of  Ortho- 
paedic Surgeons.  He  also  was  a past  presi- 
dent of  the  North  Texas  Orthopaedic 
Society. 

Surviving  are  his  wife,  Mary  Long  Lips- 
comb; sons,  Cuvier  P.  Lipscomb  IV,  and  Dr. 
Thomas  S.  Lipscomb;  daughter,  Mrs.  Cindy 
Jones,  all  of  Fort  Worth;  a brother.  Dr. 

Joe  L.  Lipscomb,  Amarillo;  and  six 
grandchildren. 

Dr.  W.  P.  Shelton 

Dr.  William  Prior  Shelton,  a Dallas  psy- 
chiatrist, died  March  17,  1976. 

Dr.  Shelton  was  a clinical  assistant  profes- 
sor of  psychiatry  at  The  University  of  Texas 
Southwestern  Medical  School,  as  well  as  a 
consultant  in  psychiatry  at  Baylor  Univer- 
sity Medical  Center  and  at  Parkland 
Memorial  Hospital,  Dallas. 

He  was  born  in  Kansas  City,  Mo,  and  was 
graduated  from  the  University  of  Missouri 
in  1925.  He  received  his  medical  degree  in 
1929  from  Washington  University  School 
of  Medicine  in  St.  Louis.  Graduation  from 
medical  school  was  followed  by  an  intern- 
ship at  Kansas  City  General  Hospital,  Mo. 
Dr.  Shelton  held  residencies  at  Barnes 
Hospital,  St.  Louis;  the  Neurological  Hos- 
pital, Kansas  City,  Mo;  and  the  Colo- 
rado Psychiatric  Hospital, 

Denver. 

He  was  in  practicefrom  1931  to  1941  in 
Kansas  City,  and  was  an  instructor  at  the 
University  of  Kansas  School  of  Medicine. 


Dr.  Lipscomb 


Dr.  Shelton 
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During  World  War  II,  the  doctor  served  in 
the  Army.  He  served  for  two  years  in  the 
Asiatic-Pacific  area,  and  later  was  Chief  of 
the  Officer’s  Neurology  and  Psychiatry 
Section  at  Brooke  Army  Medical  Center, 
San  Antonio. 

Dr.  Townsend  Dr.  Shelton  was  an  organizer  and  past 

president  of  the  Dallas-Fort  Worth  Neuro- 
psychiatric Association,  and  a past  vice- 
president  of  the  Dallas  Southern  Clinical 
Society.  His  other  memberships  included 
the  American  College  of  Physicians  (fel- 
low), American  Psychiatric  Association 
(fellow),  American  College  of  Psychiatrists, 
Dallas  County  Medical  Society,  and 
American  Medical  Association.  He  was  also 
a past  sec  retary-treasu  rerand  president 
of  the  Central  Neuropsychiatric  Asso- 
ciation. 

In  addition  to  these  activities,  Dr.  Shelton 
was  active  in  the  Boy  Scouts  of  America. 

In  1975,  he  received  the  Silver  Antelope 
Award  for  his  leadership  of  the  Circle  10 
Council  since  1954. 

Dr.  Shelton  is  survived  by  his  wife,  Janice 
M.  Shelton;  son,  William  E.  Shelton;  daugh- 
ter, Mrs.  Susan  Stokes;  and  a granddaugh- 
ter, all  of  Dallas. 


Dr.  W.  A.  Stiles 

Dr.  Wendel  Arthur  Stiles,  an  honorary 
member  of  both  Texas  Medical  Association 
and  the  Dallas  County  Medical  Society, 
died  March  20, 1976,  in 
Dallas. 

Dr.  Stiles,  74,  began  his  Dallas  family  prac- 
tice in  1930.  In  1951,  he  was  named  to  the 
Texas  State  Board  of  Medical  Examiners 
by  former  Governor  Beauford  H. 

Jester. 

The  physician  was  born  in  Gainesville,  Tex. 
He  received  his  undergraduate  degree  from 
Texas  A&M  University  in  1923  and  his 
medical  degree  from  Hahnemann  Medical 
College  of  Philadelphia  in  1927.  His 
internship  was  at  Genesee  Hospital, 
Rochester,  NY. 

During  World  War  II,  Dr.  Stiles  served  in 
the  Army  Medical  Corps  for  five  years.  He 
was  discharged  as  a lieutenant  colonel  in 
1946.  At  that  time,  he  returned  to  Texas 
and  began  an  internal  medicine  practice. 


which  he  maintained  until  his  retirement 
in  1973. 

Dr.  Stiles  had  been  a member  of  the 
American  Medical  Association  since 
1930. 

There  were  no  survivors. 


Dr.  S.  H.  Townsend 

Dr.  Shell  Hughes  Townsend,  75,  of  Chil- 
dress, died  March  1,  1976.  He  retired 
from  the  general  practice  of  medicine  in 
1970. 

Dr.  Townsend  was  active  in  civic  as  well  as 
professional  endeavors.  He  was  the  origi- 
nator and  president  of  the  Greenbelt  Mu- 
nicipal and  Industrial  Water  Authority, 
which  provides  water  to  West  Texas  area 
communities. 

In  1927,  Dr.  Townsend  helped  found  the 
Jeter-Townsend  Hospital.  He  and  an  asso- 
ciate operated  the  hospital  until  1944, 
when  it  was  purchased  by  Childress  Coun- 
ty. Dr.  Townsend  then  helped  build  the  Je- 
ter-Townsend Clinic,  where  he  practiced 
until  1970. 

Dr.  Townsend,  a native  of  Mangum,  Okla, 
attended  the  University  of  Oklahoma.  In 
1924,  he  was  graduated  from  Northwes- 
tern University  Medical  School,  Chicago. 
His  internship  and  residency  were  at 
Charity  Hospital  of  Louisiana,  New  Or- 
leans. In  1926  he  was  involved  in  post- 
graduate studies  at  the  Mayo  Clinic,  Ro- 
chester, Minn.  He  moved  to  Childress  in 
1928. 

The  surgeon  and  family  practitioner  was 
a past  president  of  Rotary  and  a former 
school  board  member.  He  was  named  the 
Outstanding  Man  of  the  Year  in  1963  by 
the  Childress  Chamber  of 
Commerce. 

Dr.  Townsend  also  was  a past  president  of 
the  Greenbelt  (Armstrong-Donley-Chil- 
dress-Collingsworth-Hall-Wheeler)  Coun- 
ty Medical  Society,  an  honorary  member 
of  TMA,  and  a member  of  the  American 
Medical  Association. 

Surviving  Dr.  Townsend  are  his  wife,  Enid 
Robson  Townsend,  Childress;  a daughter, 
Mrs.  Mary  Ann  Hunter,  Lubbock;  a son, 
John  Townsend,  Okeechobee,  Fla;  and 
three  grandchildren. 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 


A Private  115  bed  psychiatric  hospital  located  in  Oak  Cl  iff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Joseph  H.  Lindsay,  M.D. 


Fred  H.  Jordan,  M.D. 
John  T.  Holbrook,  M.D. 


George  R.  Mount,  Ph.D. 
Donald  L.  Whaley,  Ph.D. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 


PSYCHOLOGY 


COURTESY  STAFF 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  A.M. 

O.T.  AND  R.T.  THERAPY 

Director 

Christine  Schmitz,  ORT 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Testing  in  Humans: 
Who, Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  efFective- 
ness  and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA’s  current 
thinking  in  this  vital  area. 

I.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

X.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3* When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  inlormed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

In  the  case  of  children,  the  sponsor 
must  require  rhat  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9.  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10.  Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

IX  • PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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TEXAS  REPRESENTATIVES 

Robert  F.  Reiman,  3201  Clearview,  Austin  78703 

A.  F.  Ennis,  Jr.,  B.  C.  Crim  and  G.  C.  Desorcy,  Suite  210,  712  N.  Washington,  Dallas  75246 
Richard  B.  Ross  and  Wayne  L.  Kirk,  1508  Hermann,  Prof.  Bldg.,  Houston  77025 
Michael  C.  Rollans,  408  GPM  Bldg.,  South  Tower,  San  Antonio  78216 


Telephone  (512)  472-9603 
Telephone  (214)  821-4640 
Telephone  (713)  797-9835 
Telephone  (512)  344-5901 

TT. 


PSYCHIATRIC  INSTITUTE  OF  FORT  WORTH 
A FULL  SERVICE  PSYCHIATRIC  HOSPITAL 


With  Separate  Comprehensive  Units  For  Adults  and  Adolescents 


COMPREHENSIVE  mental  health 
services  for  the  treatment  of  all  types 
of  emotional  disorders,  with  separate 
facilities  for  adults  and  adolescents. 


OFFERING 


AN  OPEN  STAFF  52  bed  fully 
equipped  private  psychiatric  hospital. 


LICENSED  BY  Texas  State  Department 
of  Mental  Health  and  Mental  Retardation. 


ACCREDITED  BY  Joint  Commission  on 
Accreditation  of  Hospitals;  Medicare 
certified  and  CHAMPUS  approved 


Biological  Treatments 
Psychopharmacotherapy 
Individual  and  Family  Therapy 
Drugs  and  Alcohol  Rehabilitation 
Therapeutic  Community 
[Milieu  Therapy] 

Psychosomatic  and  Geriatric  Research 
Psychodrama  and  Movement  Therapy 
Psychological  Testing  and 
Neurological  Evaluations 
Job  Rehabilitation  and 
Vocational  Counseling 
Crisis  Intervention  and 

Psychiatric  Emergency  Services 
Group  Psychotherapy;  Including  Transac- 
tional Analysis  and  Gestalt  Techniques 


Virgil  M.  Cox,  Jr.,  M.D. 
Diplomats,  American 
Board  of  Psychiatry 
and  Neurology 


James  D.  Malone,  M.D. 
Diplomate,  American 
Board  of  Psychiotry 
and  Neurology 


Blaine  E.  McLaughlin,  M.D. 
F.A.P.A.,  F.A.C.P.,  Diplomate, 
American  Board  of  Psychiatry 
and  Neurology 


Richard  D.  Yentis,  M.D. 
F.A.A.C.P.;  Diplomate, 
American  Board  of 
Psychiatry  and  Neurology 


815  EIGHTH  AVENUE  FORT  WORTH,  TEXAS  76104  (817)  335-8222 

ADMINISTRATIVE  OFFICE  1510  WEST  TERRELL  (817)  335-4040 


J.  Paul  Smith 
Administrator 


PAVAKEY-300 

(papaverine  HCI,300  mg.) 

Sustained-Action  Capsuies 

More 
efficient 

management  for 
difficult  cases  of 
cerebral  and  peripheral 
ischemia  associated  with  arterial  spasm. 

More  effective  patient  compliance. 
Significantiy  iess  cost  per  300  mg., 
b.i.d.  dosage. 

Actions  and  Uses:  The  main  actions  of  papaverine  are  exerted  on  cardiac  and  smooth  muscle  Like 
quinidine.  papaverine  acts  directly  on  the  heart  muscle  to  depress  conduction  and  prolong  the  refractory 
period  Papaverine  relaxes  various  smooth  muscles  This  relaxation  may  be  prominent  if  spasm  exists. 

The  muscle  cell  is  not  paralyzed  by  papaverine  and  still  responds  to  drugs  and  other  stimuli  causing 
contraction.  The  antispasmodic  effect  is  a direct  one.  and  unrelated  to  muscle  innervation.  Papaverine  is 
practically  devoid  of  effects  on  the  central  nervous  system-  ■> 

Papaverine  relaxes  the  smooth  musculature  of  the  larger  blood  vessels,  especially  coronaiy.  systemic 
peripheral  and  pulmonary  arteries.  Perhaps  by  its  direct  vasodilating  action  on  cerebral  blood  vessels  papaverine 
increases  cerebral  blood  flow  and  decreases  cerebral  vascular  resistance  in  normal  subjects,  oxygen  consumption 
IS  unaltered.  These  effects  may  explain  the  benefit  reported  from  the  drug  in  cerebral  vascular  encephalopathy 
The  direct  actions  of  papaverine  on  the  heart  to  depress  conduction  and  irritability  and  to  prolong  the  refractory 
period  of  the  myocardium  provide  the  basis  for  its  clinical  trial  in  abrogating  atrial  and  ventricular  premature  systoles 
and  ominous  ventricular  arrhythmias.  The  coronary  vasodilator  action  could  be  an  additional  factor  of  therapeutic 
value  when  such  rhythms  are  secondary  to  insufficiency  of  occlusion  of  the  coronary  arteries. 

In  patients  with  acute  coronary  thrombosis,  the  occurrence  of  centricular  rhythms  is  serious  and  requires  measures 
designed  to  decrease  myocardial  irritability  Papaverine  may  have  advantages  over  quinidine.  used  for  a similar  purpose,  i 
that  it  may  be  given  in  an  emergency  by  the  intravenous  route,  does  not  depress  myocardial  contraction  Or  cause 

cinchonism.  and  producq:^  coronary  vasodilation. 

Indications:  For  the  relief  of  cerebral  and  peripheral  ischemia  associated  with  arterial  spasm  and  myocardial  ischemia 

complicated  by  arrhythmias. 

Precaution:  Use  with  caution  in  patients  with  glaucoma.  Hepatic  hypersensitivity  has  been  reported  with  gastrointestinal 
symptoms,  jaundice,  eosinophilia  and  altered  liver  function  tests.  Discontinue  medication  if  these  occur. 

Adverse  Reactions:  Although  occurring  rarely,  the  reported  side  effects  of  papaverine  include  nausea,  abdominal  distress,  anorexia, 
constipation,  malaise,  drowsiness,  vertigo,  sweating,  headache,  diarrhea  and  skin  rash. 

Dosage:  PAVAKEY  - 300  ^ • One  capsule  every  twelve  hours  for  difficult  cases. 
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Please  arrange  to  provide  starter  samples  and/or  complimentary  "Starter”  prescriptions  for: 

PAVAKEY-300®  Samples  “Starter”  Rx’s 

(papaverine  HCL,  300  mg.)  □ □ 

Dr. Specialty  


Mail  to:  Key  Pharmaceuticals,  Inc.  50  N.W.  176th  Street,  Miami,  Florida  33169 
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PHARMACEUTICALS,  INC: 

Miami,  Florida  33169  (U  S A.) 
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DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 


ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 
ALLEN  M.  JONES,  M.D.* 
JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 
KENT  ROGERS,  M.D. 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 


FAMILY  PRACTICE  DEPARTMENT  EXECUTIVE  DIRECTOR 

ENNIS,  TEXAS  DON  L.  BOWEN,  M.G.M.A. 

W.  B.  KINZIE,  M.D.* 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L>.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

K.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  D.  Crawford,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

E.  It.  Mahon,  Jr.,  M.D. 

Mary  A.  Bone,  M.D, 

J.  A.  Armstrong,  M.D. 

M.  L.  Gray,  M.D. 

Urology: 

D,  B.  Turner,  M.D. 

Radiology  and  Radioactive  Isotopes: 

H.  F.  Rives,  M.D. 

G.  T.  Kimmei,  M.D. 

L.  W.  Ralston,  M.D. 

Pathology: 

J.  G.  Casey 

Harbert  Davenport,  Jr.,  M.D. 

Anesthesiology ; 

W.  T.  Witt,  M.D. 

Business  Manager  of  Travis  Clinic 

THE  MALPRACTICE  CRISIS 

MANY  MAJOR  COMPANIES  HAVE  QUIT  OR  WILL  SOON  QUIT  WRITING  PROFESSIONAL  LIABILITY  INSURANCE.  IF  YOU 
CANNOT  SECURE,  OR  CANNOT  RENEW  YOUR  COVERAGE,  CONTACT  JOE  NIGRELLE,  512  - 341-2564. 


JOE 

NIGRELLE  insurance  agency 


Suite  518  - GPM  Building  - North  Tower,  800  N.W.  Loop  410 
SAN  ANTONIO,  TEXAS  78212  - A/C  512  - 341-2564 


1007  WEST  31st  STREET,  AUSTIN,  TEXAS  78705 
A/C  512  452-0189  KIRKE  JEFFERY 


PROFESSIONAL  LIABILITY 

OFFICE  LIABILITY 

PHYSICIAN  EQUIPMENT  FLOATERS 


FIRE  AND  HOMEOWNERS 

AUTOMOBILE 

FARM  INSURANCE 


LIFE,  ACCIDENT  AND  SICKNESS, 
DISABILITY  INCOME 
MALPRACTICE  INSURANCE 
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TEXAS  MEDICINE 


can 

ALCOHOLISM 
be  treated 
in  2 weeks? 


The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 


• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  761 18 

Call  collect  (817)  284-9217  for  admission  information 

• Member  American  Hospital  Association  & Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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Texas  Physicians’  Directory 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.O., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngolog^y  and  Facial 
Plastic  Surge^ 

A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnall,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C,  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.(XS. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  ‘Texas  Physicians’  Directory." 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 

OPHTHALMOLOGY  AND  PEDIATRICS 

OTOLARYNGOLOGY 

J.  M.  Woodall,  M.D. 

P.  W.  Malone,  M.D.,  F.A.C.S.  B.  R.  Owen,  M.D. 

J.  W.  Tipton,  M.D.  M.  C.  Nardone,  M.D. 

W.  B.  Allensworth,  M.D. 


GENERAL  SURGERY  RADIOLOGY  & NUCLEAR  MEDICINE 

J.  E.  Hogan,  M.D.,  F.A.C.S.  B.  Williams,  M.D. 

C.  B.  Marcum,  M.D.,  F.A.C.S.  M.  L.  Bercler,  M.D. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE  UROLOGY 


J.  H.  Burnett,  Jr.,  M.D.  G.  F.  Dillon,  M.D. 

W.  A.  Riley,  M.D.  J.  W.  Cowan,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


DERMATOLOGY 

OBSTETRICS  AND  GYNECOLOGY 

H.  K.  Butler,  M.D. 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Internal  Medicine 
C.  M.  Maruri,  M.O. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  “Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  O.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kleler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hu^  H.  Hanson,  M.D. 

Mlniael  B.  Ratne,  M.D. 

Michael  A.  ModelskI,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  GodlewskI,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagliardI,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kapian,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Present  your  ideas 
in  Texas  Medicine 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  ‘‘Information  for  Authors.” 

Mrs.  Marilyn  Baker 
Managing  Editor 
TEXAS  MEDICINE 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696^405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Richard  H.  Jackson,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Warren  J.  Raymer,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
D.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 

Ramon  Garrido,  M.D.,  F.A.C.A.,  F.A.A.C.I.A.* 

(Certified  American  Board  of  Pediatrics) 

'Diplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Consultants 


JOHN  P.  McGOVERN,  M.D. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


STUART  ALAN  MASON,  M.D.,  P.A. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  33&1574  If  no  answer.  924-4231 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 

Diplomates  of  the  American  Board  of  Aiiergy  and  Immunoiogy 

Dermatology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

CHARLES  A.  RUSH,  JR.,  M.D. 

Oiplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 

7601  Glenview  Drive 

Fort  Worth,  Texas  76118 

1400  Eighth  Street,  Wichita  Falls,  Texas 

DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Anesthesiology 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Maiignancles 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

HOUSTON  PAIN  CLINIC 

ALEX  M.  STRAJA,  M.D.,  F.R.C.P.(C),  F.A.C.A. 

Practice  Limited  to  Treatment  of  Chronic  Pain 
Syndromes  and  Nerve  Blocks 

Practice  by  Referral  Only 

Medical  Towers,  6608  Fannin,  Suite  1417 

Houston,  Texas  77030  Phone:  713  797-1681 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 

Office  Telephone  824-2573;  Residence  Teiephone  361-4500 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd..  Garland,  Texas  75042 

Phone  214-272-5451 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

SOMMAI  SEHAPAYAK,  M.D. 

DIplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 

Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210, 1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 

DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 

Dermatology  and  Cancer  of  the  Skin 

Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 

Dallas,  Texas  75225 

Ph:  214-691-6691 

SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 

Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 

3600  Gaston  Ave,  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

“Every  man  owes  some  of  his  time 

TMA  International  Travel  Program 

. . . Another  service  of  your  association 

to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Endocrinology 


General  Surgery 


STANLEY  FELD,  M.D.  AND  ASSOCIATES 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


Eye,  Ear,  Nose,  Throat 


DRS.  NALLE,  ELLSASSER  AND  CLAYTON 
Eye  and  Allergy  of  the  Ear,  Nose  and  Throat 

Ernest  Nalle,  Jr.,  M.D.,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

Miles  G.  Clayton,  M.D.,  Oph. 

1312  Main  Street,  Lubbock,  Texas  79401,  806  762-8771 


Family  & General  Practice 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Dipiomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Dipiomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
'Dipiomate  American  Board  of  Family  Practice 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Dipiomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 


ROBERT  M.  STECKLER,  M.D. 

Dipiomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


THE  NEDERLAND  FAMILY  PRACTICE  ASSOCIATION 

2420  Nederland  Avenue 
Nederland,  Texas  77627 
Tel.  713  722-0481 

ROLAND  AUTHEMENT,  M.D. 

RAYMOND  BENSKI,  M.D.* 

'Dipiomate  American  Board  of  Family  Practice 


J.  E.  WAY,  M.D.,  F.A.C.S. 

Dipiomate  of  the  American  Board  of  Surgery 

General  Surgery 

516  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


Gastroenterology  Hand  Surgery 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


L.  LEE  LANKFORD,  M.D. 

Dipiomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surge^  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dailas,  Texas  75246.  214  823-5351 


MEMORIAL  LIBRARY 
TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 
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Neurological  Surgery 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 

TMA  Legislative  Representation 

. . . Another  service  of  your  association 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In;  Hematologor,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Hart,  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry  and  Wilson 

Nuclear  Medicine  J.  L.  Reed,  M.D. 

G.  L.  Black,  M.D.  W.  R.  Berry,  M.D. 

J.  E.  White,  M.D.  E.  D.  Seaman,  M.D. 

F.  M.  Behike,  M.D. 

Diplomates,  American  Board  of  Nuclear  Medicine 

Radioimmunoassays,  metabolic  studies,  dynamic  studies  and 
rectilinear  scanning 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  7484)958 
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BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L WINSLOW,  M.D. 

Diseases  & Surget7  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 

214  521-1153 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 

McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 

713  797-1903 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

VV.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charies  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christ!,  Texas  78404,  Phone  853-7319 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 

Frank  R.  Vincent!,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 

EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 

BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 

Delias,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consuitation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 

JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

601  Madison  Square  Medical  Building 

311  Camden  Street,  San  Antonio,  Texas  78212 
(512)  226-1812 

LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 

Telephone  915  544-3831 

Orthopedic  Surgery 

SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lavirther  Dr.,  Suite  101 

Dallas,  Texas  75214 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

James  Pat  Evans,  M.D. 

THURSTON  DEAN,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 

Midland,  Texas  79701 

Telephone:  915  682-0433  or  682-0163 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 

Medical  Association,  535  North  Dearborn  Street, 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diptomates  American  Board  of  Orthopedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send  old 
and  new  address  to  Membership  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Chicago,  III.  60610. 
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Otolaryngology 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diptomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Otology 


JAMES  R.  FANCHER,  JR.,  M.D. 

DIplomate  of  The  American  Board  of  Otolaryngology 

Otology 

Neuro-Otology 

St.  Paul  Professional  Bldg.,  Suite  920,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235 
Telephone:  214  630-4871 


DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Otoneurology 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Building, 
Suite  400,  Dallas,  Texas  75231;  214  691-7331 


DALLAS  HEARING,  BALANCE  AND  OCULAR 
PULSE  LABORATORY 

Audiology — Vestibulometry — Non-invasive  Carotid 
and  Vertebral  Circulation  Studies 

402  Presbyterian  Professional  Building,  8210  Walnut  Hill  Lane, 
Dallas,  Texas  75231;  214  691-7367 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  Wilkenfeld,  M.D.,  Medical  Laboratories,  Inc. 

J.  S.  WILKENFELD,  M.D.  ENA  E.  MOCEGA,  M.D. 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055,  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 
Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 
P.  O.  Box  118,  Cleburne,  Texas  76031 
817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST  


RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Drs.  Black,  White,  McGee,  Behike, 

Seaman,  Reed,  Block,  Berry,  Wilson  and  Juel 

Pathology 

W.  G.  McGee,  M.D.  S.  D.  Wilson.  M.D. 

E.  D.  Seaman,  M.D.  Richard  D.  Juel,  M.D. 

H.  M.  Block,  M.D. 

Diplomates,  American  Board  of  Anatomical  Pathology  and 
American  Board  of  Clinical  Pathology 

Complete  Routine  and  Reference  Laboratory  Services 
Clinical  and  Anatomical  Pathology 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


Pathology  Physical  Medicine  & Rehabilitation 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriolo^,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Enrique  van  Santen,  M.D. 

Robert  H.  McNeeley,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


TMA  Members’  Retirement  Trust  (Keogh) 

. . . Another  service  of  your  association 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  D.  CRONIN.  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

LAURENCE  E.  WOLF.  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 
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WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Piastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 


EDWARD  P.  MELMED,  M.D.,  M.B.,  CH.B., 
F.R.C.S.  (ENG.),  F.R.C.S.  (GLASG.) 

Plastic,  Reconstructive  & Cosmetic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230,  214  661-7755 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 


SHUJAATALI  KHAN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  Cosmetic  and  Hand  Surgery 


5^0  Meoical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


PLASTIC  SURGERY  ASSOCIATION 
LEONARD  KOCH,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410,  806  792-2313 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street  Suite  608,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Psychiatry 


Perry  C.  Talkington,  M.D. 

Donald  N.  Offutt,  M.D. 

Howard  M.  Burkett  M.D. 

Claude  R.  Nichols,  M.D. 

Jerry  M.  Lewis,  M.D. 

Larry  E.  Tripp,  M.D. 

James  K.  Peden,  M.D. 

Larry  R.  Kimsey,  M.D. 

Claude  L.  Jackson,  M.D. 

Charies  M.  Smith,  M.D. 

Dode  M.  Hanke,  M.D. 

Gregory  G.  Dimijian,  M.D. 

Doyle  1.  Carson,  M.D. 

Linda  R.  Hughes,  M.D. 

Stanley  L.  Seaton,  M.D. 

Roy  H.  Fanoni,  M.D. 

Joe  W.  King,  M.D. 

Byron  Howard,  M.D. 

Keith  H.  Johansen,  M.D. 

Sandra  Steinbach,  M.D. 

Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd.,  Dallas,  Texas 

Telephone  381-7181 

TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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MISCHA  CAPLAN,  M.D. 

wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments,  and  including  especially 
implementation  of  the  cathartic  crying  mechanism  and 
the  healthy  fighting  spirit  of  the  human  person. 

Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Phone:  713  467-7013 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


FABRE  CLINIC 

LOUIS  F.  FABRE,  JR.,  M.D.,  Ph.D. 

Certified  in  Psychiatry  by  the  American  Board  of 
Psychiatry  and  Neurology 

Individual  and  Group  Psychotherapy 
Children  — Family  — Alcoholism 

Free  of  charge  to  patient  MEDICATION  CLINIC 
FOR  PATIENTS  WITH  ANXIETY  OR  DEPRESSION 
IN  CONJUNCTION  WITH  CNS  RESEARCH  WITH 
PSYCHOPHARMACOLOGICAL  COMPOUNDS 

DAVID  McLendon,  Ph.D. 

Licensed  Clinical  Psychologist 

Individual  and  Group  Psychotherapy 
Diagnostic  Evaluations  and  Counseling 

H.  JOHN  JACKSON,  Ed.D. 

Educational  Psychologist 

Administrative  Consultation  to  School  Districts 
Program  Organization  Consultation 
Individual  Family  Counseling 

5503  Crawford  Street,  Houston,  Texas  77004  713  526-2328 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

Ronald  DeVere,  M.D. 

Rita  T,  Lee,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  M.S.W. 

Marguerite  Papademitriou,  M.S.W. 

Administrator 
Richard  J.  Kurzenberger 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


Make  plans  now  to  attend 
these  informative  TMA  meetings: 

Conference  on  Medical  Issues 
September  18,  1976  — Austin 

Conference  on  Legislation 
January  15,  1977  — Austin 

TMA  Annual  Meeting 

May  11-15,  1977  — Houston 

. . . Another  service  of  your  association 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wilis,  M.D.,  dJLb.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 
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RADIOLOGY  AND  PATHOLOGY  CONSULTANTS 

Dis.  Black  , White,  McGee,  Seaman,  Reed, 

Block,  Berry,  Wilson,  and  Juel 

Radiology 

G.  L.  Black,  M.D.  J.  L.  Reed,  M.D. 

J.  E.  White,  M.D.  W.  R.  Berry,  M.D. 

DIplomates,  American  Board  of  Radiology 

Diagnostic  Radiology  and  Nuclear  Medicine 

Administration:  Jack  W.  Fairall,  B.B.A.,  C.P.A. 

El  Paso  Medical  Center — Building  2-A,  Plaza  Building — Suite  B-21 
1501  Arizona  Avenue,  El  Paso,  Texas  79902,  915  533-4477 


Rheumatology 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

DIplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 

HECTOR  0.  YANES,  M.D. 

Cardiac,  Vascular  and  Thoracic  Surgery 

DIplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 


TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 


Urology 


JO  c.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomates  of  American  Board  of  Urology 


H.  M.  GIBSON.  JR.,  M.D.,  F.A.C.S. 
ABELGARDUNO,  M.D. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 


EUGENE  R.  TODD,  M.D.,  P.A. 

DIplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALUS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  Is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced- 
ing publication  month. 
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Classified  Advertising 


Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Fails,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
locaW  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  Preston 
McCall  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita  Falls, 
Texas  76302. 


FP  OE  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  with  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-3696  for  Barnes,  Colwell  or  Cook. 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
population  of  6.000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6236. 


WANTED  ONE  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  Henry 
K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


LOCUM  TENEINS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa.  M.D.,  300 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
gp-owing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries;  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals.  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6383. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000-}-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  76786;  214-683-6481. 


WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
‘'Tcellont  facilities.  New  clinic  building  adjacent  to  new  hospital.  Manv 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring.  Texas  79720;  telephone  915-267-6361. 


GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
tor. 


WANTED:  GP  OR  PEDI.  Potentially,  lucrative  practice,  suburban 
area  of  about  20,000.  No  Pedi  in  area.  Willing  to  negotiate.  Paul  A. 
Grandy,  M.D.,  10806  N.  Lamar  Blvd.,  Austin,  Texas  78763;  612-837-2640. 


WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting.  Country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860, 
817-739-2661. 


_ TEXAS  PRACTICES.  Have  requests  for  associates  from  Texas  physi- 
cians  and  some  solo  and  group  openings.  Small,  medium  and  large  size 
cities.  Excellent  economic  climate  produces  rapid  practice  growth.  Please 
C.V.  and  preferences  to  Sanford  Smith,  Professional  Practice 
Management,  Inc,,  1102  Kingwood  Drive,  Kingwood,  Texas  77339, 


STUDENT  HEALTH  PHYSICIANS.  Two  physicians  needed  to  help 
provide  primary  medical  care  for  student  population  of  22,000.  Stimulat- 
ing environment,  _ Medical  School  Ambulatory  Clinic.  Salary  above 
$30,000;  position  includes  clinical  appointment  in  medical  school.  Call 
or  write  Reagan  H.  Gibbs,  M.D.,  Texas  Tech  University  Health  Sciences 
Centers,  Box  4049,  Lubbock,  Texas  79409;  phone  806-742-3327. 


MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty;  family 
practitioner  needed  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  sait  and  fresh  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 
Call  713-643-3367  or  write  P.O.  Box  406,  El  Campo,  Texas  77437. 


GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
tin. Modern  three  man  clinic;  adjacent  to  36  bed  hospital,  recently 
remodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  trial 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
Texas  78962;  713-726-8645. 


WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F.  L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


OPHTHALMOLOGIST  WANTEID  in  South  Central  Texas  to  take  over 
equipped  office  of  retiring  ophthalmologist:  buy  only  the  sharp  instru- 
ments, pay  reasonable  rent  on  building  and  other  equipment.  Practice 
grosses  $62,000  without  surgery.  Nice  semi-retirement  opportunity.  Avail- 
able March  first.  Please  reply  to  Ad-608,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


EMERGENCY  DEPARTMENT  Director  and  associate  physicians  needed 
for  600  bed  Dallas  hospital.  “Fee-for-service”  with  paid  malpractice  and 
benefits.  Contact  Drs.  Cooper  and  Spurgeon,  toll  free  1-800-326-3982  or 
send  resume  to  Ad-632,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


TWO  FAMILY  PHYSICIANS,  one  preferably  FP/surgeon,  needed.  18 
year  old  established  practice  open.  Physician  has  retired  leaving  tremen- 
dous opportunity  for  physicians  seeking  practice  in  a small  community 
with  excellent  schools,  community  spirit,  climate  and  stable  population. 
Near  1-36,  16  miles  from  Waco  and  three  large  lakes.  Fully  equipped 
clinic.  New  49  bed  accredited  hospital  with  excellent  staff.  Call  collect, 
person  to  person:  Gladys  B.  Wilson,  Administrator,  West  Community 
Hospital,  West,  Texas:  817-826-6381,  or  Alvin  R.  Payne,  President, 
Board  of  Directors,  817-826-6321. 


OPPORTUNITY:  City  of  3,421;  area  of  16,800.  Opportunity  for  IM  to 
join  group  of  two  FPs.  Office  space  available  in  clinic  with  FPs.  Salary 
to  start  and  partnership  in  year.  Ophthalmology,  ENT,  and  two  FPs  now 
in  community.  One  hospital,  38  beds,  open  staff.  60  miles  from  Houston, 
90  miles  from  Austin,  126  miles  from  San  Antonio.  County  seat,  good 
schools.  Community  income  from  oil  and  gravel  industries,  ranching  and 
construction  industries.  Contact:  C.  I.  Shult,  M.D.  or  R.  Cecil  Marburger. 
M.D.,  Medical  and  Surgical  Clinic,  1220  Bowie,  Columbus,  Texas  78934. 
Telephone:  713-732-2318. 


PHYSICIAN  TRAINED  INTERNAL  MEDICINE,  cardiology,  board 
certified  or  eligible,  to  share  established  practice  and  work  into  full  part- 
nership. Fine  opportunity  for  well  trained  individual.  Partnership  avail- 
able in  year,  work  load  can  be  adjusted  to  meet  specific  desires  and 
motivation.  Send  curriculum  vitae.  Ad-634,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS— NORTHEAST:  EM  Department  physicians.  Immediate  opening 
available  in  established  ACEP  oriented  group.  Positions  in  four  fine  com- 
munities in  Northeast  Texas  (population  from  20K  to  76K).  All  have 
the  convenience  of  a large  urban  center  nearby,  yet  offer  a more  stable, 
simple  and  serene  lifestyle  with  many  recreational  and  cultural  oppor- 
tunities. Prefer  career  oriented  ED  MD’s.  Additional  training  and/or  ex- 
perience required.  Flexible  schedule,  fee-for-service  with  guarantee  and 
usual  fringes,  including  malpractice  insurance.  Write  Emergency  Medical 
Consultants,  3600  Gaston  Avenue,  Dallas,  Texas  76246  or  call  214-823-6860. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preening 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  with  Texas 
license  for  Student  Health  Physician.  Forty  hour  week,  Monday  throuKh 
Friday,  no  call  or  weekend  duty.  Annual  salary  of  $30,000  with  fringe 
benefits  and  a pleasant  association  with  two  other  physicians  to  care  for 
students.  Please  contact  Mary  E,  Smith,  M.D.,  Director,  North  Texas 
State  University  Student  Health  Center,  P.O.  Box  5168,  Denton,  Texas 
76203.  Telephone  817-788-2331.  We  are  an  equal  opportunity /affirmative 
action  employer. 


INTERNIST:  17-physician  group  in  city  of  70,000.  Good  starting 
salary,  liberal  fringe  benefits  including  retirement  plan.  Associate 
status  in  one  year.  New  hospital  and  clinic  building  under  way.  Con- 
tact John  Murphy,  Clinic  Hospital  Medical  Associates,  224  West  Beau- 
regard, San  Angelo,  Texas  76901.  916-666-6761. 


GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  including 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefits  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelles  Clinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072. 


WANTED:  FAMILY  PRACTITIONER  AND  INTERNIST  to  join 
established  multispecialty  clinic  in  downtown  San  Antonio.  Laboratory 
and  x-ray  facilities  on  site.  Compensation  negotiable.  Write  or  call 
collect  L.  B.  Swayze,  Administrator,  Skinner  Clinic,  124  Dallas  Street, 
San  Antonio,  Texas  78206. 


PHYSICIANS  WANTED:  DERMATOLOGIST,  OTOLARYNGOLOG- 
IST, to  join  growing  multispecialty  clinic  in  beautiful  new  building, 
adjoining  medical  center.  Excellent  financial  arrangements.  All  the 
benefits  that  only  a group  practice  can  provide.  Contact:  Sheldon  W. 
Joseph,  M.D.,  Medical  Director,  MacGregor  Medical  Clinic  Associates, 
8100  Greenbriar,  Houston,  Texas  77064.  713-797-1466. 


IMMEDIATE  NEED  OF  GP  for  4-member  clinic.  Major  hospitals. 
$2,600  monthly/vs.  percentage.  Early  association.  6th  member  residency 
bound.  Liberal  vacation /study.  Call  one  weekend  monthly,  one  night 
weekly.  Fort  Worth,  1-817-634-6616. 


ESTABLISHED  11-MAN  MULTI-SPECIALTY  GROUP  has  imme- 
diate openings  for  surgeon,  primary  care  internist,  or  family  practi- 
tioner, First  year  salaried,  then  full  participation.  Located  in  North 
Central  Texas,  population  approximately  55,000,  Excellent  recreational 
facilities.  Contact  George  F.  Erzinger,  Clinic  Manager,  P.O.  Box  1338, 
Sherman,  Texas  76090. 


FAMILY  PRACTITIONER  TO  JOIN  a group  of  established  FPs.  One 
member  is  leaving  as  of  June  1,  1976.  His  practice  is  totally  available. 
Financial  relationship  open  for  discussion.  Open  staff  hospitals.  Excel- 
lent community  with  all  available  recreation.  Three  well  established 
FTs  needing  fourth  man.  Contact  Robert  E.  Chapman,  M.D.,  6808  East 
Belknap,  Fort  Worth,  Texas  76117. 


TEXAS.  Full  time  emergency  physicians  wanted  by  ER  group  for 
several  Texas  locations.  Flexible  hours.  Competitive  remuneration.  Con- 
tact S.  Powers.  M.D.,  2410  S.  Voss,  Suite  G116,  Houston,  Texas  77057. 
713  780-9991,  Ref.  Ad.  A. 


PHYSICIAN  WANTED.  INTERNIST  to  join  growing  multispecialty 
clinic  in  beautiful  new  building,  adjoining  the  Medical  Center.  Excellent 
financial  arrangements.  All  the  benefits  that  only  a group  practice  can 
provide.  Contact:  Sheldon  W.  Joseph,  M.D.,  Medical  Director,  MacGre- 
gor Medical  Clinic  Associates,  8100  Greenbriar,  Houston,  Texas  77054, 
713-797-1466. 


FAMILY  PRACTITIONER  NEEDED  for  Central  Texas  town:  trade 
area  3,500  population.  Moody — good  area  near  Waco  and  Temple/Belton. 
New  clinic  available  with  x-ray  and  lab  facilities.  One  physician  in 
town:  seeking  dentist  also.  For  additional  information  contact  Mrs. 
McKay  Rice,  Sr.,  Moody,  Texas,  phone — office  853-2128,  home  853-2011: 
or  Garland  Baker,  Manager,  Moody  Chamber  of  Commerce,  phone 
853-2165. 


EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EX- 
PANDING— choice  of  salary  or  fee-for-service  with  guarantee — malprac- 
tice paid — Call  713-861-7942  or  write  Greater  Houston  Emergency  Physi- 
cians Association,  625  West  19th,  Houston,  Texas  77008. 


IMMEDIATE  OPENING  FOR  PSYCHIATRIST  to  establish  and  direct 
psychological  and  psychiatric  screening  and  examination  program  for 
inmates  confined  in  the  Harris  Co\mty  (Houston)  Texas  Jails.  Ancillary 
staff  includes  7 Classification  and  Assignment  Deputies,  and  periodic 
psychology-student  interns  from  area  colleges.  Person  selected  must  be 
licensed  to  practice  medicine  in  the  State  of  Texas,  and  be  eligible  for 
membership  in  the  Harris  County  Medical  Society.  Annual  salary: 
$40,000  plus  $150  per  month  car  allowance  and  excellent  fringe  benefits. 
Applications  should  be  directed  to  Major  R.  W.  Duncan,  Harris  County 
Sheriff’s  Department,  301  San  Jacinto,  Houston,  Texas  77002.  Telephone 
713-228-8311,  ext.  277. 


IMMEDIATE,  CHALLENGING  OPPORTUNITY  for  MD  to  serve  as 
Medical  Director  for  Harris  County  (Houston)  Texas  Jails.  Staff  in- 
cludes psychiatrist.  14  physician’s  assistants,  one  part-time  MD,  and 
contract  dentist  and  optometrist.  Person  selected  must  be  licensed  to 
practice  medicine  in  the  State  of  Texas,  and  eligible  for  membership 
in  the  Harris  County  Medical  Society.  Annual  salary:  $40,000  plus  $160 
per  month  car  allowance  and  excellent  fringe  benefits.  Applications 
should  be  directed  to  Major  R.  W.  Duncan,  Harris  County  Sheriff’s 
Department,  301  San  Jacinto,  Houston,  Texas  77002.  Telephone  713- 
228-8311,  ext.  277. 


THE  UNIVERSITY  OF  TEXAS  Medical  School  at  Houston  seeks  a 
qualified  internist  with  administrative,  teaching  and  research  experi- 
ence to  serve  as  Chairman,  Department  of  Medicine.  Inquiries  should 
be  directed  to  Dr.  Stanley  J.  Dudrick,  Chairman,  Department  of  Sxir- 
gery.  University  of  Texas  Medical  School  at  Houston,  P.O.  Box  20708, 
Houston,  Texas  77025.  Affirmative  Action/Equal  Opportunity  Employer. 


PEDIATRICIAN  WANTED — Progressive  East  Texas  town  with  newly 
remodeled  and  active  obstetrical  floor  and  nursery  in  growing  hospital 
needs^  an  ambitious  ^ pediatrician  preferably  with  neonatal  experience 
to  join  us.  Community  and  hospital  very  cooperative  in  helping  to  es- 
tablish your  practice.  Call  214-845-2281  or  write:  Milton  Bolgiano  or 
Paul  Bennett,  Gladewater  Municipal  Hospital,  300  West  Upshur,  Glade- 
water.  Texas  75647. 


PRIVATE  PRACTICE  OPPORTUNITY  with  guaranteed  success  now 
available  in  a modern  26-bed  JCAH  approved  private  hospital  with  a 
new  four-doctor  clinic:  located  in  the  heart  of  the  Gulf  Coast  industrial 
center,  20  minutes  from  both  downtown  Houston  and  the  Space  Craft 
Center;  clinic  furnishes  all  overhead  including  rent,  supplies  and  per- 
sonnel; to  insure  success,  a guaranttn?  of  $3000  per  month  for  six 
months  is  offered;  earnings  limited  only  by  personal  desires  as  you 
maintain  a private  iee-for-service  practice.  For  details,  contact  Floyd 
J).  Pendergrass,  Ph.I).,  Executive  Director,  Deaton  Hospital,  Inc.,  208 
North  Main  Street,  Galena  Park,  Texas  77547.  Phone  or  wire  collect 
713-072-6311. 


CHIEF  STAFF  PHYSICIAN  for  large  refinery  and  adjoining  chemi- 
cal plant  in  Texas  Gulf  Coast  area.  Qualified  internist  or  occui>ational 
physician  with  I’exas  license.  Physician  will  perform  pre-employment 
and  periodic  physical  examinations  and  handle  occupational  injuries  and 
illnesses.  Excellent  benefits  and  starting  salary  commensurate  with 
training  and  experience.  Contact  W.  R.  Karn,  M.D.,  AMOCO  Oil  Co., 
600  Jefferson  Building,  Houston,  Texas  77002. 


WANTED:  OIHITHALMOLOGIST  with  retinal  training  to  share 
excellent  facilities  with  two  other  eye  men.  Near  Gulf  Coast,  90  miles 
from  Houston.  Unopposed  in  industrial  area  with  over  125,000  popula- 
tion. Please  reply  to  Ad-642,  Texas  MedicinCt  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


HOUSTON  AREA  PRACTICES.  NASA,  Kingwood,  Sugar  Creek  and 
other  beautiful  suburbs.  Excellent  schools  and  hospitals  nearby.  Live  in 
a beautiful  home  live  minutes  from  your  office.  All  types  recreation 
except  snow  and  ice  sports.  Primary  care  practices  needed  for  rapidly 
growing  Houston  area.  Some  specialty  practices  also  available.  Please 
write  with  C.  V.  and  preferences  to  Sanford  Smith.  Professional  Prac- 
tice Management,  Inc.,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 


LUBBOCK — INTERNIST  TO  ASSOCIATE  in  busy  practice.  Salary 
and/or  guarantee  leading  to  partnership  in  one-man  corporation.  Ex- 
cellent facilities  and  modern  well-equipped  and  staffed  hospital  nearby. 
Excellent  climate  and  economy.  Excellent  public  school  system.  Contact 
H.  L.  Shepard,  M.D.,  4809  University,  Lubbock,  Texas  79412;  telephone 
80G-795-5561. 


SIX  FPs  OR  GPs  NEEDED  in  town  of  14,000  (30,000  draw).  Finan- 
cial help  available.  Office  space  available.  Contact  Thomas  R.  Ahrend, 
M.D.,  1501  Hailey  Street,  Sweetwater,  Texas  79556. 


Situations  Wanted 


MARRIED,  AGE  37  YEARS.  Immigrant  visa.  Finished  three  years 
of  residency  and  one  year  clinical  fellowship  in  anesthesiology.  Have 
Texas  and  Georgia  medical  licenses.  Would  like  to  settle  in  Texas.  Board 
eli^ble.  Available  immediately.  Call  216-229-2200  ext.  2660  or  write 
Avutu  R.  Reddy,  M.D.,  Cleveland  Clinic,  Cleveland,  Ohio  44106. 


BOARD  CERTIFIED.  DYNAMIC,  ECLECTIC,  bi-lingual,  36  year  old 
psychiatrist  with  ample  experience  in  individual  psychotherapy  and 
institutional  psychiatry  and  wi+h  excellent  recommendations  wishes  to 
join  partnership  in  the  area  of  San  Antonio,  Texas.  Please  reply  to 
Ad-616.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED  EXPERIENCED  DIAGNOSTIC  RADIOLOGIST 
with  extensive  experience  in  neuro-radiologry,  vascular  procedures  and 
special  procedures.  Wish  to  relocate  in  a metropolitan  or  medium-lar^re 
university  city.  Curriculum  vitae  supplied  on  request.  Excellent  refer- 
ences. Wish  to  join  hospital  based  group  with  private  office.  Available 
after  three  months  time.  Please  reply  to  Ad-622,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


BLUE-CHIP  PHYSICIAN  ASSISTANT  looking  for  position  in  Austin 
or  Hill  Country  area.  Two  years  experience,  including  surgery.  Baylor 
graduate  1973,  Houston.  Texas.  Please  reply  to  Ad-627,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED  EXPERIENCED  OBSTETRICIAN  AND  GYNE- 
COLOGIST with  vast  experience  in  all  operative  procedures.  Wish  to  re- 
locate in  a metropolitan  or  medium-large  university  city.  Curriculum 
vitae  supplied  on  request.  Excellent  references.  Wish  to  join  group  with 
private  office.  Available  after  three  months  time.  Please  reply  to  Ad-623, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SEEKING  LOCATION:  36,  board  eligible,  university  trained  neuro- 
surgeon. Two  years  practice  experience,  microneurosurgery  oriented. 
Licensed  in  Texas.  Seek  association,  partner,  group  or  solo  practice. 
Available  anytime.  Please  reply  to  Ad-635,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PATHOLOGIST:  Diplomate  of  the  College  of  American  Pathologists, 
desires  position  as  director  or  associate.  Prefer  mid  or  eastern  Texas 
(either  north  or  south).  Have  been  director  of  a hospital  and  private 
laboratory  and  ASCP  school  of  medical  technology  for  past  11  years. 
Am  married  with  children.  Available  immediately.  Phone  406-721-3618. 


INTERNIST:  30,  ABIM,  university  trained.  Texas  license.  Desire 
locum  tenens.  Army  discharge  February  1977.  Begin  civilian  fellowship 
July  1977.  Would  like  two  or  three  months  association  with  practicing 
internist  or  group  in  San  Antonio  beginning  March  1977.  Please  reply 
to  Ad-639,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  SURGEON.  FACS.  Canadian  boards  certified.  36,  single, 
very  aggressive,  available  immediately.  Please  reply  to  Ad-640,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  FMG,  34,  completed  Part  I ABS.  Total  10 
years  surgical  experience,  some  chest  and  vascular.  Desires  solo,  group 
or  associate  practice  in  Texas  or  Southeastern  states.  Presently  par^ 
time  ER.  R.  Shrivastav,  M.D.,  1100  West  Jeffrey  #69,  Kankakee,  Il- 
linois 60901.  816-937-4169. 
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PEDIATRICIAN  SEEKING  LOCATION  in  Houston  area.  Married 
female  pediatrician,  FMG,  university  trained,  board  eligible.  Desires 
position  as  partner  or  associate.  Will  also  consider  hospital  appointment. 
Available  July  1.  For  further  information  contact  Ad-641,  Texas  Medi- 
cine, 1801  North  Lamar  BlvU.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building.  8801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  MUtrot,  (214)  828-2761,  or  write  P.O.  Box  18287, 
Dallas,  Texas  75218. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  8226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  office,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd,, 
A\istin,  Texas  78701. 

DOCTORS  SUITES,  approximately  1,000  square  feet  at  46c  square  foot 
including  all  bills  and  janitor.  One  block  to  hospital.  Heights  Med  Arts 
Onter,  411  West  21st  Street,  Houston,  Texas.  Call  Irving  Richie.  781- 
8188  or  862-2662.  Write  to  2100  Fountain  View  #29,  Houston,  Texas 
77027.  

NEW  OFFICE  SPACE  for  lease  in  northwest  San  Antonio.  One  block 
from  Loop  410  and  Interstate  10.  Will  finish  out  to  suit  tenant.  Contact 
Mossrock  Professional  Building,  2803  Mossrock,  Suite  201,  San  Antonio, 
Texas  78230. 

FOR  SALE:  Family  practice  established  in  1946,  now  large  part  is 
Industrial  medicine.  I wish  to  leave  this  practice  in  the  next  two  to 
three  years.  Please  reply  to  Ad-621,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 

PRACn’ICE  FOR  SALE;  Well  equipped,  furnished  and  active  1000 
square  feet  office,  located  North  side  of  San  Antonio.  Available  by  July 
1 1976.  Near  the  main  hospitals.  We  will  transfer  account  receivable 

and  introduce  patients.  Call  612-344-2441,  between  6 and  7 p.m. 

FAMILY  PRACTITIONER— ONE  OR  MORE.  Clinic  available  for  lease 
or  sale.  Excellent  opportunity  for  one  or  more  physicians  in  West  Texas. 
Town  with  a new  modern  hospital.  Contact  Robert  Herndon,  Administra- 
tor,  Childress  General  Hospital,  P.O.  Box  627,  Childress,  Texas  79201; 
817-937-2676. 

AUSTIN— NEW  OFFICE  SPAOE  FOR  LEASE.  Cannon  Professional 
Park  is  a uniquely  designed  plan  for  medical  and  dental  offices  in  South 
Austin.  Located  on  William  Cannon  Drive,  The  Park  offers  easy  access- 
ability  to  major  city  arteries  and  is  convenient  to  hospitals  and  down- 
town. Only  3 percent  of  Austin’s  total  physicians  and  12  percent  of  the 
dentists  practice  in  this  Hill  Country  setting,  since  facilities  have  not 
kept  pace  with  the  accelerated  growth.  Each  office  has  its  own  private 
entrance,  with  a covered  walkway  and  ample  parking.  Call  or  write 
Cannon  Professional  Park,  c/o  3913  Medical  Parkway,  Austin,  Texas 
78766;  Phone  612-461-8489. 

RETIRING  July  1,  1976.  Have  8 room  office  fully  equipped.  Located 
short  block  from  hospital.  Have  x-ray,  EKG,  Medcosonlator,  microscope, 
typewriter,  furniture,  and  instruments.  No  money  required.  You  can 
use  my  equipment  one  year  free.  Have  good  help.  R.  J.  Van  Sickle, 
M.D.,  700  North  Fourth  Street,  Longview,  Texas  76601.  Phone  214- 
768-4416  and  214-763-4177  residence. 

DOCTORS  SUITE  FOR  LEASE:  DALLAS,  TEXAS.  16’x70’  carpeted, 
reception  room,  business  office,  three  private  consultation  rooms,  labora- 
tory, x-ray  room  with  electricity  already  installed  and  a dark  room. 
Will  redecorate.  Reasonable  rent.  Contact  Olan  Vickers,  Building  Man- 
ager, 6031  Parkdale,  Dallas,  Texas  76227.  Phone  214-381-4677. 

DOCTOR’S  OFFICE  2,736  sq.  ft.  Located  6 minutes  from  four  major 
hospitals.  Three  consultation  rooms,  6 examining  rooms,  3 adjoining 
baths  and  dressing  rooms,  2 nurses  stations,  lab  with  bath,  large  recep- 
tion area,  office  space  for  two  receptionists,  stereo  music.  Large  lot, 
off  street  parking,  yard  sprinkler.  Contact  Dr.  Charles  Braselton,  Jr., 
1060  West  Dashwood,  Fort  Worth,  Texas  76104;  817-332-7077. 

FOR  SALE  OR  LEASE:  3,600  sq.  ft.  modern  clinic  in  Northwest 
Austin,  a rapidly  growing  area.  PHilly  equipped  with  x-ray,  extensive 
lab,  6 fully  equipped  examining  and  treatment  rooms  plus  library,  busi- 
ness office,  2 carpeted  offices,  6 restrooms  and  such  miscellaneous 
equipment  as  oxygen  resuscitator,  IPPB  with  ultrasonic  or  air  nebuliz- 
er, 2 ECG  machines,  ultrasound  treatment  machine  and  many,  many 
other  features.  ’This  is  an  ideal  set  up  for  3-6  physicians,  active  prac- 
tice goes  with  it,  along  with  records,  good  will,  etc.  The  clinic  is  in 
beautiful  tree  covered  setting  with  abundant  parking.  Can  arrange  con- 
venient terms.  Call  346-0880  or  write  to  9210  Northgate  #213,  Austin, 
Texas  78768,  to  the  attention  of  S.  W.  Casner,  M.D. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  serrice  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 

BANK  LOANS  TO  PHYSICIANS  BY  MAIL.  We  make  unsecure'd 
loans  from  $4,000  to  $10,000  at  bank  rates  (tax  deductible).  Up  to  60 
months  to  repay.  We’ll  process  your  application  in  a few  days  and 
upon  approval,  forward  check  by  mail.  For  information,  write;  Pro- 
fessional Services  Division,  Texas  Bank  & Trust,  P.O.  Box  101,  Jack- 
sonville, Texas  76766.  214-686-2231.  (Equipment  leasing  & financing, 
too.  Write  for  free  brochure.) 
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TEXAS  MEDICINE 


Editorials 


ON  BEING  A COUNTY  SOCIETY  PRESIDENT 

“The  presidency”  is  no  longer  a pleasant  hon- 
orary and  social  token  bestowed  upon  some  de- 
serving medical  society  member.  The  nominal 
leaders  of  county  medical  societies  are  now 
charged  with  responsibilities  and  duties  pre- 
viously thought  to  be  within  the  specific  purview 
of  medical  educators,  politicians,  medical  board 
examiners,  and  journalists. 

Aside  from  providing  interesting  and  appro- 
priate educational  programs  for  medical  society 
meetings,  the  president  should  encourage  and 
promote  other  medically  oriented  programs  such 
as  emergency  medical  trainingforfiremen, 
police  officers,  and  ambulance  personnel;  sem- 
inars for  nursingand  allied  health  personnel; 
cardiopulmonary  resuscitation  instruction  to  lay 
persons;  blood  pressure  and  diabetes  detection 
clinics;  science  fairs;  water  safety  instruction 
programs;  and  any  other  worthwhile  endeavors 
relating  to  medical  or  health  matters. 

The  president,  as  spokesman  for  the  medical 
community,  should  be  a resource  person  for 
health  affairs  and  should  make  himself  readily 
available  to  the  press,  radio,  and  television.  A 
friendly  relationship  with  the  local  newspaper’s 
medical  reporter  will  probably  provide  the  best 
medical  public  relations  that  can  be  obtained 
at  any  price.  The  president,  furthermore,  should 
be  prepared  to  speak  at  clubs,  dinner  groups, 
on  television,  or  anywhere  he  is  asked,  on  most 
any  medically  related  subject.  If  he  is  not  con- 
versant with  the  subject,  he  should  make  a quick 
study  or  find  a presentable  understudy.  The  idea 
is  to  seek  exposure,  and  to  represent  the  med- 
ical viewpoint  without  being  abrasive  or  critical 
of  others. 

A lot  of  questions  are  being  asked  about  Med- 
icare, Medicaid,  PSRO’s,  HMO’s,  HSA’s,  med- 


ical malpractice,  and  the  like.  The  president  of 
the  medical  society  can  hardly  afford  to  ignore 
these  subjects,  and  he  needs  to  be  able  to  talk 
about  them  easily,  authoritatively,  and  without 
hesitation.  Hence,  some  education  is  in  order. 
Fortunately,  the  Texas  Medical  Association 
keeps  medical  society  officers  well  informed  on 
all  pertinent  issues  of  the  day,  so  there  is  no 
reason  to  be  unprepared.  One  of  the  best  ways 
to  gain  information,  of  course,  is  to  serve  on 
committees  dealing  with  these  subjects. 

The  most  difficult  aspect  of  a president’s  job 
is  dealing  with  wayward  members.  Professional 
pride  as  well  as  public  opinion  demand  that 
medical  societies  police  their  ranks  as  never 
before.  Because  of  the  disciplinary  impotence 
of  county  medical  societies,  peer  pressure  is 
probably  the  most  effective  method  of  main- 
tainingethical  standards.  If thisfails,theTexas 
State  Board  of  Medical  Examiners  may  be  called 
to  investigate  cases  of  unethical  or  unprofes- 
sional and  incompetent  work.  If  fee  abuse  is 
known  to  exist,  reporting  this  to  appropriate 
insurance  agencies  and  to  Medicare  and  Medi- 
caid authorities  (or threateningtodo so)  usually 
will  tame  the  recalcitrant.  Proper  documenta- 
tion and  study  are  essential  where  such  mea- 
sures are  required.  Usually,  a friendly  meeting 
between  the  society’s  executive  committee  and 
the  offenders  will  solve  the  problems.  The 
worst  thing  that  can  be  done  is  nothing.  It 
serves  no  one,  least  of  all  the  medical  society 
and  its  members. 

To  be  elected  president  of  a county  medical 
society  is  still  very  much  an  honor,  but  the  posi- 
tion is  no  longer  strictly  an  honorary  one. 

Victor  E.  Schulze,  Jr.,  MD,  San  Angelo. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc; 
and/or  severity  of  grand  mal  seizures  ma; 
require  increased  dosage  of  standard  antj 
convulsant  medication;  abrupt  withdrawa 
may  be  associated  with  temporary  in-  I 
crease  in  frequency  and/or  severity  of  j 
seizures.  Advise  against  simultaneous  in-* 
gestion  of  alcohol  and  other  CNS  depres-1 
sants.  Withdrawal  symptoms  (similar  to  | 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  carefu 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  iO-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Communicafion 
is  key  to  effective 
action 

The  Texas  Medical  Association  has 
been  fortunate  in  having  the  percep- 
tive leadership  of  Nym  L.  Barker,  MD, 
during  a time  when  the  professional 
liability  insurance  situation  reached 
critical  proportions. 

Working  throughout  the  year  to  ^ 
meet  each  new  crisis,  Dr.  Barker  gain- 
ed a clear  concept  of  what  we  physi- 
cians must  do  for  ourselves  if  we  hope, 
once  again,  to  practice  medicine  to  suit 
our  patients’  needs  rather  than  to  de- 
fend ourselves  against  possible 
charges  we  haven’t  heard  yet. 

“We  have  to  be  realistic,”  he  told 
TMA  delegates  in  Dallas.  Recogniz- 
ing that  we  must  give  full  support  to 
TMA’s  representatives  on  the  Texas 
Medical  Professional  Liability  Study 
Commission,  Dr.  Barker  said  that  we 
also  must  get  our  own  program  mov- 
ing. 

The  delegates  already  have  adopted 
a policy  statement  on  legislative  solu- 
tions, but  now  we  need  to  gamer  the 
support  we  need  to  accomplish  our 
goals.  Dr.  Barker  outlined  some  of  our 
tasks ; the  key  idea  is  communication : 

1.  Educate  the  public  as  to  the  “med- 
ical facts  of  life,”  and  help  everyone  to 
understand  that  medicine  does  have 
limitations  and  that  unsatisfactory 
results  do  not  necessarily  indicate  mal- 
practice. 

2.  Gain  support  of  Texas  physicians. 

3.  Gain  support  from  others  who 
share  this  crisis. 

4.  Use  every  available  medium  to 
tell  how  the  malpractice  crisis  affects 
physicians  and  patients. 

5.  Communicate  with  every  state 
legislator  and  state  official,  letting 
them  know  the  seriousness  of  this 


crisis  and  how  we  would  like  to  see  it 
solved. 

To  coordinate  and  implement  this 
multifaceted  approach  to  easing  the 
professional  liability  crisis  in  Texas, 
Dr.  Barker  called  for  the  formation  of 
an  ad  hoc  committee  which  would 
have  full  authority  to  provide  overall 
direction  for  the  campaign. 

The  House  of  Delegates  approved, 
the  committee  was  appointed,  and  the 
report  of  its  first  meeting  appears  on 
page  6 of  this  issue. 

As  chairman  of  the  ad  hoc  commit- 
tee, and  as  president  of  the  Texas 
Medical  Association,  I seek  the  under- 
standing and  active  support  of  every 
physician  in  telling  our  story.  The  re- 
sults of  the  Texas  Medical  Professional 
Liability  Survey,  published  on  pages 
73-91  of  this  issue,  provide  a store- 
house of  information  that  will  help  all 
of  us  explain  to  our  patients  how  and 
why  they  are  being  affected  by  our  in- 
surance problems. 

Dr.  Barker  has  given  us  a blueprint ; 
let  us  now  work  toward  the  solid  con- 
struction of  realistic  and  equitable 
solutions  to  the  liability  insurance 
crisis  with  which  we — and  our  pa- 
tients— are  faced. 

Let’s  all  show  Dr.  Barker  how  much 
we  really  appreciate  him. 


L.  S.  Thompson,  Jr.,  MD,  President, 
Texas  Medical  Association. 
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10-day  Bactrim  therapy 
outperforms  10-day 
ampicillin  therapy 


In  a multicenter,  double-blind  study  of  patients  with 
chronic  or  frequently  recurrent  urinary  tract  infection, 
Bactrim  1 0-day  therapy  outperformed  ampicillin 
10-day  therapy  by  27.2%,  when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  “clear  culture"  was  1000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer’s 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC’s  and 
urinalyses  with  microscopic  examination. 


Note:  Bactrim  tablets  were  used  in  these  clinical  trials.  Bloequiv- 
alency  studies  show  one  Bactrim  DS  double  strength  tablet  is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1 tablet  B.LD 


Bactrim 


(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 


2 tablets  B.LD 


For  chronic  or  freguently  recurrent  cystitis 
and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  £.  co//,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morgana. 

A/OTE.-Theincreasingfrequencyof  resistantorganisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  {Federal 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  “Susceptible  to  tri- 
methoprim-sulfamethoxazole’’ indicatesan  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides: 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions;  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemiaand  methemoglobinemia.  A/Zerg/creact/ons;  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 

y \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 


!n  a r Yalticenter  stuch^  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Bactrim  was  272%  more 
effective  than  ampieillin  in 
keeping  patients 
infection-free  for  8 weeks! 
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Bactrim-70.5%  of  78  patients  infection-free  at  8 weeks. 
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ampicillin-55.4%  of  74  patients  infection-free  at  8 weeks. 

*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  betv/een 
Bactrim  and  ampieillin  results  (15.1  %)  by  the  percent  of  ampieillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page. 


Double  Strength  tablets 
Just  1 tablet  B.LD. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivaiency  studies  show  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 
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WELCOME  TO  THE 
LAND  OF  ABUNDANCE 


...WHERE  ONLY  lONEl  PRESCHOOLER 
20  GETS  ENOUGH  IRON! 


That  unnerving— and  almost  incredible— statistic 
comes  from  the  recently  released  first  Public  Health 
Service  survey  designed  to  assess  the  nutritional 
status  of  the  entire  U.S.  population.* 

So  when  you  encounter  the  apathy,  lethargy,  irri- 
tability and  behavior  problems  that  may  telegraph 
such  iron  deficiency,  consider  the  need  for  a diet 
richer  in  iron.  Or,  if  diet  change  is  impractical, 
INCREMIN®  with  Iron  Syrup,  a remarkably  palatable 
liquid  that  encourages  patient  adherence  to  your 
instructions. 


’First  Health  and  Nutrition  Examination  Survey,  DHEW  Pub.  No.  (HRA) 
74-1219-1,  National  Center  for  Health  Statistics,  Rockville,  Maryland.  (This 
report  indicates  that  approximately  95%  of  the  children  1-5  years  old  had 
iron  intakes  below  the  standard  set  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences.) 


INCREMIN 

Dietary  Supplement 

With  IRON  Syrup 


Each  teaspoonful  (5  cc)  contains: 


Elemental  Iron 

(as  Ferric  Pyrophosphate) 30  mg 

1-Lysine  HCI  300  mg 

Thiamine  HCI  Br)  10  mg 

Pyridoxine  HCI  (06)  5 mg 

Vitamin  B12 25  mcgm 

Sorbitol  3.5  gm 

Alcohol  0.75% 


DOSAGE:  Prevention  of  iron-deficiency  anemia— Children  and  Adults 
— 1 tsp.  (5  cc)  dally.  Treatment  of  iron  deficiency  anemia— Children:  1 
tsp.  t.i.d.;  Adults:  1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and  16  fl.  oz. 
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One  press 
efafinger 
selves 
twe  preblems 

1.  for  the  physician:  precise  dosage  titration 

2.  for  the  patient:  easier  compliance 
with  your  dosage  adjustments 

tTITRADOSE®  (E.Z.  SPLIT®)  Oral  Tablets,  U.S.  Pat.  Nos.  D224591  and  3883647 


A nnm  inpinrr  ^ development  in  tablet  design 
MnnOUnCin^  to  permit  more  accurate  dosage  titration 


ISORmi  mRADOSE 


® (E.Z,  SPLIT')' 
ORAL  TABLETS 

5, 10,  and  20  mg. 


(isosorbide  dinitrate) 


Easier-splitting  tablets  for  your 
angina*patients 


/fUJ 


from  the  leader  in  antianginal  therapy 

ISORDIL  TITRADOSr  ORAL  TABLETS 

(isosorbide  dinitrate) 

* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

“Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 

Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent.  Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/or  professional  samples? 


IVES  LABORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 


AMA  House  of  Delegates  faced  complex  issues  in  Dallas 

“Cut-and-dried”  is  a term  that  cannot  be  applied  to  the  complex 
issues  which  faced  the  American  Medical  Association's  House  of 
Delegates  during  its  semi-annual  session  this  summer  in  Dallas. 

The  house  met  concurrently  with  the  association’s  125th  annual 
convention  June  26-July  1 . 

The  256-member  house  dealt  with  virtually  all  major  issues  affect- 
ing medicine  today,  including  national  health  insurance,  appropriate 
determination  of  death,  medical  discipline,  due  process  for  physi- 
cians accused  of  unethical  conduct,  cost  containment  in  health 
care,  medical  education,  and  a variety  of  other  topics.  The  complexi- 
ties of  issues  surrounding  physicians  were  clearly  evident  from  the 
burgeoning  three-and-one-half-inch  notebooks  delegates  carried 
and  from  the  lengthy  debates  in  reference  committees  and  on  the 
floor  of  the  house. 

Five  Texas  resolutions  were  considered  by  the  AMA  house  and  two 
Texas  physicians  were  elected  to  important  posts  in  the  AMA.  In 
addition,  during  the  meeting  a Texas  doctor  was  recognized  as  the 
55,000th  recipient  of  the  AMA’s  Physician’s  Recognition  Award, 
signifying  his  completion  of  150  hours  of  continuing  education. 
Elected  to  AMA  council  positions  were  Dr.  Stanley  J.  Dudrickof 
Houston,  who  became  a member  of  the  newly-created  Council  on 
Scientific  Affairs  and  Dr.  M.T.  “Pepper”  Jenkins  of  Dallas,  who 
joined  the  Council  on  Medical  Education.  Dr.  Dudrick  is  professor 
and  chairman  of  the  Department  of  Surgery,  The  University  of  Tex- 
as Health  Science  Center  at  Houston.  He  is  chief  of  surgical  ser- 
vices at  Hermann  Hospital,  Houston,  and  the  1975  recipient  of  the 
AMA’s  Brookdale  Award  in  Medicine  for  distinguished  accomplish- 
ment in  medical  science.  Dr.  Dudrick  was  elected  to  a two-year  term 
on  the  new  council,  which  will  have  1 1 members.  Dr.  Jenkins  was 
elected  to  a three-year  term  on  the  Council  on  Medical  Education. 

He  is  McDermott  Professor  and  chairman  of  the  Department  of 
Anesthesiology,  The  University  of  Texas  Southwestern  Medical 
School  at  Dallas,  and  is  chief  of  anesthesiology  in  affiliated  institu- 
tions, comprising  Parkland  Memorial  Hospital,  Children’s  Medical 
Center,  Scottish  Rite  Hospital,  and  Veterans  Administration  Hos- 
pital. He  is  an  AMA  delegate  from  the  Section  Council  on  Anesthesi- 
ology and  a representative  from  the  Council  of  Medical  Specialty 
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Societies  to  the  CoordinatingCouncil  on  Medical  Education.  Both 
physicians  have  received  many  additional  honors  in  the  service  of 
medicine. 

Dr.  Bonnie  B.  Westbrook.,  Jr.,  of  Beaumont,  a member  of  the  Texas 
Medical  Association’s  Council  on  Medical  Education  and  Hospitals, 
was  recognized  as  the  55,000th  recipient  of  the  AMA’s  Physician’s 
Recognition  Award  duringtheAMA meeting.  Dr.  James  W.  Haviland, 
outgoingchairman  of  the  AMA  Council  on  Medical  Education,  pre- 
sented a certificate  documenting  Dr.  Westbrook’s  fulfillment  of  150 
hours  of  continuing  education.  Dr.  Westbrook  also  is  a past  president 
of  the  Texas  Academy  of  Family  Physicians. 


Dr.  Bonnie  B.  Westbrook 


Texas  resolutions 


Five  resolutions  forwarded  to  the  AMA  by  the  TMA’s  House  of  Dele- 
gates received  attention.  The  concepts  expressed  in  four  resolutions 
received  favorable  reaction  from  the  AMA  house,  although  one  was 
taken  under  advisement  by  the  AMA  priortoany  definiteapproval. 
The  intent  of  only  one  resolution  was  not  received  favorably  by  the 
AMA  delegates. 

Model  membership  bylaws 

ATexas  resolution  seeking  amendment  of  the  AMA’s  Model  Mem- 
bership Bylaws  by  deleting  a provision  for  full  membership  of  medi- 
cal students  was  not  approved.  The  AMA  House  of  Delegates,  in 
makingthe  decision,  observed  thatthe  Model  Membership  Bylaws 
were  merely  presented  for  consideration  by  state  associations  and 
were  not  mandatory  provisions.  The  complete  Model  Membership 
Bylaws  were  adopted  by  the  AMA  House  of  Delegates  in  June,  1975, 
and  recommended  for  adoption  by  state  medical  associations  and 
component  societies. 

Drug  package  inserts 

A Texas  resolution  calling  for  opposition  to  S 2697,  the  Federal  Drug 
and  Devices  Act,  was  adopted  and  referred  to  the  AMA  Board  of 
T rustees  for  appropriate  action . The  AMA  previously  had  taken  a 
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position  to  oppose  the  bill,  which 
seeks  to  fine  a physician  for  prescrib- 
ing a drug  fora  use  other  than  one 
indicated  on  the  package  insert.  The 
Texas  resolution  and  similar  resolu- 
tions offered  by  California  and  Lou- 
isiana state  societies  also  asserted 
that  the  drug  package  insert  should 
not  be  made  a legal  document  for 
punishment  of  physicians. 

The  AMA  Executive  Vice  President 
Dr.  James  H.  Sammons  has  already 
advised  the  Senate  Subcommittee 
on  Health  (Committee  on  Labor  and 
Public  Welfare)  of  the  AMA’s  opposi- 
tion to  the  bill  and  another  statement 
voicing  strong  opposition  will  be  for- 
warded shortly  to  the  subcommittee. 

Universal  identifier  system 

Four  resolutions  were  presented  to 
the  AMA  opposing  the  use  of  Social 
Security  numbers  as  a universal 
identifier  system.  Although  the  con- 
cept expressed  in  the  Texas  resolu- 
tion was  approved,  the  actual  word- 
ing of  a resolution  from  Tennessee 
was  adopted  by  the  delegates.  The 
Tennessee  resolution  noted  that  fed- 
eral regulations  specify  that  the  So- 
cial Security  number  may  only  be 
required  by  the  Social  Security  Ad- 
ministration and  the  Internal  Revenue 
Service  and  that  all  other  uses  are 
voluntary.  Nevertheless,  the  resolu- 
tion noted,  the  Department  of  Health, 
Education,  and  Welfare  has  indicated 
that  it  is  mandatingthe  use  of  the 
number  as  an  identifier  on  all  hos- 
pital records  in  order  to  enable  the 
Bureau  of  Quality  Assurance  to  tie 
medical  records  to  an  individual  phy- 
sician. The  resolution  strongly 
opposes  the  use  of  the  Social  Security 
number  as  a universal  number  identi- 
fier and  calls  for  copies  of  the  resolu- 
tion to  be  sent  to  all  state  medical 
associations,  professional  standards 
review  organizations,  and  DHEW. 
Simultaneously  with  these  resolu- 
tions, the  AMA  house  reviewed  a 
progress  report  from  the  Board  of 
T rustees  on  its  efforts  on  behalf  of 
confidentiality  to  seek  deletion  of 


the  request  for  patient  and  physician 
names  and  their  respective  Social 
Security  numbers  from  the  Uniform 
Hospital  Discarge  Abstracts  submit- 
ted by  Medicare  intermediaries.  The 
AMA  was  commended  for  its  efforts 
in  this  regard. 

Commendation  and  support  of  organ- 
ization opposing  PL  93-641 

This  resolution  called  for  commenda- 
tion and  support  of  a Texas  group, 
the  Organization  for  Preservation  of 
Local  Medical  Services,  Inc,  in  its 
opposition  to  PL  93-641,  the  Nation- 
al Health  Planning  and  Resources 
Development  Act  of  1974.  The  AMA 
reference  committee  which  evaluated 
the  Texas  resolution  expressed  sup- 
port of  the  organization’s  activities 
and  was  impressed  with  its  efforts. 
The  committee  further  expressed  in- 
terest in  obtaining  more  information 
regarding  the  organization  and  there- 
fore referred  the  resolution  to  the 
Board  of  Trustees  for  appropriate 
action.  The  Texas  resolution  had  urg- 
ed that  the  AMA  support  the  activities 
of  the  organization  and  also  urge  its 
members  to  associate  with  the  organi- 
zation to  effect  repeal  or  amendment 
of  PL  93-641. 

Various  aspects  of  the  law  were  re- 
viewed in  depth  by  the  AMA  which 
presently  is  pursuing  a legal  chal- 
lenge to  the  law. 

Medicare  and  Medicaid  Administra- 
tive Reform  Act 

Texas  and  three  other  states  submit- 
ted resolutions  opposing  aspects  of 
the  Medicare  and  Medicaid  Adminis- 
trative Reform  Act  (S  3205).  The 
Texas  resolution  sought  to  delete 
or  amend  sections  of  the  act  which 
are  harmful  to  physicians  and  physi- 
cian-patient relationships,  including 
proposed  limits  on  physicians’  fees; 
a provision  which  discourages  direct 
billingunder  Medicare,  and  provi- 
sions which  intervene  in  the  physi- 
cian-patient relationships  of  hospital 
associated  physicians.  After  review 
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This  brochure  was  recently  mailed  to 
members. 

Following  our  custom,  the  brochure  is 
lengthy  and  specific  as  far  as  benefits 
and  restrictions  are  concerned  so  that 
you  will  have  sufficient  information  on 
which  to  pursue  your  insurance  re- 
quirements. 

Remember,  when  an  insurance  claim  is 
paid  is  a poor  time  to  learn  the  benefits 
you  have  — or  worse,  what  you  do  not 
have. 


For  information  or  service 
contact 

Insurance  Service  Office 

TEXAS  MEDICAL  ASSOCIATION 

. 1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 


Prudential 


Group  Insurance 
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of  all  resolutions,  the  house  adopted 
a substitute  resolution  offered  by  the 
reference  committee  which  stated 
that  S 3205  should  not  be  adopted 
by  Congress  in  its  present  form;  that 
the  AMA  should  seek  to  remove  or 
amend  sections  of  the  bill  which  are 
not  in  the  interest  of  the  public  and 
the  profession:  and  that  it  should 
seek  to  support  provisions  which  it 
finds  constructive  and  beneficial. 

The  resolution  furtherasked  the 
Board  of  T rustees  to  take  appropriate 
safeguards  to  protect  the  interest  of 
the  public  and  the  profession  from 
unwarranted  and  unjustified  intru- 
sions in  providing  high  quality  health 
care  in  government  programs.  The 
resolution  was  referred  to  the  Board 
of  T rustees  for  action. 

The  Texas  Medical  Association  is 
represented  in  the  American  Medical 
Association  House  of  Delegates  by  a 
team  comprising  ten  delegates  and 
ten  alternate  delegates.  Chairman 
of  the  delegation  is  Dr.  Charles  Max 
Cole  of  Dallas;  vice  chairman  is  Dr. 
Nym  L.  Barker  of  Paris.  In  addition, 
members  of  the  house  from  Texas 
are  Dr.  M.  T.  Jenkins,  representing 
the  Section  Council  on  Anesthesi- 
ology, Dr.  Henry  A.  Holle  represent- 
ing the  Section  Council  on  Preven- 
tive Medicine,  and  Dr.  Coleman 
Jacobson,  representing  the  Section 
Council  on  Dermatology.  Dr.  Joe  T. 
Nelson,  AMAtrustee,  and  Dr.  Mil- 
ford Rouse,  AMA  past  president,  are 
ex  officio  house  members.  The  Tex- 
as delegation  meets  regularly 
throughout  the  year  and  during  AMA 
meetings  on  behalf  of  the  interests 
of  Texas  physicians  and  their  pa- 
tients. 

A highlight  of  the  AMA  Dallas  meet- 
ing which  comprised  more  than  50 
postgraduate  courses,  scientific  ex- 
hibits and  meetings,  and  the  com- 
prehensive business  sessions  of  the 
House  of  Delegates,  was  a barbecue 
and  ranch  party  sponsored  for  out-of- 
state  guests  by  the  Southwestern 
States  (Arizona,  Arkansas,  Louisiana, 
New  Mexico,  Oklahoma,  and  Texas). 
Site  of  the  party  was  Bunker  Hunt's 


Circle  T Ranch,  25  miles  from  Dal- 
las. Many  of  the  arrangements  were 
made  by  the  Woman’s  Auxiliary  to 
the  Texas  Medical  Association.  Spe- 
cial features  included  the  Country 
Sounds’  band  and  a quarter  horse 
riding  demonstration  including  bar- 
rel racing.  One  of  the  highlights  of 
theevening  was  the  exhibition  of  a 
Charolais  bull  weighing  nearly  3,000 
pounds. 

Additional  actions  of  the  AMA  house 
will  be  carried  in  forthcoming  issues 
of  Texas  Medicine  as  well  as  Ameri- 
can Medical  News. 

Facts  published 
on  medical  costs 

Some  facts  about  the  cost  of  medical 
care  were  presented  by  Dr.  Max  H. 
Parrott,  immediate  past  president, 
American  Medical  Association,  in 
the  “Policy  Forum’’  column  of  the 
June  26  issue  of  the  National  Journal. 
Dr.  Parrott  pointed  out  that  during 
the  past  five  years,  the  component 
for  medical  care  in  the  Consumer 
Price  Index  rose 39. 8%,  with 
physician  fees  increasing 39.5%. 

The  “all  items’’  category  rose38.6%, 
and  the  “all  services”  category, 

37%.  According  to  Dr.  Parrott,  the 
CPI  is  as  good  an  indicator  as  is 
available,  but  ignores  significant  in- 
creases in  the  quality  of  care  such 
as  new  technology  and  more  sophisti- 
cated treatments  for  disease. 

From  1970  to  1975,  the  total  expendi- 
tures in  the  United  States  for  health 
grew  from  $69.2  billion  to  $118.5 
billion,  a jumpof  71.2%.  Dr.  Parrott 
noted  several  “dynamic  forces” 
which  fuel  the  inflation  of  health 
care  costs  including  health  insur- 
ance, government  programs,  demo- 
graphic changes,  hospital  costs,  and 
malpractice. 

Insurance  pays  nine  out  often  hos- 
pital bills,  and  65%  of  physician 
care  expenses.  Twenty-five  years 
ago,  the  patient  paid  about  two-thirds 
of  his  medical  expenses.  He  now 
pays  less  than  one-third  in  out-of- 
pocket  costs.  Dr.  Parrott  stated  that 
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by  emphasizing  hospital  benefits 
rather  than  less  expensive  ambula- 
tory care,  health  insurance  exerts 
another  upward  pressure  on  cost. 

One  example  cited  in  regard  to  gov- 
ernment programs  is  the  fact  that 
Medicaid  benefits  have  tripled  since 
the  start  of  the  program  and  now 
amount  to  $32.5  million  annually. 
The  United  States  is  becoming  an 
older  nation  as  well  as  more  pop- 
ulous. Theoldest  10%  of  the  popula- 
tion accounts  for  more  than  33  % 
of  inpatient  hospital  days. 

Hospital  costs  exert  tremendous  im- 
pact, Dr.  Parrott  stated.  He  noted  that 
hospital  payroll  costs,  one  large 
factor  in  the  hospital  budget,  went 
from  $33.16  per  patient  day  in  1970 
to  $72.34  in  1975. 

In  addition,  professional  liability  in- 
surance premiums  which  physicians 
and  hospitals  pay  are  beginningto 
drive  up  medical  costs  appreciably. 
Dr.  Parrott  emphasized  that  medical 
care  costs  have  to  be  considered 
along  with  the  accessibility  of  medi- 
cal care  to  the  whole  population  and 
the  quality  of  medical  care  which  is 
rendered.  He  stated  that  it  is  his 
feeling  that  the  answer  is  in  health 
education — better  knowledge  and 
especially  better  motivation — ap- 
plied to  personal  health  decisions 
on  diet,  nutrition,  tobacco,  alcohol, 
exercise,  and  emotional  stress. 

Flu  immunization  plans 
progressing  in  state 

Accordingtoofficials  at  theTexas 
Department  of  Health  Resources, 
two  types  of  influenza  vaccine  will 
be  madeavailabletoall  licensed 
physicians  in  Texas. 

A monovalent  vaccine  (A/New  Jer- 
sey) is  scheduled  to  be  ready  for 
distribution  in  late  August  or  early 
September.  The  bivalent  vaccine 
(A/New  Jersey  & A/Victoria)  was  to 
be  ready  for  distribution  in  late  July. 
The  vaccines  will  be  supplied  free-of- 
charge  to  physicians  with  the  stipu- 
lation that  no  charge  be  made  to  pa- 
tients for  the  cost  of  the  vaccine  and 


that  weekly  reports  of  vaccine  usage 
(by  age  group  and  type  of  vaccine) 
be  made  to  the  health  department 
unit  supplying  the  vaccine.  These 
reports  are  to  be  made  on  postage- 
paid  cards  that  will  be  provided  with 
the  vaccine.  Charges  may  be  made 
forthe  cost  of  administration. 
Supplies  such  as  needles  and  syr- 
inges, cotton  balls,  jet  injectors,  etc, 
will  be  made  available  when  largeag- 
gregates  of  the  population  will  be 
served  such  as  in  hospitals,  nursing 
and  convalescent  homes,  industrial 
plants,  large  business  organizations, 
and  schools. 

At  the  national  level,  the  American 
Medical  Association  has  reiterated 
the  willingness  of  the  medical  pro- 
fession to  provide  its  expertise  and 
skills  in  seeking  success  in  the  na- 
tional swine  influenza  immunization 
program.  In  a statement  submitted 
to  the  House  Subcommittee  on  Pub- 
lic Health  and  Environment,  the 
AMA  pointed  out  that  the  full  effects 
of  inoculations  are  not  known  and 
that  such  effects  could  create  po- 
tential liability  for  physicians  who 
participate  in  the  program.  Also 
notingthat  reasonable  availability 
and  expense  of  proper  insurance 
coverage  of  physicians  and  other 
health  personnel  are  in  serious  ques- 
tion, the  AMA  urged  that  the  expense 
of  such  increased  risk  involved 
“should  not  fall  upon  the  profes- 
sionals who  cooperate  in  the  govern- 
ment program,  nor  upon  their  pa- 
tients who  would  ultimately  have  to 
pay  such  costs.” 

The  Subcommittee  has  been  con- 
sidering several  bills  relating  to  the 
mass  immunization  program  includ- 
ing a proposal  to  protect  physicians, 
health  care  personnel,  and  health 
care  facilities  from  claims  arising 
from  the  swine  flu  vaccine  program, 
except  in  cases  of  gross  negligence. 
Another  bill  would  indemnify  drug 
manufacturers. 

The  Congress  was  recessed  from 
July  2 to  July  19  for  Independence 
Day  and  the  Democratic  Convention. 
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TMA  fall  conference  slated 

Thomas  F.  Johnson,  PhD,  director  of 
research  for  the  American  Enterprise 
Institute  for  Public  Policy  Research, 
Washington,  DC,  will  deliver  the 
keynote  talk  at  the  Texas  Medical 
Association’s  fall  conference. 

The  conference,  “An  Update  on  Medi- 
cal Issues,”  is  scheduled  for  Sept  18 
at  the  Joe  C.  Thompson  Conference 
Center  in  Austin. 

A variety  of  prominent  guest  speakers 
and  panel  sessions  will  focus  on  cur- 
rent topics  of  concern  to  physicians 
such  as  Medicare  and  Medicaid 
legislation,  health  manpower,  imple- 
mentation of  professional  standards 
review  organizations,  utilization  re- 
view, health  planning,  swine  influenza 
immunization,  professional  liability, 
and  others. 

In  addition  to  the  conference  program, 
there  will  be  an  orientation  program 
for  provisional  TMA  members.  Many 
TMA  boards,  councils,  and  commit- 
tees will  be  meeting  in  Austin  that 
weekend  also. 

Entertainment  highlights  will  include 
a hospitality  hour  co-sponsored  by  the 
Prudential  Insurance  Company  of 
America  and  the  Texas  Medical  As- 
sociation’s Insurance  Trust,  and  a 
football  game  between  the  University 
of  Texas  and  North  Texas  State  Uni- 
versity. 


Texas  medical  schools 
confer  710  MD  degrees 

A total  of  710doctorof  medicine 
degrees  were  conferred  by  the  state’s 
six  medical  schools  at  the  end  of  the 
springterm.  This  is  an  increase  of  78 
over  the  number  of  MD  degrees 
awarded  in  the  spring  of  1974. 

The  number  of  graduates  from  each 
school  was  as  follows:  Baylor  College 
of  Medicine,  176;  Texas  Tech  Univer- 
sity School  of  Medicine,  42;  Universi- 
ty of  Texas  Medical  School  at  San 
Antonio,  121;  University  of  Texas 
Medical  Branch  at  Galveston,  186; 
University  of  Texas  Southwestern 


Medical  School  at  Dallas,  138;  and 
University  of  Texas  Medical  School 
at  Houston,  47. 

The  Dallas  graduates  comprised  the 
largest  class  ever  to  graduate  from 
the  Southwestern  Medical  School. 
The  school  is  moving  toward  annual 
graduating  classes  of  200  by  1978. 
Seventy-six  of  the  121  San  Antonio 
graduates  will  affiliate  with  hospitals 
in  Texas  for  residency  training.  Fifty- 
eight  of  the  121  graduates  plan  resi- 
dencies in  the  primary  care  fields. 
Additionally,  nine  will  take  a flexible 
residency  which  covers  the  major 
specialties. 

Of  Baylor’s  graduates,  95  will  take 
their  graduate  training  in  Texas  and 
60%  have  chosen  to  take  their  first 
year  of  training  in  primary  care  areas. 


Student  winners  announced 
in  writing  competition 

The  Texas  Medical  Association  has 
announced  the  winners  of  its  1 1th 
annual  Texas  Medicine  Award  com- 
petition for  excellence  in  scientific 
writing  by  a Texas  medical  student. 
Selected  as  recipient  of  the  top  award 
is  Frank  M.  Orson,  a junior  medical 
student  at  Baylor  College  of  Medicine 
in  Houston.  The  second  place  winner 
is  William  S.  Epstein,  a first  year  med- 
ical student  at  The  University  of 
Texas  Medical  Branch  at  Galveston. 
Each  winner  was  presented  a certifi- 
cate and  a cash  prize  in  ceremonies 
at  his  respective  school.  First  place 
earns  $300  with  second  place  receiv- 
ing$100. Thewinningarticles  will  be 
published  in  Texas  Medicine 
Orson’s  winning  paper,  “Suppressor 
T Cells  and  Autoimmune  Disease,” 
was  written  during  an  elective  re- 
search course  in  the  laboratory  of  Dr. 
Robert  R.  Rich,  associate  professor 
of  microbiology,  immunology,  and 
medicine  at  Baylor.  The  second  place 
article  is  “Latency  in  Herpes  Virus 
Hominis:  Its  Relationship  to  Onco- 
genesis and  Recurrent  Disease.” 

A native  of  Seminole,  Orson  was 
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Participating  in  the  Texas  Medicine  Award  presentation  ceremony  at  Baylor  College  of  Medicine  were 
(l-r)  Dr.  H .Irving  Schweppe,  Jr.,  clinical  professor  of  medicine  and  member  of  TMA's  Scientific 
Publication  Committee;  Frank  Orson,  third  year  medical  student  and  first  place  winner  in  the  TMA 
student  writing  competition;  Dr.  Robert  R.  Rich,  associate  professor  of  microbiology,  immunology  and 
medicine;  and  Dr.  William  T.  Butler,  acting  executive  vice  president. 


William  S.  Epstein  (center),  a first  year  medical  student  at  The  University  of  Texas  Medical  Branch 
at  Galveston  received  the  second  place  Texas  Medicine  Award  certificate  and  check  from  Dr.  Edward 
N.  Brandt  (left),  dean,  and  Dr.  C.  W.  Daeschner,  representing  TMA’s  Scientific  Publication  Committee. 


graduated  from  Rice  University  in 
1973  with  a bachelor’s  degree  in 
chemistry  and  biochemistry.  A mem- 
ber of  Baylor’s  May  1977  graduating 
class,  Orson  plans  an  internship  and 
residency  in  internal  medicine  with 
furthertraining  in  immunology  re- 
search. In  the  fall  he  will  attend  a 
clinical  clerkship  in  immunology  at 
the  National  Institutes  of  Health.  He 
is  the  son  of  Dr.  and  Mrs.  0.  W.  Orson 
of  Midland. 

Epstein,  originally  from  Galveston, 
holds  a BA  degree  in  biology  from 


The  University  of  Texas  at  Austin  and 
an  MS  degree  in  cellular  and  molecu- 
lar biology  from  the  University  of 
Michigan.  He  is  a member  of  the 
UTMB  class  of  1979.  Among  his  ac- 
tivities, he  serves  as  a volunteer  at 
the  Shriners  Burns  Institute.  He  is  the 
son  of  Dr.  and  Mrs.  I.  V.  Epstein  of 
Pasadena. 

The  TMA  award  was  established  in 
1966  to  recognize  the  best  scientific 
article  written  by  a medical  student 
while  enrolled  in  a Texas  medical 
school.  Articles  must  deal  with  a sub- 


13 


Volume  72,  August,  1976 


ject  within  the  realm  of  the  basic  sci- 
ences or  medicine  and  must  be  origi- 
nal and  unpublished.  Excellence  of 
scientific  work  and  competence  in 
the  writing  craft  are  the  judging 
criteria. 


TMA  retains  Austin  law  firm 
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The  Austin  lawfirm  of  Brown,  Ma- 
roney,  Rose,  Baker,  and  Barber  as- 
sumed the  role  of  General  Counsel 
fortheTexas  Medical  Association 
June  1.  Attorneys  Jack  Maroney,  Will 
Barber,  and  Ace  Pickens  will  serve 
as  primary  contacts  within  the  full- 
service  firm  for  TMA. 

Philip  R.  Overton,  legal  counsel  for 
TMAfor37  years,  will  serve  as  a con- 
sultanttothe  firm. 


TMA  supports  doctors 
unable  to  obtain  insurance 

“Lack  of  malpractice  insurance  gives 
Texas  physicians  the  impossible 
choice  between  discontinuingtheir 
practices  or  exposing  themselves  to 
financial  ruin,’’  Dr.  L.  S.  Thompson, 
Jr.,  Texas  Medical  Association  presi- 
dent, said  in  a recent  statement. 
“TMA  has  always  urged  doctors  to 
continue  working  as  long  as  they  can. 
However,  when  doctors  daily  face  the 
possibility  of  financial  ruin  and  stag- 
gering malpractice  insurance  premi- 
ums, sometimes  they  have  to  cut 
backtheir  practices.” 

Dr.  Thompson’s  statement  came  as 
a comment  upon  the  recent  situation 
in  Houston  when  Baylor  College  of 
Medicine  interns,  residents,  and 
other  physicians  in  training  almost 
losttheir  professional  liability  in- 
surance coverage  and  could  not  get 
an  adequate  replacement  policy.  They 
did  not  want  to  continue  working 
without  insurance  and  risk  financial 
ruin  from  a suit  that  could  hit  whether 
it  was  deserved  or  not.  The  interns 
and  residents  obtained  coverage  only 
14  from  the  state-operated  Joint  Under- 


writing Association  (JUA)  a few  hours 
before  the  scheduled  midnight  ces- 
sation of  services. 

The  TMA  president’s  statement  re- 
affirms the  action  taken  by  the  TMA 
House  of  Delegates  in  June,  1975  in 
which  sympathy  and  support  was  ex- 
pressed to  those  physicians  who  are 
unable  to  continue  to  practice  medi- 
cine because  they  cannot  obtain  in- 
surance or  cannot  afford  to  pay  ex- 
orbitant premiums. 


Soviet,  US  scientists 
perform  implantation 
of  artificial  hearts 

Soviet  and  American  scientists  have 
taken  the  joint  US-USSR  artificial 
heart  program  one  step  further  with 
each  team’s  successful  implantation 
of  its  design  of  the  artificial  heart 
into  calves.  Both  lab  animals  sur- 
vived the  trauma  of  a total  heart  re- 
placement and  lived  to  recover  from 
the  anesthesia. 

These  implant  procedures  highlighted 
a week-long  visit  in  late  June  to  Bay- 
lor College  of  Medicine  by  the  Soviet 
working  team.  During  the  week  Soviet 
heart  researchers  toured  the  Baylor 
labs  and  attended  scientific  sessions 
which  focused  on  some  of  the  prob- 
lems involved  in  the  development  of 
an  artificial  heart. 

The  visit  marked  the  end  of  Phase  I 
of  the  US-USSR  artificial  heart  pro- 
gram, which  began  in  1974.  Since 
thattime,  information,  devices,  and 
procedures  have  been  exchanged 
between  Soviet  and  American  scien- 
tists. 

Dr.  Michael  E.  DeBakey,  president  of 
Baylor  College  of  Medicine,  is  the 
coordinatorof  the  Artificial  Heart  and 
Circulatory  Assist  Task  Force,  and 
spearheads  the  U S effort.  Dr.  Valeriy 
I.  Shumakov,  director  of  the  Institute 
of  T ransplantation  of  Organs  and  Tis- 
sues, isthe  USSR  coordinator. 

The  National  Heart,  Lung  and  Blood 
Institute,  National  Institutes  of 
Health,  supports  the  US  involvement 
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in  this  program. 

The  current  working  session  of  Phase 
I began  last  March  when  the  Ameri- 
can team  visited  Moscow.  In  Moscow, 
both  teams  implanted  artificial  hearts 
in  lab  animals  simply  to  demonstrate 
surgical  implant  techniques. 

The  US  artificial  heart  has  a poly- 
carbonate housing,  tilting  disc  valves 
and  an  inner  lining  of  polyurethane. 
Stroke  volume  of  the  American  heart 
is  about  100  ml.  Shape  of  the  artifi- 
cial heart  mimics  the  shape  of  the 
natural  heart. 

Each  side  of  the  American  device  con- 
tains a diaphragm  which  acts  like  the 
muscular  contraction  and  relaxation 


of  the  natural  heart,  and  is  controlled 
by  an  external  “phematic  drive  unit.” 
This  drive  unit  pulses  the  heart  by 
providing  alternative  applications  of 
positive  and  negative  air  pressure 
through  drive  lines  leadingfrom  the 
hearttothis  unit. 

Positive  air  pressure  pushes  blood 
out  of  the  pump  into  the  pulmonary 
or  systemic  circulatory  systems. 
Negative  pulse  acts  like  a vacuum, 
drawingthe  blood  into  the  chamber. 
The  shape  of  the  Soviet  heart  also 
mimics  the  structure  of  the  human 
heart.  Like  the  American  heart,  the 
design  is  powered  by  an  external 
drive  unit.  Unlike  the  American  de- 
sign, the  Soviet  device  is  made  of 
silicone  rubber  and  has  four  instead 
of  two  chambers.  The  walls  of  the 
Soviet  heart  act  like  a bladder,  which 
contains  the  blood  and  acts  asthe 
pumping  mechanism  filling  and  ex- 
pelling blood. 

In  addition  to  the  silicone  artificial 
heart  device,  the  Soviets  brought  to 
Houston  a circularartificial  heart 
with  a built-in  capacitance  sensor 
designed  for  automatic  control  of  the 
heart. 

Both  American  and  Soviet  scientists 
agree  on  the  major  problems  in  arti- 
ficial heart  devices.  Some  of  the 
problems  facing  researchers  include 
materials,  power  sources,  design, 
durability,  fit,  output,  control  and 
clotting. 

Physician  poll  requested 
on  PSRO  area  designation 

In  a letter  to  David  Mathews,  secre- 
tary of  the  Department  of  Health,  Edu 
cation,  and  Welfare,  Dr.  Joseph  T. 
Painter,  president  of  theTexas  Insti- 
tute for  Medical  Assessment  request- 
ed that  a voluntary  nonstatutory  poll 
of  Texas  physicians  be  conducted  to 
validate  their  preference  for  the  des- 
ignation of  a professional  standards 
review  area. 

Dr.  Painter  said  in  the  letterthat  the 
physicians  of  Texas,  actingthrough 
their  professional  organizations  at  re 
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cent  state  meetings,  reaffirmed  their 
support  of  professional  standards  re- 
view under  a single  statewide  area 
designation  and  for  TIMA  to  serve  as 
the  PSRO  in  the  state. 

In  addition,  Dr.  Painter  said  medical 
and  osteopathic  schools,  hospitals, 
nursing  homes,  and  other  providers 
favor  this  position.  State  agencies  and 
the  intermediary  for  Titles  XVIII  and 
XIX  are  also  supportive. 

Temple  hospital  participating 
in  national  gallstone  study 

A study  which  seeks  to  remove  the 
need  for  hospitalization  in  treatment 
of  cholesterol  gallstone  disease  has 
been  undertaken  in  part  by  Scott  and 
White  Memorial  Hospital  in  Temple, 
one  of  ten  treatment  centers  in  the 
National  Cooperative  Gallstone  Study 
(NCGS). 

The  NCGS  was  established  underthe 
auspices  of  the  National  Institute  of 
Arthritis,  Metabolism  and  Digestive 
Diseases.  Its  objectives  are  three- 
fold: (1)  to  establish  the  efficacy  and 
safety  of  two  dosage  levels  of  cheno- 
deoxycholic  acid  as  a means  for  gall- 
stone dissolution;  (2)  to  establish  the 
natural  history  of  gallstone  disease; 
and  (3)  to  gain  further  understanding 
of  bile  acid  metabolism  in  man,  es- 
pecially as  it  relates  to  cholesterol 
metabolism  and  potential  toxicity  of 
chenodeoxycholic  acid. 

Each  of  the  ten  treatment  centers 
across  the  country  are  in  the  process 
of  recruiting  90  patients  to  partici- 
pate in  the  two-year  study.  The 
patients  will  be  divided  into  three 
groups  for  the  study:  a control  group 
that  will  receive  placebo  medication; 
a group  receiving  a low  dose  of  cheno- 
deoxycholic acid  known  to  produce 
favorable  changes  in  bile;  and  a group 
receiving  a higher  dose  known  to  be 
capable  of  producing  gallstone  dis- 
solution. 

The  following  criteria  have  been  set 
for  admission  of  patients  to  the  study: 
(1)  the  presence  of  gallstone  in  func- 
tioning gallbladder  as  demonstrated 


by  oral  cholecystogram;  (2)  the 
patient  is  either  a female,  postmeno- 
pausal or  post  hysterectomy,  between 
the  ages  of  21  and  70  years;  ora 
male  21  to  70  years  of  age;  (3)  the 
patient  is  not  excessively  obese  (body 
weight  does  not  exceed  200%  of 
ideal  weight);  and  (4)  the  patient  is 
able  to  attend  regular  follow-up  visits 
at  the  treatment  center  and  is  willing 
to  follow  the  center  doctor’s  instruc- 
tions. An  evaluation  visit  to  the  treat- 
ment center  will  be  required  of  each 
potential  study  participant  priorto 
admission. 

Dr.  N.  C.  Hightower,  treatment  center 
director  at  Scott  and  White,  empha- 
sized the  importance  of  the  referring 
physician’s  role  in  the  study.  A basic 
premise  of  the  study  is  that  each 
patient  retains  the  prerogative  of 
choosing  his  or  her  personal  physi- 
cian for  general  medical  care  during 
the  treatment  period.  The  referring 
physician  will  be  requested  to  report 
any  intercurrent  illness  to  the  project 
physician  and  to  consult  with  the 
project  physician  concerningthe 
management  of  any  problem  possibly 
related  to  drug  toxicity  or  side  ef- 
fects, orto  cholelithiasis  or  other 
hepatobiliary  tract  disease.  The  proj- 
ect physician  will  be  available  through 
a 24-hour  call  system. 

A “Physician’s  Handbook’’  detailing 
the  study  is  available  to  interested 
doctors  from  Dr.  Hightower  at  Scott 
and  White  Memorial  Hospital,  Temple 
76501. 

MEDIX  announces 
second  season 

MEDIX,  a weekly  30-minute  televi- 
sion series  on  medicine  and  health, 
has  announced  its  second  season  of 
syndication.  The  program  is  aired  on 
seven  Texas  stations. 

The  series  is  designed  to  provide  the 
public  with  useful  health  care  infor- 
mation. It  is  produced  in  a documen- 
tary format  and  most  programs  have 
been  filmed  on  location.  Host  of  the 
series  is  Mario  Machado,  a television 
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of  wafer 
help  make 

COLACEthe 

most  widely  used 
stool  softener. 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate  XJ 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  p0 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 

MOa^iliMil  ,.A«ORATO..Ce 


WALLACE  LABORATORIES 
Division  ol  Corter-Wollace,  Inc. 
Cronbury,  New  Jersey  08512 


The  promise  of  Soma 
in  the‘1ow-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies''^  of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  objective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders... and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicated  as  an  adiunct  to  rest,  physical  iheropy,  ond  other  measures  for  the  relief  of  discomfort 
ossocioted  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyrio  ond  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  as 
meprobamate,  mebutamate,  tybamote 

Warnings:  Idiosyncratic  Reactions  Rarely,  extreme  weakness,  transient  quadriplegic,  dizziness,  ataxia,  temporary  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  confusion  and  disorientation  hove  appeored  within  minutes  or  hours  of  the  first  dose. 

These  usually  subside  in  several  hours  but  supportive  ond  symptomatic  theropy,  including  hospitalization,  may  be  necessary. 

Pregnancy  and  Lactation  Safe  use  not  established;  weigh  potentiol  benefts  ogainst  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended. 

Potentially  Hazardous  Tasks.  Driving  a motor  vehicle  or  operating  machinery. 

Additive  Effects  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  moy  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  ovoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System  Drowsiness,  dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic  In  previously  unexposed  patients,  these  are  usually  seen  after  f-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fxed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weokness, 
dizziness,  angioneurotic  edemo,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g.,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular  Tochycordia,  postural  hypotension,  facial  flushing. 

Gastrointestinal  Nauseo,  vomiting,  hiccup,  epigastric  distress. 

Hematologic.  Leukopenia  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at  bedtime. 

Overdosage:  Has  produced  stupor,  como,  shock,  respirotory  depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  depressants  or  psychotropic  agents  can  be  additive  even  when  one  of  the  drugs  has  been 
taken  in  the  usual  recommended  dosage.  Empty  stomach,  treat  symptomatically,  cautiously  give  respiratory  assistance,  CNS 
stimulants,  pressor  agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinary  output,  avoid  overhydration;  observe  lor  possible 
relapse  due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

1.  Hindle,  TH.  Ill:  Colif.  Med.  1177  (Aug.)  1972.  2,3.  Unpublished  Data  on  fie,  Medicol  Department,  Wallace  Laborotories,  Cronbury,  N.J. 
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news  reporter. 

MEDIX  premiered  nationally  in  Janu- 
ary 1975  after  three  years  on  the  air 
in  Los  Angeles.  The  series,  produced 
in  cooperation  with  the  Los  Angeles 
County  Medical  Association,  is  spon- 
sored by  Burroughs  Wellcome  Com- 
pany. 

The  series  is  currently  being  shown  in 
the  following  Texas  cities:  Dallas/Fort 
Worth  (WFAA,  1:30  pm  Saturday), 
Houston  (KDOG,  5 pm  Saturday),  San 
Antonio  (KSAT,  5 pm  Sunday),  Tem- 
ple (KCEN,  5 pm  Sunday),  Amarillo 
(KFDA,  1:30  pm  Saturday),  Beau- 
mont/Port Arthur  (KBMT,  Sam  Sun- 
day), and  Odessa  (KOSA,  8 am  Sun- 
day). 


Management  seminars  set 

Two  accounts  management-aware- 
ness seminars  forthe  medical, 
dental,  and  hospital  professions  have 
been  scheduled  forthe  fall  by  the 
Division  of  Extension  of  the  Universi- 
ty of  Texas  at  Austin. 

The  one-day  seminars  are  slated  for 
Sept  17  in  Houston  and  Oct  7 in 
Austin.  The  course  for  the  health  care 
areas  was  designed  and  is  conducted 
by  William  J.  and  Lucille  Strickler, 
training  specialists  forthe  Industrial 
and  BusinessTraining  Bureau  of  the 
extension  division. 

Further  information  may  be  obtained 
by  calling  Paul  K.  Andrews  in  Hous- 
ton (713)  652-3434  and  Don  Hewett 
in  Austin  (512)454-5876. 


Hospital  review  plan  approved 

The  Texas  State  Department  of  Public 
Welfare  has  approved  the  Texas  Medi- 
cal Foundation’s  plan  to  assist  non- 
metropolitan hospitals  in  Medicaid 
utilization  review. 

More  than  lOOof  these  hospitals, 
located  outside  large  metropolitan 
areas  and  usually  having  fewer  than 
five  Medicaid  admissions  a week, 
had  requested  utilization  review  as- 
sistance from  the  foundation. 


The  approved  plan  is  “S-TARP”  or 
“Special  TARP’’,  a modification  of 
the  Texas  Admissions  Review  Pro- 
gram (TARP)  being  introduced  into 
metropolitan  hospitals.  It  calls  for 
use  of  hospital  employees  as  medical 
care  analysts  orTMF-hired  part-time 
medical  ca re  analysts  who  will  be 
trained  in  short  training  sessions. 

A pilot  training  session  was  recently 
conducted  in  El  Paso.  According  to 
the  Texas  Medical  Foundation,  for 
every  metropolitan  hospital,  there  are 
approximately  four  hospitals  at  such 
a distance  from  a metropolitan  area 
and  with  sufficiently  few  Medicaid 
admissions  as  to  utilize  S-TARP. 

Manpower  report  released 

The  Macy  Commission  has  released 
a report  urging  the  establishment  of 
an  “analytical  and  coordinating 
agency  to  carry  out  relevant  studies 
on  medical  manpower  and  to  make 
recommendations  to  the  appropriate 
bodies,  includingthefederal  govern- 
ment.” 

The  commission  stated  that  the  re- 
port, “Physicians forthe  Future,” 
arose  from  the  medical  community’s 
concern  that  the  demands  for  more 
primary  care  physicians  might  lead  to 
expansion  at  cost  of  quality.  The  14- 
member  commission  was  appointed 
bythe  Josiah  Macy,  Jr.  Foundation, 
New  York,  and  is  chaired  by  Dale  R. 
Corson,  PhD,  president,  Cornell  Uni- 
versity. 

The  proposed  agency  would  be  called 
the  National  Commission  on  Medical 
Education,  Manpower,  and  Services. 
The  Macy  Commission  suggests  that 
it  coordinate  the  nation’s  health  pro- 
grams, which  noware  “so fragmented 
that  (they)  are  not  being  carried  out 
with  maximum  effectiveness.” 

The  commission  noted  that  because  it 
is  approximately  eight  years  between 
conception  and  the  first  graduating 
class  of  a new  medical  school,  such 
schools  should  not  be  considered  a 
panacea  forthe  current  physician 
shortage.  When  four  years  of  graduate 
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training  are  added,  it  takes  12  years 
to  produce  a practicing  physician, 
says  the  commission. 

The  commission  considers  medical 
education  to  be  a national  resource 
which  should  be  subsidized  by  the 
federal  government.  However,  this 
support  should  be  free  of  “disruptive 
mandatory  requirements.”  The  com- 
mission supports  federal  loans  which 
have  mandatory  service  require- 
ments, butthese funds  “should  be 
awarded  through  a direct  contractual 
relationship ” At  present,  the  re- 

port states,  the  federal  government  is 
the  largest  single  source  of  support 
for  the  country’s  medical  schools. 
According  to  the  report,  the  number 
of  graduate  education  opportunities 
for  family  practitioners  and  other  pri- 
mary care  physicians  should  be  in- 
creased. Statistics  compiled  by  the 
American  Medical  Association,  and 
used  as  background  material  by  the 
commission,  show  that  281  general 
practitioners  and  1,464  family  prac- 
tice first-year  residency  positions 
were  available  for  1975-76. 

The  commission  feels  that  women 
physicians  are  an  underutilized  re- 
source. Although  their  numbers  are 
increasing  (women  accounted  for 
11.1  % of  US  medical  schools  gradu- 
ates in  1973-74),  the  report  says, 
“Members  of  medical  school  faculties 
have  discouraged  women  from  enter- 
ing certain  specialties,  and  some  have 
been  openly  hostile  to  women  medi- 
cal students  as  a group . . . Their  pro- 
motion has  been  slower  than  that  of 
male  colleagues,  their  salaries  have 
been  lower,  and  they  have  often  been 
assigned  to  faculty  positions  with  no 
status  ortenure.” 

The  commission  also  suggests  that 
medical  schools  should  increase  mi- 
nority representation  on  faculties.  It 
noted  that  curricula  in  the  secondary 
schools  and  colleges  which  graduate 
minorities  are  inadequate.  Back- 
ground material  for  the  commission's 
study  indicates  that  in  1974-75,  black 
Americans,  American  Indians,  Mexi- 
can-Americans  and  Mainland  Puerto 


Ricans  made  up  10%  of  first-year 
student  enrollments. 

The  commission’s  study  found  that 
foreign  medical  graduates  (FMGs) 
will  not  solve  the  geographic  maldis- 
tribution of  physicians,  since  few 
practice  in  underserved  areas.  In  ad- 
dition, the  report  states  that  FMGs 
create  a “double  standard”  of  medi- 
cine since  the  examinations  they  are 
required  to  take  are  “less  exacting” 
than  those  required  of  graduates  of 
US  schools. 

The  report  points  out  the  importance 
of  allied  health  personnel  duringthe 
current  physician  shortage.  Data  from 
1973  shows  that  AMA-accredited  pro- 
grams graduated  26,108  allied  health 
personnel.  The  report  goes  on  to  say 
that  the  roles  of  the  nurse  practitioner 
and  the  physician’s  assistant  must  be 
clearly  defined. 

The  commission  also  stated  that 
“Consideration  should  be  given  to 
periodic  recertification  of  physicians, 
or,  as  an  alternative,  evidence  of  par- 
ticipation in  continuing  education  or 
equivalent  updatingof  skills.” 

The  report  further  states,  “Two  spe- 
cialty societies — the  American  Acad- 
emy of  Family  Physicians  and  the 
American  College  of  Radiology — re- 
quire documentation  of  continuing 
education  if  membership  is  to  be  re- 
tained. Two  states.  New  Mexico  and 
Maryland,  now  require  recertification, 
and  others  may  soon  follow  suit.” 

Baylor  awarded  grant 
for  health  education  project 

Medical  and  allied  health  students  at 
Baylor  College  of  Medicine  will  soon 
be  learning  some  much  needed  pa- 
tient education  skills  as  a result  of  a 
two-year  grant  from  the  National  Fund 
for  Medical  Education. 

The  $56,800  project,  under  the  direc- 
tion of  Dr.  Carlos  Vallbona,  chairman 
of  Baylor’s  department  of  community 
medicine,  is  designed  to  develop  and 
evaluate  a model  health  education 
curriculum  to  train  undergraduate 
physicians  and  physician’s  assistants 
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in  the  techniques  of  patient 
education. 

The  multidisciplinary  program  will  in- 
clude a review  of  motivational  psy- 
chology, an  orientation  to  the  use  of 
audiovisual  materials,  exposure  to 
one-to-one  and  group  techniques  of 
interpersonal  communication,  and  in- 
struction in  the  design,  implementa- 
tion, and  management  of  specific 
patient  education  protocols  with  the 
participation  of  other  health  profes- 
sionals, health  educators,  and 
consumers. 

Dr.  Vallbona  said  if  the  project  is  suc- 
cessful, it  will  provide  long-term  bene- 
fits to  health  and  health  care  by  im- 
proving the  patient’s  understanding 
of  his  physical,  mental,  and  social 
environment. 


Motorcycle  safety 
emphasized  by  governor 

Calling  special  attention  to  motor- 
cycletraffic  accidents  duringthe  re- 
cent “Motorcycle  Safety  Awareness 
Week,’’  Gov  Dolph  Briscoe  said  it  is 
“high  time  we  learn  that  the  motor- 
cycle and  the  automobile  can  be  com- 
patible in  traffic  on  our  streets  and 
highways.’’ 

The  governor  said,  “Motorcycles  have 
rapidly  become  a way  of  life  in  Texas 
as  thousands  of  people  use  them  for 
basic  transportation  and  pleasure. 
Unfortunately,  as  the  number  of  reg- 
istered motorcycles  increases,  so  do 
the  number  of  traffic 
accidents.’’ 

Statistics  show  that  approximately 
270,000  motorcycles  are  registered 
in  Texas  and  during  1975  over  200 
motorcycle  related  fatalities  were  re- 
ported. An  estimated  8,562  persons 
were  injured. 

“I  strongly  urge  motorists  and  motor- 
cyclists to  make  an  increased  effort 
to  become  familiar  with  the  rules-of- 
the-road  and  to  exercise  caution  in 
traveling  in  congested  traffic.  Auto- 
mobiles and  motorcycles  can  coexist, 
but  in  order  to  reduce  traffic  acci- 


dents, a concentrated  effort  must  be 
made  by  all  vehicle  drivers.  Addition- 
ally, I recommend  driver  education 
for  motorcycle  drivers.  I trust  we  can 
expand  current  programs  on  a volun- 
tary basis  as  appropriate  and  within 
present  budget  considerations,’’  Gov- 
ernor Briscoe  said. 


Auxiliary  elects  officers 

New  officers  have  been  elected  by  the 
Woman’s  AuxiliarytotheTexas  Medi- 
cal Association. 

Mrs.  Horace  H.  Trippet  of  Waco  will 
serve  as  president  for  1976-1977 
with  Mrs.  John  C.  Koch  of  Lufkin  as 
president-elect. 

Other  officers  include:  Mrs.  Mylie  E. 
Durham,  Jr.,  Houston,  first  vice  pres- 
ident; Mrs.  Glenn  H.  Ricks,  Brady, 
western  regional  vice  president;  Mrs. 
Oliver  H.  Timmins,  Jr.,  San  Antonio, 
southern  regional  vice  president;  Mrs. 
Richard  D.  Atkins,  Baytown,  eastern 
regional  vice  president;  Mrs.  Michael 
Kurilecz,  Dallas,  northern  regional 
vice  president;  Mrs.  W.  Arnold  Pitch- 
ford,  El  Paso,  recording  secretary; 
Mrs.  Tom  M.  Oliver,  Waco,  corre- 
sponding secretary;  Mrs.  Frank  B. 
Gooch,  Fort  Worth,  treasurer;  Mrs. 

Joe  A.  Lewis,  Corpus  Christi,  publicity 
secretary,  and  Mrs.  Russell  Deter, 

El  Paso,  parliamentarian. 
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Open 
IbiirMind 
And  Say  Ahhh! 


Advances  in  Clinical  Medicine 
AWrrkshop 


A good  mind  will  appreciate  another.  And  primary 
care  physicians  will  find  this  workshop  particularly 
exciting  and  relevant  to  their  practice.  The  faculty 
of  the  University  of  Texas  Southwestern  Medical 
School  has  organized  a series  of  lectures  and  patient 
demonstrations  to  illustrate  the  most  significant 
recent  advances  in  clinical  medicine.  Emphasis  will 
be  placed  upon  common  problems  and  their  practical 
solutions.  Participants  will  be  provided  a course 
syllabus  and  the  opportunity  to  take  part  in  teaching 
rounds  and  outpatient  clinics.  As  a Continuing 
Medical  Education  offering,  this  symposium  meets 
the  criteria  for  twenty-four  hours  in  Category  One  for 
the  Physician’s  Recognition  Award  of  the  A.M.A. 
and  twenty-four  Prescribed  Hours  by  the  American 
Academy  of  Family  Physicians. 

Dates  for  the  workshop  are  Monday,  September 
27  through  Thursday,  September  30.  Cost  of 
registration  is  $250.00  ($100.00  for  Residents  and 
Fellows).  Participants  and  spouses  will  also  be 
invited  to  attend  social  and  sports  events. 

For  further  information  contact  the  office  of 
Continuing  Education,  University  of  Texas 
Southwestern  Medical  School,  5323  Harry  Hines 
Blvd.,  Dallas,  Texas  75235,  214/688-2166  or  2167. 
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Physicians  favor 
continuing  education 
as  requirement 

More  than  two-thirds  of  physicians 
surveyed  by  the  American  Medical 
Association  say  they  favor  a continu- 
ing medical  education  requirement  as 
a prerequisite  to  registering  their 
licenses. 

The  poll  was  reported  in  a recent  is- 
sue of  American  Medical 
News. 

“The  endorsement  by  a large  propor- 
tion of  American  physicians  of  the 
continuing  education  concept  as  a 
criterion  for  licensing  privileges  has 
particular  significance  in  light  of  the 
attention  focused  today  upon  the 
issue  of  physician  competence,’’  the 
AMAsaid. 

Physician  opinion  on  who  should  as- 
sure compliance  with  the  continuing 
education  requirement  was  divided. 
State  medical  associations  were  pre- 
ferred by  almost  30%.  Others  sug- 
gested medical  specialty  organiza- 
tions, state  medical  examining 
boards,  and  the  American  Medical 
Association. 

Almost  three-fourths  of  the  doctors 
surveyed  said  they  agreed  with  the 
suggested  national  baseline  of  150 
hours  of  continuing  education  every 
three  years,  as  used  by  the  AMA  Phy- 
sicians Recognition  Award. 


Annual  Session  tapes 
available  through  library 

Audio  cassettes  of  several  programs 
from  the  1976  Texas  Medical  Associ- 
ation Annual  Session  are  available 
for  loan  to  members  through  the  asso- 
ciation’s film  library. 

The  taped  sessions  includethe  aging 
symposium  and  the  sections  on  sur- 
gery, pediatrics,  psychiatry,  and  oph- 
thalmology. 

The  programs  were  tape-recorded  by 
the  Audio-Digest  Foundation.  Indi- 
vidual copies  of  the  tapes  may  be  pur- 
chased from  the  foundation,  1930 
Wilshire  Blvd,  Los  Angeles  90057. 
Price  varies  according  to  the  session 
desired. 


TB  exam  required 
for  school  personnel 

All  Texas  public  school  personnel 
must  have  an  annual  examination  for 
tuberculosis  duringthe  120  days 
priorto  Sept  1,  according  to  the  Tex- 
as Medical  Association’s  Committee 
on  Tuberculosis  and  Chronic  Respira- 
tory Diseases. 

This  state  law  applies  to  teachers, 
clerical  employees,  supervisory  per- 
sonnel, bus  drivers,  personnel  han- 
dlingfood  and  personnel  performing 
janitorial  services.  A certificate  of 
proof  of  examination  signed  by  a med- 
ical doctor  must  be  furnished  to  the 
governing  board  of  the  school. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 

1976  3 Years  5 Years  Current 

Through  Ended  Ended  Dividend 

Investment  Media*  6/30/76  12/31/75  12/31/75  Yield 


Loomis-Sayles  Capital  Dev.  Fund 

-f  15.2% 

-33.0% 

- 6.2% 

1.4% 

Loomis-Sayles  Mutual  Fund 

-f  10.0% 

-21.0% 

- 3.7% 

3.1% 

Mercantile  Bank  Equity  Fund 

-f  14.5% 

-35.8% 

-16.5% 

3.5% 

Mercantile  Bank  Fixed  Income  Fund 

+ 3.0% 

-13.5% 

- 8.6% 

7.9% 

T Rowe  Price  Growth  Stock  Fund 

-f  10.6% 

-34.1% 

- 1.9% 

2.0% 

T Rowe  Price  New  Income  Fund 

f 1.2% 

N/A 

N/A 

7.9% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 10.0% 

-24.9% 

+ 4.1% 

3.0% 

Standard  & Poor  500  Stock  Average 

+ 15.6% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

+ 17.6% 

-16.4% 

+ 1.6% 

’Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


WASHINGTON:  PSRO  APPEAL  WITHDRAWN.  On  July  6,  the  Department  of 
Health,  Education  and  Welfare  withdrew  its  appeal  to  the  US  District  Court 
decision  that  declared  nine  PSRO  (professional  standards  review  organization) 
areas  for  Texas  as  unlawful  and  invalid.  The  court  decision  in  favor  of  TMA  had 
enjoined  DHEW  from  implementation  of  PSRO  until  full  reconsideration  of 
designated  areas  had  been  completed. 

WASHINGTON:  SENATE  MANPOWER  BILL  PASSES.  Just  prior  to  the  July 
Congressional  recess,  the  Senate  passed  S 3239,  the  Health  Professions  Edu- 
cational Assistance  Act,  by  an  88-0  vote.  The  most  significant  amendment  de- 
bated before  passage  of  the  bill  was  the  Beall-Taft-Bentsen  amendment  deleting 
Title  V of  S 3239  (concerning  federal  control  of  medical  residencies)  in  favor 
of  a three-year  study  of  the  subject.  Both  the  Texas  and  American  Medical 
Associations  strongly  favored  the  amendment.  An  anticipated  struggle  between 
Sen  J.  Glenn  Beall  (R-Md)  and  the  sponsor  of  S 3239,  Sen  Edward  Kennedy 
(D-Mass),  over  the  question  of  federal  control  of  medical  residencies  did  not 
materialize,  and  the  Beall  amendment  was  passed  77-2.  Sen  Jacob  Javits 
(R-NY),  prior  to  passage  of  the  amendment,  reportedly  added  provisions  to  the 
Beall  amendment  which  altered  existing  language  in  Title  VIII  of  the  bill  con- 
ditioning medical  school  capitation  grant  assistance  upon  requirements  that 
a percentage  of  students  agree  to  accept  National  Health  Service  Corps 
scholarships  and  that  schools  have  a required  percentage  of  filled  residencies 
in  primary  care  specialties,  unless  “assured  national  goals”  are  met.  The  new 
language  added  by  Javits  retains  the  two  conditions,  but  strikes  the  references 
to  assured  national  goals,  and  required  the  conditions  beginning  in  October, 

1977. 

AUSTIN:  MALPRACTICE  STUDY  COMMISSION.  The  Texas  Medical  Professional 
Liability  Study  Commission,  meeting  in  Austin  June  18,  tentatively  adopted  a 
recommendation  to  remove  the  so-called  collateral  source  rule  by  legislation. 

This  action  is  in  line  with  the  TMA  proposal  to  stop  double  payment  of  patients  in 
malpractice  actions.  The  commission  also  voted  to  recommend  tentatively  a lim- 
itation on  non-economic  recovery  such  as  pain  and  suffering.  The  commission 
has  July  and  August  meetings  scheduled  and  has  adopted  a tentative  plan  fora 
report  to  be  adopted  in  September.  The  commission  has  also  tentatively  adopted 
the  following  items:  (1)  termination  of  the  use  of  a dollar  amount  in  malpractice 
suits;  (2)  prohibition  of  oral  warranty  of  care  suits;  (3)  exclusion  of  punitive 
damages  from  malpractice  insurance  coverage;  (4)  elimination  of  cause  of  action 
based  on  lack  of  informed  consent  in  certain  circumstances;  (5)  permissive  vol- 
untary binding  arbitration;  and  (6)  mandatory  screening  panels  composed  of  all 
health  care  providers  of  the  class  being  sued  (with  the  decision  of  the  panel  in- 
troduced at  any  subsequent  trial). 


Editor’s  note: 

“Capital  Com- 
ments’’ is  pre- 
pared by  Brown, 
Maroney,  Rose, 

Baker  & Barber 
Attorneys  at  Law, 

TMA  General  Counsel, 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  TALMADGE  ON  MEDICARE  COSTS.  In  a recent  speech  on  the 
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Senate  floor,  Sen  Herman  E.  Talmadge  (D-Ga)  expressed  “shock”  that  the  1976 
annual  report  on  Medicare  Part  A fund  forecasted  300%  increase  in  the  actu- 
arial deficit  in  hospital  funds  over  the  next  25  years.  Characterizing  the  cost  of 
Medicare  and  Medicaid  as  rising  in  runaway  proportions,  the  senator  expressed 
the  hope  that  the  Senate  Finance  Committee  would  be  able  to  act  promptly  on  his 
bill,  S 3205,  which  he  characterized  as  being  designed  to  bring  about  necessary 
reforms  in  the  Medicare  and  Medicaid  administration  and  reimbursement. 

AUSTIN:  APPOINTMENT.  Gov  Dolph  Briscoe  has  appointed  Dr.  Bill  L.  Halbert 
of  Teague  to  replace  Dr.  Robert  W.  Shirley  of  Hillsboro  as  a member  of  the  Board 
of  Vocational  Nurse  Examiners  of  Texas.  The  term  will  expire  Sept  6,  1979. 

WASHINGTON:  DRUG  ADVERTISING.  State  laws  banning  prescription  drug  ad- 
vertising by  drug  stores  have  been  struck  down  by  the  Supreme  Court.  In  its 
opinion,  the  Court  stressed,  "We  express  no  opinion  as  to  other  professions.  Phy- 
sicians and  lawyers,  for  example,  do  not  dispense  standardized  products;  they 
render  professional  services  of  an  almost  infinite  variety  and  nature,  with  a con- 
sequent enhanced  possibility  for  confusion  and  deception  if  they  were  to  under- 
take certain  kinds  of  advertising.”  In  a separate  opinion  concurring  with  the  ma- 
jority, Chief  Justice  Warren  Burgersaid,  “Roughly  95%  of  all  prescriptions  are 
filled  with  dosage  units  already  prepared  by  the  manufacturer”  and  the  pharma- 
cist “in  this  regard  no  more  renders  a true  professional  service  than  does  a clerk 
who  sells  law  books.”  The  advertisement  of  “professional  services  carries  with 
it  quite  different  risks  than  the  advertisement  of  standard  products,”  he  said, 
adding  “I  doubt  that  we  know  enough  about  evaluatingthe  quality  of  medical  and 
legal  services  to  know  which  claims  of  superiority  are  “misleading  and  which  are 
justifiable.  Nor  am  I sure  that  even  advertisingthe  price  of  certain  professional 
services  is  not  inherently  misleading,  since  what  the  professional  must  do  will 
vary  greatly  in  individual  cases.  It  is  important  to  note  that  the  Court  wisely  leaves 
these  issues  to  another  date.” 

WASHINGTON:  FTC  COMPLAINT  AGAINST  AMA.  The  American  Medical  Associ- 
ation has  stated  that  the  Federal  T rade  Commission  complaint  against  the  AMA 
violates  due  process  provisions  of  the  Administrative  Procedure  Act  and  is  so 
“nebulous”  that  a defense  cannot  be  prepared.  The  FTC’s  antitrust  complaint 
against  the  AMA  and  others  is  scheduled  to  be  heard  Oct  18  before  an  FTC  ad- 
ministrative law  judge. 

WASHINGTON:  TRIAL  LAWYERS  COMPLAIN  TO  FTC.  The  American  Trial  Law- 
yers Association  has  filed  a petition  with  the  Federal  T rade  Commission  asking 
that  agency  to  bar  the  Medical  Society  of  the  State  of  New  York  from  what  it  calls 
“false  advertising”  relatingto  pending  medical  malpractice  legislation.  The  trial 
lawyers’  action  is  the  latest  in  a series  of  battles  between  groups  representing 
physicians  and  lawyers  over  legislation  before  the  state’s  legislature  that  would 
alter  the  conduct  of  medical  malpractice  cases.  The  medical  society  has  support- 
ed legislation  that  would  alter  the  conduct  of  medical  malpractice  cases.  The 
medical  society  has  supported  legislation  that  would  place  a ceiling  on  the 
amount  of  money  lawyers  can  receive  in  contingency  fees.  It  also  would  place  a 
ceilingon  the  amount  of  money  the  plaintiff  can  receive  in  damages. 


TEXAS  MEDICINE 


can 

ALCOHOUSM 


The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 

SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 

• Member  American  Hospital  Association  & Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 


be  treated 
in  2 weeks? 
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CONTINUING  EDUCATION  COURSES 


AUGUST 

Cardiovascular  Disease 

Title:  Tutorials  in  the  Tetons:  Cardiac 
Emergencies  (Second  Annual) 

Sponsors:  American  College  of  Cardiol- 
ogy; University  of  Nebraska  Cardiovas- 
cular Center,  Omaha;  Northern  Rocky 
Mountain  Continuing  Education  Division 
of  the  Mountain  States 
Location  of  Course:  Explorers’  Room, 
Jackson  Lake  Lodge,  Grand  Teton  Na- 
tional Park,  Moran,  Wyo 
Dates:  Aug  28-30,  1976 
Fee:  Members,  $150;  Nonmembers, 
$175 

Credit:  IIV2  hours.  Category  I,  AMA 
Physician’s  Recognition  Award;  State 
Board  of  Education,  Maryland 
Contact:  Miss  Mary  Anne  Mclnerny, 
Director,  Department  of  Continuing 
Education  Programs,  American  College 
of  Cardiology,  9650  Rockville  Pike, 
Bethesda,  Md  20014 


Ophthalmology 

Title:  Symposium  on  External  Eye 
Disease 

Sponsors:  UT  Medical  School  at 
Houston,  Program  in  Ophthalmology 
Location  of  Course:  Hermann  Hospital 
Auditorium,  1203  Ross  Sterling, 
Houston 

Date:  Aug  21,  1976 

Duration:  1 day,  8 hours  instruction 

Fee:  $50 

Designed  For:  Specialists  in  Ophthal- 
mology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77025 


Radiology  and  Radioisotopes 

Cancelled:  High  Energy  Electron,  X-Ray 
and  Neutron  Dosimetry;  UT  System 


Cancer  Center,  MD  Anderson  Hospital 
and  Tumor  Institute,  Houston;  Aug  2-7, 
1976 


Urology 

Title:  Urology  Oncology  Seminar 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  System  Cancer  Center,  MD 
Anderson  Hospital  and  Tumor  Institute, 
Houston 

Location  of  Course:  Room  1113A,  Pru- 
dential Building,  Texas  Medical  Center, 
Houston 

Dates:  Aug  5-6,  1976 
Contact:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion, Box  20367,  Houston  77025 


Other:  Mammography 

Title:  Mammography  Training  for  the 
Early  Diagnosis  of  Breast  Cancer 
S|X)nsors:  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Insti- 
tute, Houston:  National  Cancer  Insti- 
tute; American  College  of  Radiology 
Location  of  Course:  Mammography 
Conference  Room,  Department  of  Diag- 
nostic Radiology,  MD  Anderson  Hospi- 
tal and  Tumor  Institute,  Texas  Medical 
Center,  Houston 
Dates:  Aug  16-20,  1976 
Duration:  5 days,  8 hours  instruction 
per  day,  40  total  course  hours 
Fee:  None 

Designed  For:  Specialists  in  Radiology; 
Residents  in  Radiology;  Radiologic 
technologists 

Enrollment:  Maximum,  4 physicians  and 
4 technologists 

Credit:  Category  I,  AMA  Physician’s 
Recognition  Award;  American  College  of 
Radiology 

Teaching  Methods:  Audiovisual  mate- 
rials, lecture,  live  clinic  demonstration, 
round  table  discussion 


Contact:  Dawn  Nevling  Shull,  Project 
Coordinator,  Department  of  Diagnostic 
Radiology,  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  Insti 
tute,  6723  Bertner  Dr,  Houston  77030 


SEPTEMBER 


Basic  Sciences:  Microbiology  & Im- 
munology 

Title:  Anaerobic  Microbiology  Workshop 
Sponsors:  A Webb  Roberts  Center  for 
Continuing  Education  in  the  Health 
Sciences,  Dallas;  Virginia  Polytechnic 
Institute  and  State  University,  Division 
of  Anaerobic  Microbiology 
Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center; 

UT  Health  Science  Center  at  Dallas 
Dates:  Sep  17-19,  1976 
Fee:  Lectures  only,  $20;  Lectures  and 
lab  session,  $50 

Credit:  14  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  A Webb  Roberts  Center  for 
Continuing  Education,  Baylor  University 
Medical  Center,  3500  Gaston  Ave, 

Dallas  75246 


Family  Medicine 

Title:  Family  Practice  Recertification 
Review 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  10-12,  1976 

Duration:  Continuous,  3 days,  6 hours 

instruction  per  day,  18  total  course 

hours 

Fee:  To  be  determined 
Designed  For:  General  practitioners 
Enrollment:  Minimum,  25;  Maximum, 
100 
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Credit:  18  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Title:  Office  Gynecology 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  18-19,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  $75 

Designed  For:  General  practitioners; 
Specialists  in  Gynecology 
Enrollment:  Maximum,  110 
Credit:  10  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Title:  Seventh  Family  Medicine  Review 
Location  of  Course:  University  of  Ken- 
tucky Medical  Center,  Lexington,  Ky 
Dates:  Sep  26-Oct  2,  1976;  Repeated 
Oct  17-23,  1976 
Fee:  $295 

Contact:  Dr.  Frank  R Lemon,  Continu- 
ing Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington, 

Ky  40506 


Title:  Advances  in  Clinical  Medicine 
Sponsor:  Faculty,  UT  Southwestern 
Medical  School,  Dallas 


Location  of  Course:  Gooch  Auditorium, 
UT  Health  Science  Center  at  Dallas 
Dates:  Sep  27-30,  1976 
Fee:  $250;  $100  for  Residents,  Fel- 
lows with  letter  from  Head  of  Depart- 
ment 

Credit:  24  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Lecture,  patient 
demonstration,  syllabus  provided,  par- 
ticipation in  teaching  rounds  and  out- 
patient clinics 

Contact:  Office  of  Continuing  Education, 
UT  Health  Science  Center  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas  75235 

General  Medicine 

Title:  Blackford  Memorial  Lectures 
Sponsor:  Memorial  Hospital  of  Denison 
Date:  Sep  11,  1976 
Duration:  1 day 
Fee:  None 

Designed  For:  General  practioners; 
Specialists 

Enrollment:  Maximum,  100 
Credit:  AAFP 

Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
live  clinic,  open  question,  panel,  pa- 
tient demonstration,  seminar,  televi- 
sion 

Contact:  Mike  Mayes,  Executive  Direc- 
tor, Memorial  Hospital  of  Denison, 

1000  Memorial  Dr,  Denison  75020 


Obstetrics  & Gynecology 

Title:  Great  Debates  in  Gynecological 
Endocrinology  and  Infertility 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Texas  Medical 
Center,  Houston 
Dates:  Sep  16-18,  1976 
Duration:  Continuous,  3 days 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician’s 
Recognition  Award 
Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 


Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  1200 
Moursund  Ave,  Houston  77025 


Psychiatry 

Title:  Colloquium  in  Psychoanalytic  Psy- 
chotherapy 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  18-19,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day 

Fee:  $75 

Designed  For:  Specialists  in  Psychiatry 
Credit:  10  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question 
Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Other:  Psychology 

Title:  MMPI  Workshop 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Sep  25,  1976 

Duration:  Continuous,  1 day,  7 total 

course  hours 

Fee:  $65 

Designed  For:  General  practitioners: 
Psychologists:  School  counselors 
Enrollment:  Maximum,  60 
Credit:  18  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 
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COMING 

MEETINGS 


AMERICAN  COLLEGE  OF  CARDIOLOGY 

The  American  College  of  Cardiology,  in  conjunction  with  the  Uni- 
versity of  Nebraska  Cardiovascular  Center  and  the  Northern 
Rocky  Mountain  Continuing  Education  Division  of  the  Mountain 
States,  has  announced  that  Tutorials  in  the  Tetons:  Cardiac  Emer- 
gencies will  take  place  Aug  28-30,  1976,  in  the  Grand  Teton  Na- 
tional Park,  Moran,  Wyo.  The  program  will  present  new  methods 
of  diagnosis  and  management,  including  new  drugs  and  new  equip- 
ment. The  faculty  includes  Drs.  Robert  J Davis  II,  Cheyenne, 
Wyo;  Barry  S Dzindzio,  Omaha;  Robert  S Eliot,  Omaha;  Alan 
D Forker,  Omaha;  Leonard  S Gettes,  Lexington,  Ky;  Henry  J L 
Marriott,  Gainesville,  Fla;  Dean  T Mason,  Davis,  Calif;  John  H 
Phillips,  New  Orleans;  Charles  E Rackley,  Birmingham,  Ala; 
Shahbudin  H Rahimtoola,  Portland,  Ore;  and  Gerald  L Wolf, 
Omaha.  The  program  has  been  accredited  by  the  State  Board  of 
Education  in  Maryland.  It  also  meets  the  criteria  for  11%  hours 
of  credit.  Category  I,  toward  the  AMA  Physician’s  Recognition 
Award.  A registration  fee  of  $150  is  charged  for  members  of  the 
ACC.  Nonmembers  will  pay  a fee  of  $175. 

Contact:  Mary  Anne  Mclnemy,  Dir,  Dept  of  Continuing  Educa- 
tion Programs,  9650  Rockville  Pike,  Bethesda,  Md  20014. 


DEPARTMENT  OF  OPHTHALMOLOGY, 

UT  HEALTH  SCIENCE  CENTER  AT  HOUSTON 

The  Department  of  Ophthalmology,  The  University  of  Texas 
Health  Science  Center  at  Houston,  Division  of  Continuing  Educa- 
tion, and  the  Medical  School  will  sponsor  a symposium  on  external 
eye  disease  Saturday,  Aug  21,  1976,  in  Hermann  Hospital  Audito- 
rium, beginning  at  8:30  a.m.  Dr.  Phillips  Thygeson,  professor  em- 
eritus of  ophthalmology,  the  University  of  California,  San  Fran- 
cisco; Dr.  Dan  B Jones,  associate  professor  of  ophthalmology, 
Baylor  College  of  Medicine,  Houston;  and  Dr.  Jeffrey  D Lanier, 
clinical  instructor  in  ophthalmology,  UT  Health  Science  Center  at 
Houston,  are  the  scheduled  speakers. 

Contact:  Department  of  Ophthalmology,  UT  Health  Science  Cen- 
ter at  Houston,  The  Medical  School,  1121  Hermann  Professional 
Bldg,  Houston  77030. 


CURRENT  NATIONAL  MEETINGS 

ASPEN  MUSHROOM  CONFERENCE,  third 
annual  meeting,  Hotel  Jerome,  Aspen,  Colo, 
Aug  8-13,  1976.  Designed  for  physicians,  am- 
ateur mycologists,  scientists  interested  in 
identification,  toxic  properties  of  mush- 
rooms, Sponsored  by  Colorado  Mountain 
College,  Glenwood  Springs;  Beth  Israel 
Hospital  and  Geriatric  Center,  Denver.  Al- 
exander H Smith,  senior  faculty  member,  is 
author  of  Field  Guide  to  Western  Mush- 
rooms, professor  of  botany  at  University  of 
Michigan,  Courses  on  advances  in  diagnosis 
and  treatment  of  mushroom  poisoning,  hal- 
lucinogenic mushrooms.  Fees:  general, 
$166:  resident,  $76;  spouse,  $60.  Contact: 
Aspen  Mushroom  Conference,  1818  Gaylord 
St,  Denver  80206. 


INTERNATIONAL  DOCTORS  IN  ALCO- 
HOLICS ANONYMOUS,  annual  convention, 
Los  Angeles  Marriott  Hotel,  Aug  6-8,  1976. 
Registration  begins  Thursday  afternoon, 
Aug  6.  Scientific  sessions  Friday,  Aug  6, 
include:  seizure  problems  in  early  recovery, 
alcoholism  from  the  viewpoint  of  a medical 
educator,  identification  of  the  alcoholic  em- 
ploye in  the  health  professions.  Registration 
fee.  Reservations  can  be  made  by  calling 
toll  free  800-228-9290.  Contact:  Dr.  Lewis  K 
Reed,  Sec-Treas,  1950  Volney  Rd,  Youngs- 
town, Ohio  44611. 


TRANSPLANTATION  SOCIETY,  Sixth  In- 
ternational Congress,  Waldorf-Astoria  Ho- 
tel, New  York.  Aug  22-28,  1976.  Main  con- 
gress topics:  clinical  transplantation  (kid- 
ney, heart,  lung,  liver,  bone  marrow,  other) ; 
experimental  organ  transplantation;  HL-A 
system  (immunogenetics,  clinical  usefulness 
in  transplantation  and  disease) ; hemodialy- 
sis and  other  artificial  life  support  systems: 
chemical  and  biological  immunosuppressive 
agents:  specific  allogeneic  unresponsiveness 
(tolerance,  enhancement,  immunoparalysis) ; 
maternal-fetal  relationships;  immunobiology 
of  transplantation:  mammalian  histocom- 
patibility systems:  xenotransplantation. 
Contact:  Felix  T Rapaport,  Congress  Secre- 
tariat, New  York  University  Medical  Cen- 
ter, 660  First  Ave  (Room  H-438),  New 
York  10016. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  28-29. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


AUGUST 


■ AMERICAN  ASSOCIATION  OF  CLINICAL  CHEM- 
ISTS, Houston,  Aug  1-6,  1976.  1726  K St,  NW,  Wash- 
ington, DC  20006. 

AMERICAN  ASSOCIATION  OF  FOUNDATIONS  FOR 
MEDICAL  CARE,  Boston,  Aug  7-12,  1976.  Box  230, 
Stockton,  Calif  96201. 

■ AMERICAN  PODIATRY  ASSOCIATION.  Dallas,  Aug 
12-17,  1976.  20  Chevy  Chase  Circle,  NW,  Washington, 
DC  20016. 

■ AMERICAN  SOCIETY  OF  PARASITOLOGISTS,  San 
Antonio,  Aug  22-27,  1976.  UT  Health  Science  Center  at 
Dallas,  Dallas  76236. 

ASPEN  MUSHROOM  CONFERENCE,  Aspen,  Colo,  Aug 
8-13,  1976.  1818  Gaylord  St,  Denver  80206. 

INTERNATIONAL  DOCTORS  IN  ALCOHOLICS 
ANONYMOUS,  Los  Angeles,  Aug  6-8,  1976.  Sec,  IDAA, 
1960  Volney,  Youngstown,  Ohio  44611. 

MEDICAL  WOMEN’S  INTERNA’nONAL  ASSOCIA- 
TION. Tol^o,  Aug  22-28,  1976.  c/o  Japan  Medical  Wom- 
en’s Association,  19  Eawadacho,  Ichigayan,  Shinjuku-ku 
Tokyo. 


TRANSPLANTATION  SOCIETY.  New  York,  Aug  22-28, 
1976.  Felix  T Rapaport,  New  York  University  Medi- 
cal Center,  660  First  Ave  (Room  H-438),  New  York 
10016. 


SEPTEMBER 


AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY.  Los 
Angeles,  Sep  12-16,  1976.  1266  New  Hampshire  Ave 
NW,  Room  1030,  Washington,  DC  20036. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSKRANS, 
Boston,  Sep  20-23,  1976.  1740  W 92nd  St,  Kansas 
City,  Mo  64114. 


■ AMERICAN  ACADEMY  OF  MEDICAL  ADMINIS- 
TRATORS, Dallas,  Sep  19-20,  1976.  6 Beacon  St, 

Boston  02108. 

AMERICAN  CANCER  SOCIETY-NATIONAL  CANCER 
INSTITUTE.  St.  Louis,  Sep  20-22.  1976.  Dr.  Sidney  L 
Arje,  American  Cancer  Society,  777  ’Third  Ave, 
New  York  10017. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  New 
Orleans,  Sep  24,  1976.  3422  Bienville  St,  New 
Orleans  70119. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Dearborn,  Mich,  Sep  30-Oct  2,  1976.  4137  Erie 
St,  Wiiloughby,  Ohio  44094. 

AMERICAN  FRACTURE  ASSOCIATION,  Acapulco, 
Mexico,  Sep  6-10,  1976.  Box  10202,  Atlanta  30319. 

■ AMERICAN  HOSPITAL  ASSOCIATION,  Dallas,  Sep 
20-23,  1976.  840  N Lake  Shore  Dr,  Chicago  60611. 


AMERICAN  PSYCHIATRIC  ASSOCIATION,  Atlanta. 
Sep  19-28,  1976.  1700  18th  St,  NW,  Washington,  DC 
20009. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washing- 
ton, DC,  Sep  18-26,  1976.  20  N Wacker  Dr,  Chicago 
60606. 

AMERICAN  SOCIETY  OF  PLASTIC  & RECONSTRUC- 
TIVE SURGEONS,  Boston,  Sep  26-Oct  1,  1976.  29  E 
Madison  St,  Ste  807,  Chicago  60602. 

NATIONAL  ASSOCRATTON  OF  NEIGHBORHOOD 
HEALTH  CENTERS.  INC,  Atlanta,  Sep  20-24,  1976. 
1626  I St,  NW.  Ste  403,  Washington,  DC  20006. 

SOCIETY  FOR  PEDIATRIC  RADIOLOGY.  Washing- 
ton, DC,  Sep  19-20,  1976.  c/o  Johns  Hopkins  Hos- 
pital, Baltimore  21206. 

■ TEXAS  MEDICAL  ASSOCIATION.  FaU  Conference. 
Austin,  Sep  17-19,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sep  23-26. 
1976.  Mary  E Greene.  1801  N Lamar  Blvd,  Austin 
78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Sep  29-Oct  1,  1976.  Drs.  Sergio  Henao 
and  Mae  F McMillan,  1300  Moursund  Ave,  Houston  77030. 


OCTOBER 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington. 
DC.  Oct  16-21,  1976.  6320  Pine  Ridge  Ave,  Cheyenne, 
Wyo  82001. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS.  San 
Francisco,  Oct  31-Nov  6,  1976.  1828  L St,  NW,  Wash- 
ington, DC  20036. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IM- 
MUNOLOGY AND  ALLERGY,  Tuscon,  Ariz,  Oct  3-6. 
1976.  Box  912,  DTS,  Omaha  68101. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Certifica- 
tion examination.  Seven  cities  throughout  the  US,  Oct 
30-31,  1976.  Dr.  Nicholas  J Pisacano,  Exec  Dir-Sec,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington,  Ky  40606. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lanta, Oct  24-28,  1976.  911  Busse  Highway,  Park  Ridge, 
III  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS. 
New  Orleans,  Oct  12-14,  1976.  241  E Saginaw,  E Lansing, 
Mich  48823. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY. 
Montreal,  Oct  24-30,  1976.  299  Broadway,  New  York 
10007. 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct 
11-16,  1976.  66  E Erie  St,  Chicago  60611. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Bal 
Harbour,  Fla,  Oct  6-9,  1976.  20  S Quaker  Lane,  Alex- 
andria, Va  22313. 
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AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY, 
Chicago,  October,  1976.  636  N Dearborn  St,  Chicago, 
60610. 

■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Aus- 
tin, Lakeway  World  of  Tennis,  Oct  16-23,  1976.  Box  13. 
Alton,  111  62002, 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  De- 
troit, Oct  6-10,  1976.  9660  Rockville  Pike,  Bethesda,  Md 
20014. 


AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  New 
Orleans,  Oct  7-10,  1976.  Box  708,  Kent.  Ohio  44240. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct  9-13,  1976.  616  Busse  Hwy,  Park  Ridge, 
III  60068. 


AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Los  Angeles,  Oct  16-22,  1976.  2100  W Harrison  St, 
Chicago  60612. 


■ AMERICAN  SOCIETY  FOR  MICROBIOLOGY,  Austin, 
Oct  6-8,  1976.  1913  I St,  NW,  Washington,  DC  20006. 


ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA.  Washington.  DC,  Oct  11-13, 
1976.  200  Berkeley  St,  Boston  02117. 

■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Oct  31-Nov  4,  1976. 
10606  Concord  St,  Kensington,  Md  20796. 

GERONTOLOGICAL  SOCIETY,  New  York,  Oct  13-17, 
1976.  1 Dupont  Circle,  Ste  620,  Washington,  DC  20036. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY,  Wash- 
ington, DC,  Oct  17-23,  1976.  c/o  Dept  of  Pathology,  Uni- 
versity of  Indiana  Medical  Center,  Indianapolis  46202. 

INTERNATIONAL  ASSOCIATION  OF  SOCIAL  PSY- 
CHIATRY, Yugoslavia,  October,  1976.  Dr.  John  J Carle- 
ton,  2323  Oak  Lane,  Santa  Barbara,  Calif  93106. 

INTERNATIONAL  CONGRESS  OF  ALLERGOLOGY. 
Buenos  Aires,  October,  1976.  Dr.  LL  Henderson,  Sec 
Gen,  Mayo  Clinic,  Rochester,  Minn  66901. 

INTERNATIONAL  FEDERATION  OF  GYNECOLOGY 
& OBSTETRICS,  Mexico  City,  October,  1976.  Av  Baja 
California  317-301,  Mexico  11  DF. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY, 
Amarillo,  Oct  2,  1976.  Box  3276,  Amarillo  79106. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, Oct  17-19,  1976.  Donald  C Jackson,  Exec  Dir,  1906 
N Lamar  Blvd,  Austin  78706. 

WORLD  MEDICAL  ASSEMBLY,  Sao  Paulo,  Brazil,  Oct 
24-30,  1976.  DOC/Associacao  Medica  Brasileira,  Au,  Pau- 
lista  1169/3-314/316,  01311  Sao  Paulo,  Brazil. 


NOVEMBER 


AMERICAN  ACADEMY  OF  MAXILLOFACIAL  PROS- 
THETICS, San  Diego.  Calif,  Nov  8-10,  1976.  110  S Jerge 
Dr,  Elma,  NY  14069. 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Newton,  Mass,  Nov  8-12,  1976,  430  N Michigan 
Ave,  Chicago  60611. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  San  Diego,  Calif,  Nov  7-12, 
1976.  30  N Michigan  Ave,  Ste  922,  Chicago  60602. 

AMERICAN  ASSOCIATION  FOR  CONICAL  IMMU- 
NOLOGY AND  ALLERGY,  Tucson,  Ariz,  Nov  28-Dec  2, 
1976.  Box  912,  Omaha  68101. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THER- 
APY, Miami  Beach,  Fla,  Nov  6-10,  1976.  Robert  R Weila- 
cher.  Exec  Dir,  7411  Hines  Place,  Dallas  76236. 

AMERICAN  BOARD  OF  PATHOLOGY,  Chicago,  Nov 
18-20,  1976.  1820  Exchange  Natl  Bank  Bldg,  610  N Flori- 
da Ave,  Tampa,  Fla  33602. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, San  Diego,  Calif,  Nov  7-12,  1976.  30  N Michigan 
Ave,  Ste  922,  Chicago  60602. 

AMERICAN  HEART  ASSOCIATION,  Miami  Beach,  Fla, 
Nov  16-19,  1976.  44  E 23rd  St,  New  York  10010. 

■ AMERICAN  SOCIETY  OF  CYTOLOGY,  Houston,  Nov 
3-6,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health  Sci- 
ences Center,  130  S Ninth  St,  Suite  1006,  Philadelphia 
19107. 

■ MD  ANDERSON  HOSPITAL  AND  TUMOR  INSTI- 
TUTE, Houston,  Nov  11-12,  1976.  Stephen  C Stuyck  or 
Dr.  Margaret  Davis,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston  77030. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK. 
New  York,  Nov  7-11,  1976.  420  Lakeville  Rd,  Lake  Suc- 
cess, NY  11040. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Guadalajara,  Mexico,  November,  1976.  c/o 
Virginia  Bryant,  333  W Thomas  Rd,  Phoenix,  Ariz  86013. 

MEDICAL  SOCIETY  OF  VIRGINIA,  Williamsburg,  Va. 
Nov  4-7,  1976.  4206  Dover  Rd,  Richmond,  Va  23221. 

NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH, 
Philadelphia,  Nov  16-19,  1976.  1800  N Kent  St,  Arlington, 
Va  22209. 

NATIONAL  EYE  RESEARCH  FOUNDATION,  Las 
Vegas,  Nev,  Nov  7-11,  1976.  18  S Michigan  Ave,  Chicago 
60603. 

NATIONAL  KIDNEY  FOUNDATION,  Washington,  DC, 
Nov  17-21,  1976.  116  E 27th  St,  New  York  10016. 

NEW  YORK  STATE  SOCIETY  OF  DERMATOLOGY, 
New  York,  Nov  8,  1976.  420  Lexington  Ave,  Ste  443, 
New  York  10017, 

NEW  YORK  STATE  SOCIETY  OF  INTERNAL  MEDI- 
CINE, New  York,  Nov  10.  1976.  420  Lexington  Ave,  Ste 
443,  New  York  10017. 

PAN  AMERICAN  ASSOCIATION  OF  OTO-RHINO- 
LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY, 
New  Orleans,  Nov  7-11,  1976.  10921  Wilshire  Blvd,  Los 
Angeles  90024. 

PENNSYLVANIA  MEDICAL  SOCIETY,  Hershey,  Pa, 
Nov  3-6,  1976.  20  Erford  Rd,  Lemoyne,  Pa  17043. 

PUERTO  RICO  MEDICAL  ASSOCIATION,  Santurce, 
PR,  Nov  16-20,  1976.  1306  Fernandez  Juncos  Ave,  Box 
9387,  Santurce,  PR  00908. 
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RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA,  Chi- 
cage,  Nov  28-Dec  3.  1976.  1 MONY  Plaza.  IBth  Floor, 
Syracuse,  NY  13202. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov  8-11,  1976.  2601  Highland  Ave,  Birmingham,  Ala 
36206. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Dele- 
gates, Austin,  Nov  6-7,  1976.  C Lincoln  Williston,  Exec 
Dir,  1801  N Lamar  Blvd,  Austin  78701. 


DECEMBER 


AMERICAN  MEDICAL  ASSOCIATION,  Philadelphia, 
Dec  4-8,  1976.  636  N Dearborn  St,  Chicago  60610. 

AMERIC-4.N  SOCIETY  OF  HEMATOLOGY,  Boston,  Dec 
3-6,  1976.  Dr.  Thomas  Bradley,  Sec,  Veterans  Admin- 
istration Hospital,  4160  Clement  St,  San  Francisco 
94121. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Las 
Vegas,  Nev,  Dec  12-16,  1976,  1616  N Lake  Shore  Dr, 
Chicago  60610. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  2-4,  1976.  Dr.  Reuben  H Adams,  Pres,  3630  Noble 
Ave,  Dallas  76204. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Puerto  Vallarta,  Mexico,  Nov  10-13,  1976. 
Mrs.  Virginia  E Bryant,  Exec  Sec,  333  W Thomas  Rd, 
Suite  207,  Phoenix,  Ariz  86013. 


JANUARY,  1977 


AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Hollywood,  Fla,  Jan  30-Feb  6, 
1977.  Virginia  Kendall,  Sec,  30  N Michigan  Ave,  Chicago 
60602. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  OPH- 
THALMOLOGY, Hollywood  Fla,  Jan  30-Feb  6,  1977.  Dr. 
John  Bellows,  Sec,  30  N Michigan  Ave,  Chicago  60602. 
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500341 


One  contains  aspirn. 
One  doesn’t; 


Darvocet-N"’  100 

100  mg.  propoxyphene  nopsylote 
and  650  mg.  acetaminophen 


Darvon^ 

Compound-65 

65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin, 
and  32.4  mg.  caffeine 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company,  Inc.,  Indianapolis,  Indiana  46206 
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Genitourinary  trauma 


C.  Eugene  Carlton,  Jr.,  MD 

Successful  repair  of  injuries  to  the  geni- 
tourinary tract  is  dependent  upon  early 
diagnosis  since  the  success  rate  of  primary 
repair  decreases  with  the  passage  of  time 
and  extent  of  urinary  extravasation  and 
abscess  formation. 

I.  What  patients  should  be  suspected  of 
having  genitourinary  injury? 

A.  Any  patient  who  received  blunt  trauma 
to  the  perineum,  genitalia,  abdomen,  back, 
or  flank  and  who  evidences  hematuria  of 
any  degree,  decreasing  urinary  output,  un- 
explained abdominal  tenderness,  mass,  or 
paralytic  ileus,  should  be  suspected  of  hav- 
ing injury  to  the  genitourinary  tract. 

B.  Any  patient  with  a penetrating  wound 
of  the  abdomen,  flank,  genitalia,  or  pelvis 
must  be  considered  to  have  genitourinary 
tract  injury  until  otherwise  indicated, 
whether  or  not  there  is  hematuria. 

C.  Any  pedestrian  who  has  been  struck  by 
a motor  vehicle  may  have  genitourinary  in- 
jury regardless  of  physical  or  laboratory 
findings  because  of  the  extremely  high  in- 
cidence of  urinary  and  renovascular  injury 
in  this  type  of  accident. 

II.  Kidney  Injuries: 

A.  Mechanism  of  Injury:  Most  onen  rhe 
kidney  is  injured  by  blunttrauma  applied 
over  the  upper  abdomen  or  posterior  chest. 
Injuries  to  the  renal  artery  with  resultant 
subintimal  dissection  and  thrombosis  most 
often  result  from  contrecoup  damage  in 
auto-pedestrian  accidents. 

B.  Diagnostic  Studies: 

1.  Excretory  Urogram: 

a.  Indications: 

(1)  Blunt  abdominal  trauma  with 


any  degree  of  hematuria 

(2)  Auto-pedestrian  injury 

(3)  Unexplained  ileus  or  abdomin- 
al pain 

(4)  All  penetrating  wounds 

(5)  Patient  with  fracture  of  the 
lower  ribs  or  the  transverse  pro- 
cesses of  the  lumbar  vertebrae 

(6)  Patientwith  flank  mass  or 
costovertebral  angle  tenderness 

b.  High  dose  infusion  technique: 

(1  cc  contrast  medium  per  pound  of 
body  weight)  should  be  used  because 
of  decreased  excretion  during  or  fol- 
lowing shock.  When  available,  tomo- 
graphy should  be  used  routinely  with 
the  infusion  intravenous  pyelogram 
to  demonstrate  parenchymal  lacera- 
tions of  the  kidney  which  might  not  be 
apparent  on  the  conventional 
program. 

c.  Diagnostic  Findings  (Fig  1): 

(1)  Negative  shadow  within  paren- 
chyma ortomography  indicating 
parenchymal  laceration 

(2)  Extravasation  of  contrast 
media 

(3)  Obliteration  of  psoas  shadow 

(4)  Lumbar  scoliosis  away  from  in- 
jured kidney 

2.  Retrograde  pyelograms  are  useful  in 
delineating  injury  to  the  collecting  sys- 
tem, but  they  are  less  accurate  than  ex- 
cretory tomography  or  renal  angiogra- 
phy in  demonstrating  parenchymal  in- 
jury. While  retrograde  pyelograms  have 
been  unpopular  in  the  past,  they  are  use- 
ful adjuncts  and  should  be  made 
without  hesitation  when  needed. 

3.  Renal  Angiography: 
a.  Indications: 

(1)  Inadequate  parenchymal  de- 
lineation with  nephrotomography 

(2)  Suspicion  of  renal  arterial  in- 
jury (failure  of  excretion  on  excre- 
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tory  study)  unilateral  traumatic 
thrombosis  of  the  renal  artery  will 
be  discovered  only  if  angiography 
is  used  routinely  in  instances  when 
the  kidney  does  not  excrete  con- 
trast media  on  an  excretory  study. 
Early  diagnosis  is  of  paramount 
importance. 

b.  Technique:  The transfemoral 
route  is  preferred  because  superior 
pictures  can  be  obtained,  and  the  in- 
jured patient  does  not  have  to  be 
moved  and  manipulated.  A “flush 
shot”  of  the  aorta  to  delineate  the 
celiac  axis  outflow  should  be  obtain- 
ed, as  this  may  demonstrate  injuryto 
the  liver  or  spleen.  In  addition,  all  ac- 
cessory renal  vessels  can  be  identi- 
fied, making  any  subsequent  opera- 
tion easier.  Selective  renal  arterio- 
grams can  then  be  done  if  needed. 

c.  Diagnostic  Findings:  Positivefind- 
ings  of  intimal  thrombosis,  vascular 
disruption,  and  parenchymal  lacera- 
tion are  demonstrated  in  Fig  2. 

1.  Positive  findings  on  excretoiy  urogram 
indicative  of  renal  injury:  absence  of  the  psoas 
shadow,  absence  of  diminishment  of  the  renal 
shadow,  lumbar  scoliosis  away  from  the  site 
of  injuiy,  and  extravasation  of  contrast  medium. 


ScoHoeis 


C.  Treatment  of  Renal  Injury: 

1.  Surgical  Treatment: 
a.  Indications: 

(1)  Penetrating  renal  injuries: 
85%  are  associated  with  signifi- 
cant injuryto  intraperitoneal 
viscera. 

(2)  Nonpenetrating  renal  injuries: 
In  past  years  there  has  been  a jus- 
tified hesitancy  to  perform  explora- 
tory surgery  in  such  patients  be- 
cause techniques  to  control  hemor- 
rhage had  not  been  perfected.  At 
present,  hemorrhage  can  be  con- 

2.  Diagrammatic  representation  of  positive 
angiographic  findings  in  renal  trauma.  Right: 
triangular  filling  defect  indicative  of  renal 
parenchymal  laceration.  Left:  traumatic  throm- 
bosis secondary  to  intimal  laceration  of  the 
left  renal  arteiy. 
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trolled  and  the  need  to  remove  a 
kidney  solely  for  the  control  of 
hemorrhage  occurs  rarely.  A num- 
ber of  kidneys  will,  of  course,  have 
to  be  removed  because  the  extent 
of  renal  injury  precludes  healing 
and  a functioningorgan.  Explora- 
tion of  the  injured  kidney  is  a safe 
procedure  and  should  be  carried 
out  without  hesitation.  This  is  es- 
pecially true  of  major  intrarenal 
vessels  or  when  the  collecting  sys- 
tem is  involved.  Such  injuries 
usually  will  be  manifested  by  one 
ora  combination  of  the  following: 

(a)  A period  of  hypotension  or 
the  need  to  support  blood 
pressure 

(b)  Flank  mass  ortenderness 

(c)  Evidence  of  significant 
hemorrhage  or  disruption  of 
parenchyma  on  the  angiogram 
or  nephrotomogram 

3.  Surgical  approach  to  the  injured  kidney. 
Exposure  of  the  abdominal  aorta  and  left  renal 
vein  through  an  incision  in  the  posterior  parietal 
peritoneum.  Application  of  noncrushing  vascular 


(d)  Occlusion  of  the  renal  artery 
on  the  arteriogram 

(e)  Significant  extravasation  on 
the  intravenous  pyelogram 

(f)  Evidence  of  extrarenal  col- 
lection of  blood  or  urine  on  the 
intravenous  pyelogram  or  kid- 
neys-ureters-bladder  film 

b.  Technique:  Figs 3-6 
2.  Nonoperative  Treatment: 

a.  Indications:  Minor  cortical  lacera- 
tions and  renal  contusions  not  asso- 
ciated with  significant  bleeding 

b.  Regimen: 

(1)  Strict  bed  rest  for  a minimum 
of  ten  days  to  decrease  the  possi- 
bility of  secondary  hemorrhage 

(2)  Antibiotics  to  prevent  infection 
of  the  perirenal  hematoma  with 
formation  of  perinephric  abscess 

(3)  Observations  for  signs  of  fail- 
ure of  conservative  treatment: 

(a)  Temperature  elevation, 

clamps  to  the  appropriate  renal  artery  and  vein. 
Mobilization  of  the  injured  kidney  and  release 
of  the  perirenal  tamponade  only  after  vascular 
control. 


Rt.  renal  V 


Aopfcj 


^ it- 

Hematoma 
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4.  Technique  of  repair  of  simple  renal  lacera- 
tion. (a)  Watertight  closure  of  the  collecting 
system  following  adequate  debridement  of 
injured  tissue,  (b)  Suture  ligation  of  all  visible 
bleeding  vessels,  (c)  Reapproximation  of  the 
renal  cortex  and  capsule,  (d)  Penrose  drain 
pyelostomy  or  evacuation  of  blood  clots  where 
there  has  been  extensive  hematuria. 


5.  Technique  of  repair  of  extensive  parenchymal 
defects  where  primary  closure  is  not  feasible. 

(a)  Placement  of  live  fat  to  obliterate  dead 
space,  (b)  Reestablishment  of  capsular  integrity 
with  a free  graft  of  peritoneum. 


6.  Surgical  technique  for  treatment  of  extensive  closure  of  collecting  system,  (c,  d)  A Iternate 

renal  polar  injury,  (a)  Guillotine  amputation  of  methods  of  reestablishing  capsular  integrity, 

injured  tissue,  (b)  Suture  hemostasis  and  primary 


Omental  orpar'anenal 
fat  ujilK  blood  supply 
laid  into  defect 
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signs  of  perirenal  infection 

(b)  Secondary  hemorrhage  (ex- 
pandingflank  mass,  anemia, 
tachycardia,  etc) 

(c)  Intravenous  pyelogram  prior 
to  discharge 

(d)  Patient  must  be  observed 
for  several  weeks  to  exclude 
hypertension  of  renal  origin  sec- 
ondary to  perirenal  fibrosis,  or 
vascular  injury  resulting  in  renal 
ischemia. 

III.  Ureteral  Injury:  Ureteral  injuries  of  sur- 
gical etiology  are  decreasing  as  surgical 
proficiency  increases.  Ureteral  injuries 
secondary  to  external  violence,  however, 
are  increasing  parallel  tothe  overall  in- 
crease in  incidence  of  body  trauma,  and 
usually  manifest  themselves  as  intraperi- 
toneal  irritation.  The  ureters  may  be  injur- 
ed by  penetration  of  a foreign  body,  or  oc- 
casionally they  may  be  avulsed  by  the  con- 
trecoup  effect. 

A.  Diagnosis:  Extravasation,  when  seen  on 
excretory  urography,  is  suggestive  of  in- 
jury. However,  ureteral  injury  can  be  pre- 
sent and  the  intravenous  pyelogram  nor- 
mal. If  the  intravenous  pyelogram  is  nor- 
mal and  ureteral  injury  is  suspected,  a re- 
trograde or  bulb  pyelogram  should  be 
made. 

B.  Principlesof  Treatment:  Figs  7,  8 

IV.  Bladder  and  Prostatic  Urethral  Injury 
(Fig9): 

A.  Mechanisms  of  Injury: 

1.  The  bladder,  in  its  empty  or  near- 
empty  state,  is  located  deep  in  the  bony 
pelvis  and  is  resistant  to  injury.  The  dis- 
tended bladder,  however,  is  easily  rup- 
tured. In  most  instances,  rupture  of  the 


7.  Technique  of  repair  of  injured  ureter.  Spatu- 
lation  of  opposing  surfaces  of  the  ureter  after 
debridement  of  injured  tissue.  Meticulous  water- 
tight closure  of  the  ureter  employing  5-0 
chromic  catgut. 


8.  A Iternate  techniques  of  placement  of  stent- 
ing ureteral  catheters  where  urethral  tension, 
infection,  or  other  factors  might  result  in  failure 
of  primary  healing. 
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9.  (a)  Typical  location  of  hematoma  and 
urinary  extravasation  in  injuries  to  the  extra- 
peritoneal  portion  of  the  bladder  or  prostatic 


urethra,  (b)  Typical  route  of  urinary  extravasa- 
tion and  blood  collection  with  injury  to  the 
urethra  distal  to  the  urogenital  diaphragm. 


10.  Typical  mecharrism  of  injury  to  the  urethra  applied  to  the  urethra  as  the  pelvic  girdle  is 

at  the  junction  of  the  prostatic  apex  and  the  fractured, 

mernbrarrous  urethra.  Note  the  shearing  force 
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urinary  bladder  occurs  when  it  is  dis- 
tended, and  usually  results  from  the 
bladder’s  striking  a steering  wheel  dur- 
ing deceleration  in  an  automobile 
accident. 

2.  Prostatomembranous  Urethra:  Al- 
most invariably,  this  injury  is  caused  by 
the  shearing  effect  at  the  rigid  attach- 
ment of  the  apex  of  the  prostate  to  the 
membranous  urethra  in  association  with 
fracture  of  the  bony  pelvis.  Rarely,  this 
injury  may  result  from  severe  straddle 
trauma  (Fig  10). 

B.  Diagnostic  Studies: 

1.  Physical  Examination: 

a.  Ruptured  Bladder:  Board-like 
rigidity  of  the  abdomen,  with  hypo- 
tension and  inability  to  urinate,  is 
frequently  seen. 

b.  Prostatic  Urethra:  The  signs  of  the 
ruptured  bladder,  plus  fluctuation  in 
the  area  of  the  prostate  on  rectal  ex- 
amination due  to  a collection  of  blood 
or  urine  in  this  area,  are  frequently 
noted.  With  complete  severance  of 
the  prostatic  urethra,  there  is  striking 
absence  or  displacement  of  the 
prostate  on  rectal  palpation  (Fig  11). 

2.  Radiographic  Study:  The  two  most 
important  radiographic  studies  are  the 
retrograde  urethrogram  and  the  retro- 
grade cystogram.  Too  often,  adequate 
delineation  of  the  urethra  is  missed  be- 
cause of  the  hasty  insertion  of  a urethral 
catheter,  which  may  bypass  a significant 
urethral  laceration.  The  retrograde  ure- 
throgram is  an  innocuous  and  easily  per- 
formed study  in  trained  hands,  and 
should  be  carried  out  any  time  vesical 
or  urethral  injury  is  even  slightly  sus- 
pected. This  study  is  obtained  by  plac- 
ingthe  patient  in  the  oblique  position  on 
the  x-ray  table,  and  gently  and  slowly 
inserting  into  the  urethral  meatus  30  cc 


11.  Rectal-digital  findings  with  complete  lacera- 
tion of  the  prostatic  urethra.  There  is  striking 
absence  of  the  prostate  to  palpation,  and  a bal- 
loon-like consistency  of  the  pelvic  hematoma. 


12.  The  technique  of  retrograde  urethrography. 
The  tip  of  a large  syringe  is  impacted  into  the 
urethral  meatus  and  viscous  contrast  media 
injected  in  a retrograde  manner. 
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of  viscous  contrast  medium  (Fig  12). 
Regular  intravenous  pyelography  media 
alone  or  mixed  with  an  equal  amount  of 
water  or  water-soluble  surgical  lubricant 
serves  this  purpose  well. 

If  retrograde  urethrography  reveals 
no  urethral  injury,  vesical  injury  can  be 
evaluated  by  means  of  retrograde  cysto- 
graphy. The  patient’s  meatus  is  prepar- 
ed with  a suitable  antiseptic  solution, 
and  the  penis  is  isolated  by  sterile 
drapes.  A #14  or  #16  Foley  catheter  is 
introduced  with  sterile  forceps  or  by 
using  sterile  gloves  (Fig  13). 

It  is  important  that  the  catheter  not 
be  forced,  and  it  must  be  remembered 
that  if  there  is  prostatic,  urethral,  or 
vesical  laceration,  the  catheter  may  pass 
from  the  urinary  tract  into  extravesical 
tissue  planes  or  the  peritoneal  cavity. 

The  bladder  is  filled  with  a contrast 
medium  (a  10%  solution  of  intravenous 
pyelography  media  is  excellent)  under 
gravity  by  inserting  the  barrel  of  an 
Asepto  syringe  into  the  end  of  the  Foley 
catheter  and  pouring  contrast  medium 
into  the  syringe  which  is  held  as  high 
above  the  patient  as  the  Foley  catheter 
will  permit  until  the  flow  stops  or  the 
patient  complains  of  a full  bladder  (Fig 
14).  An  anteroposterior  x-ray  is  obtain- 
ed, the  contrast  medium  is  drained  from 
the  bladder,  and  a second  anteroposteri- 
or x-ray  is  obtained  immediately  to 
demonstrate  any  dye  which  might  have 
extravasated  anteriorly  or  posteriorly. 

C.  Treatment: 

1.  Bladder  (Fig  15):  Prompt  diagnosis 
and  surgical  treatment  of  ruptured  blad- 
der is  especially  important,  as  the  mor- 
tality rises  rapidly  with  delay  in  surgery. 

2.  Prostatic  Urethra  (Fig  16): 

(a)  Primary  anastomosis  of  severed 

urethral  margins  is  preferred  and 


13.  Simple  technique  of  sterile  catheterization- 
After  preparation  and  draping  of  the  genitalia, 
a catheter  is  introduced  with  a sterile  forceps. 

14.  Technique  of  retrograde  cystography. 
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should  be  done  when  possible. 

(b)  Vest  sutures  are  carried  from  the 
apexof  the  prostatic  urethra  through 
to  the  perineum  where  primary  su- 
turing is  not  possible. 

(c)  Foley  catheter  is  placed  under 
slight  traction  for  24  hours  and  left 
indwellingfor  14to45  days  depend- 
ing on  how  soon  the  surgeon  feels 
healing  may  have  occurred. 

(d)  Diversion  of  urine  always  should 
be  accomplished  by  suprapubic  cy- 
stostomy  in  the  male  because  the 
urethral  catheter  may  become  dis- 
lodged accidentally,  or  its  removal 
may  be  dictated  by  the  onset  of 
urethritis.  In  the  female,  a urethral 
catheter  is  the  only  form  of  diversion 
usually  required. 

(e)  Adequate  evacuation  of  hema- 
toma and  bone  fragments  and  pro- 
longed extra  peritoneal  drainage  of 
the  perivesical  space  is  necessary. 

(f)  Simple  suprapubic  cystostomy 
can  be  done  by  the  nonurologist,  with 


16.  Diagrammatic  representation  of  technique 
oj  repair  oj  prostatic  urethra  with  illustration 
of  primary  approximation  and  placement  of 
vest  perineal  traction  sutures. 


15.  Technique  of  debridement  and  repair  of  ruptured  bladder. 


Bordpns  of 
tear  debnded 
before  closure 
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17.  The  injured  urethra  is  mobilized  from  the  debrided,  spatulated,  and  closed  in  a watertight 

corpora  cavernosa.  The  injured  ends  are  fashion. 


18.  Repair  of  the  amputated  penis.  Corporal  sutures.  A new  spatulated  urethral  meatus  is 

bodies  are  oversewn  with  horizontal  mattress  created  as  demonstrated. 
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20.  Expectant  treatment  where  remnant  of 
scrotum  remains.  With  total  avulsion  of  the 
scrotum,  the  testes  are  implanted  into  the  medial 
aspect  of  the  thigh. 


repair  of  the  laceration  later  by  a 
urologist.  However,  primary  repair  is 
preferred  if  there  is  a urologic  sur- 
geon available. 

V.  Anterior  Urethra: 

A.  Mechanism  of  Injury:  Usually  straddle 
injury 

B.  Diagnosis: 

1.  Physical  examination 

2.  Urethrography 

3.  Panendoscopy 

C.  Treatment:  Exploratory  surgery  should 
be  performed,  and  all  but  the  most  minor 


19.  Debridement  and  repair  of  laceration  of  the  corpus  cavernosum. 
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puncture  wounds  of  the  urethra  should  be 
treated  with  primary  excision  and  repairto 
obviate  dense  fibrosis  and  stricture  result- 
ing from  nonsurgical  treatment  of  urethral 
laceration.  The  principles  of  treatment  in- 
clude (Fig  17): 

1.  Precise  delineation  of  the  location 
and  extent  of  injury  by  urethrography 
and  urethroscopy 

2.  Wide  mobilization  of  the  urethra 
from  the  cavernous  bodies  allowing  de- 
bridement and  reanastomosis  under  no 
tension 

3.  Spatulated,  watertight  reanastomo- 
sis 

21.  Excision  of  devitalized  seminiferous  tubules 
and  primary  reapproximation  of  tunica  albuginea. 


4.  Adequate  periurethral  space 
drainage 

5.  Proximal  urinary  diversion  (supra- 
pubic cystostomy)  only  if  primary  heal- 
ing is  not  expected  or  watertight  anas- 
tomosis is  not  obtained.  If  watertight 
anastomosis  is  obtained  and  primary 
healing  anticipated,  a Foley  catheter  is 
employed  for  24  to  48  hou  rs. 

D.  Nonoperative  Treatment: 

1.  Indications:  Contusion  orvery  minor 
puncture-type  wounds  or  nicks  of  the 
urethra 

2.  Regimen:  Antibiotics  alone,  or  inci- 
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Sion  and  drainage  of  periurethral  hema- 
toma with  antibiotic  therapy:  Foley 
catheter  for  seven  to  ten  days  or  until 
external  tract  is  healed 

VI.  Penis; 

A.  Amputation:  Fig  18 

B.  Fracture  or  Laceration  of  Corpus 
Cavernosum:  Fig  19 

C.  Avulsion  of  Penile  and  Scrotal  Skin: 

1.  Initial  Care:  There  should  be  minimal 
debridement  of  skin  in  orderto  leave  all 
possible  tissue  and  reduce  secondary 
grafting.  Scrotal  skin  will  regenerate  if 
any  remnant  is  left  intact. 

2.  Definitive  Care:  When  any  remnant 
of  scrotal  skin  remains  intact,  scrotal 
regeneration  usually  will  occur,  and  dur- 

22. (a)  Cephalad  displacement  and  lateral  rota- 
tion of  the  testis  with  torsion  of  the  spermatic 
cord.  Technique  of  infiltration  of  the  cord  with 
local  anesthetic  is  illustrated,  (b)  Technique  of 


ing  this  time  simple  topical  care  of  the 
granulating  surface  should  be  carried 
out.  Grafting  of  penile  skin  with  split- 
thickness graft  should  be  accomplished 
at  an  appropriate  time.  Skin  grafts  over 
the  testes  usually  are  unsatisfactory. 
When  spontaneous  regrowth  of  scrotal 
skin  does  not  occur,  the  most  satisfac- 
tory management  of  the  testis  is  im- 
plantation into  the  subcutaneous  tissue 
of  the  medial  aspect  of  the  thigh  (Fig 
20). 

VII.  Testis: 

A.  Mechanism  of  Injury 

B.  Principles  of  Surgical  T reatment: 

1.  Any  laceration  of  the  tunica  albu- 
ginea of  the  testis  should  be  treated  by 
debridement  and  primary  repairtoob- 

nonoperative  reduction  of  torsion  of  the  sper- 
matic cord,  (c)  Definitive  surgical  correction  of 
the  congenital  deformity  allowing  torsion  of  the 
spermatic  cord. 
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viate  secondary  hemorrhage,  infection, 
and  necrosis.  Any  viable  part  of  the  tes- 
tis should  be  preserved  for  possible 
hormone  production.  The  tunica  vagin- 
alis should  be  excised  to  prevent 
hydrocele. 

2.  Technique  (Fig  21):  Devitalized 
seminiferous  tubules  or  seminiferous 
tubules  which  cannot  be  covered  by  tuni- 
ca albuginea  should  be  excised,  and 
hemostasis  must  be  obtained.  The  tuni- 
ca albuginea  can  be  closed  with  a con- 
tinuous suture  of  4-0  chromic  catgut. 

C.  Nonoperative  Regimen: 

1.  Indications:  Testicular  contusion 

2.  Technique:  Bed  rest,  elevation,  anti- 
biotics, and  ice  packs  duringthe  first  24 
hours 

D.  Torsion: 

1.  Appendages:  The  diagnosis  is  to  be 
considered  in  any  patient  with  sudden 
onset  of  scrotal  pain.  The  strangulated 
appendage  may  be  demonstrated  by 
thorough,  gentle  palpation  of  the  scrotal 
contents  and  by  the  demonstration  of  a 
small,  bluish,  tender  mass,  usually  atthe 
upper  pole  of  the  testis  or  epididymis. 
The  treatment  is  surgical  excision. 

2.  Spermatic  Cord:  The  absence  of  fixa- 
tion of  the  testis  to  the  inferior  aspect  of 
the  scrotum  provides  the  potential  for 
torsion  of  the  testis  on  its  spermatic 
cord.  The  incidence  of  bilaterality  of  this 
defect  is  30  % . Diagnosis  is  suggested 
by  sudden  onset  of  scrotal  pain,  with  or 
without  coincident  trauma.  It  may  occur 
at  night  during  bed  rest. 

The  testis  lies  horizontal  and  is  re- 
tracted superiorly.  In  any  patient  in 
whom  this  diagnosis  is  entertained  (even 
if  epididymitis  seems  to  be  more  likely), 
infiltration  of  the  spermatic  cord  at  the 
level  of  the  external  ring  should  becar- 
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ried  out  with  1 % Xylocaine  to  allow 
careful  palpation  of  the  spermatic  cord 
and  scrotal  contents  (Fig  22a).  Most  tor- 
sions of  the  spermatic  cord  of  recent 
origin  can,  after  infiltration  of  the  sper- 
matic cord,  be  reduced  by  stripping  the 
spermatic  cord  between  the  thumb  and 
forefinger  inferiorly  from  a point  above 
the  location  of  the  torsion  (Fig  22b). 
Definitive  treatment  is  surgical  explora- 
tion of  the  scrotum,  excision  of  the  tuni- 
ca vaginalis,  and  suture  fixation  of  the 
tunica  albuginea  of  the  testis  to  the  in- 
ferior aspect  of  the  scrotum  (Fig  22c). 
This  must  be  done  bilaterally  because  of 
the  high  incidence  of  bilateral  torsion. 


Dr.  Carlton,  Division  of  Urology,  Baylor  College 
of  Medicine,  Houston,  TX  77030. 
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Artist's  interpretation  in  bas-relief  of 
external  hemorrhoids,  postoperative  anorectal 
wounds  and  anal  dermatitis. 
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THERE AREA 
LOTOP  PEOPLE 
GETTING  BETWEEN 
WUANDWUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  fumres. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Skin  grafting:  fallacies  and  facts 


Melvin  Spira,  MD,  DDS;  Alfred  I.  Blue,  MD 

A skin  graft  consists  of  epidermis  and 
dermis  cut  from  a donor  site  and  trans- 
ferred, as  a free  graft,  to  a recipient  site. 
Grafts  are  classified  as  split-thickness 
grafts,  which  consist  of  epidermis  and  up- 
per dermis,  or  as  full-thickness  grafts, 
which  include  the  epidermis  and  all  of  the 
dermis.  While  skin  grafts  may  be  precisely 
defined,  the  art  of  skin  grafting  is  not  as 
exact.  Duringthe  past  century,  many  di- 
verse techniques  have  been  described, 
leading  to  an  even  larger  number  of  modifi- 
cations. There  exists  a wide  variety  of  mis- 
conceptions and  fallacies  relatingtothe 
principles  and  practices  of  skin  grafting. 
Our  thoughts  on  a few  of  the  more  common 
fallacies  are  presented  to  aid  the  surgeon 
in  deciding  when,  where,  and  howto  em- 
ploy autogenous  skin  grafts. 

1.  Fallacy:  Thinner  skin  grafts  always 
have  a better  chance  of  taking  than  do 
thicker  grafts. 

Fact:  Whilethis  may  betrue  in  an  un- 
contaminated surgical  wound  and  over 
sites  such  as  cancellous  bone,  split-thick- 
ness skin  grafts  must  include  a moderate 
amount  of  dermis  if  they  are  to  survive.  In 
a granulating  wound,  exudation  directly 
proportional  to  the  degree  of  quantitative 
bacterial  contamination  autolyzesthe 
dermis  until  a true  capillary  circulation  is 
established.  If  there  is  insufficient  dermis 
in  a thin  graft  to  survive  through  the  stage 
of  plasmatic  circulation,  inosculation,  and 
the  development  of  the  capillary  circula- 
tion, the  graft  will  necrose. 

2.  Fallacy:  Shrinkage  or  contraction  of 
a skin  graft  is  dependent  on,  and  always 
inversely  proportional  to,  its  thickness. 

Fact:  Skin  grafts  placed  directly  on 
bone,  over  bony  prominences,  or  on  a bed 


From  the  Cora  and  Webb  Mading  Department  of 
Surgery,  Division  of  Plastic  Surgery,  Baylor  Col- 
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of  musculartissue,  will  not  contract  as  will 
skin  grafts  placed  on  granulating  wounds 
over  body  surfaces  that  are  highly  mobile, 
for  example,  in  the  anterior  neck  area.  Sec- 
ondary contracture,  as  outlined  byGrabb,^ 
is  influenced  by  three  factors.  The  first  fac- 
tor involves  the  recipient  bed.  The  more 
rigid  the  recipient  bed,  the  less  the  skin 
graft  contracts.  Next  is  the  thickness  of  the 
skin  graft.  Thicker  grafts  have  somewhat 
less  tendency  to  undergo  secondary  con- 
tracture, and  full-thickness  skin  grafts 
show  the  least  degree  of  late  contracture. 
The  final  factor  relates  to  the  take  of  the 
skin  graft.  The  more  complete  the  take,  the 
less  the  contracture.  Contraction  and  per- 
ipheral epithelialization  are  involved  where 
there  is  partial  loss  of  the  skin  graft.  In 
areas  where  partial  loss  of  the  graft  occurs, 
healing  is  by  contraction  and  epithelializa- 
tion, theformerfrom  the  underlying  bed 
and  the  latter  from  surrounding  skin. 

3.  Fallacy:  One  should  avoid  using  a 
hairy  area  as  a donor  site  for  a skin  graft, 
for  fear  of  transplanting  the  hairs. 

Fact:  The  hairfolliclesare  located  in 
the  deepest  portion  of  the  reticular  layer  of 
the  dermis  or  in  the  upper  subcutaneous 
tissue  subjacent  to  the  dermis.  When  tak- 
ingan  extremely  thick  split-thickness  skin 
graft,  one  might  be  concerned  about  the 
possibility  of  transplanting  hair,  but  only 
if  the  graft  is  employed  within  a mucous- 
membrane-lined  cavity  such  as  the  mouth 
or  vagina.  Even  in  donor  sites  such  as  the 
scalp,  where  hair  growth  may  be  very  thick, 
the  follicles  invariably  lie  deep  and  below 
the  dermis.  Hair  transplantation,  even 
when  desirable,  is  almost  impossible  un- 
less one  takes  the  full  depth  of  the  skin  as 
well  as  a portion  of  the  underlying  sub- 
cutaneous tissue,  as  is  done  in  the  transfer 
of  punch  grafts  for  the  surgical  treatment 
of  baldness. 
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4.  Fallacy:  All  third-degree  burn  wounds 
should  be  treated  with  skin  grafts,  while  all 
second-degree  burn  wounds  should  be  al- 
lowed to  heal  spontaneously. 

Fact:  Small  third-degree  skin  losses 
of  less  than  1 cm  need  not  be  grafted.  Al- 
most all  deep  second-degree  burn  wounds 
should  be  considered  for  debridement  and 
grafting  when  healing  is  delayed  beyond 
three  weeks,  and  even  earlier  in  cases  in- 
volving critical  sites  such  as  the  hands.  Re- 
maining nonviable  dermis  should  be  re- 
moved and  skin  grafts  applied  ratherthan 
permit  a greatly  delayed  spontaneous  epi- 
thelialization  with  a resultant  thin,  inelastic 
integument  on  a deeply  scarred  base. 

5.  Fallacy:  Enzymatic  debriding  agents 
are  useful  in  cleaning  up  wounds  in  pre- 
paration for  skin  grafting. 

Fact:  These  agents,  which  are  expen- 
sive and  may  be  painful,  have  little  more  to 
offer  than  the  ordinary  “wet  to  dry”  dress- 
ings employing  Kerlix-moistened  saline 
gauze,  wet  every  four  hours  and  changed 
every  eight  hours. 

6.  Fallacy:  Granulation  tissue  should  be 
debrided  before  skin  grafting. 

Fact:  Flat,  firm,  red  granulation  tis- 
sue, exhibiting  minimal  exudation,  pro- 
vides a satisfactory  recipient  area  for  skin 
grafts.  Hypertrophic,  grayish  red,  soft,  fri- 
able granulation  tissue  interspersed  with 
questionably  viable  dermal  elements,  par- 
ticularly where  the  granulation  tissue  is 
long-standing,  does  not,  and  should  be 
debrided. 

7.  Fallacy:  In  certain  cases,  pinch  grafts 
should  be  employed  for  skin  graft 
coverage. 

Fact:  Pinch  grafts  mutilate  donor 
sites  and  have  no  place  in  our  surgical 
techniques.  With  the  advent  of  the  battery- 
driven  small  surgical  dermatome,  which 
has  a disposable  head,  a medium  split- 


thickness skin  graft  may  be  taken  accu- 
rately and  rapidly  using  local  anesthesia. 

8.  Fallacy:  Great  experience  is  neces- 
sary to  take  a large  split-thickness  skin 
graft. 

Fact:  With  the  advent  of  the  Padgett 
Hood  dermatome,  subsequent  introduction 
of  the  electric  dermatome,  and  most  re- 
cently the  utilization  of  the  air-powered 
dermatome,  the  taking  of  a skin  graft  of 
adequate  size  and  desired  thickness  re- 
quires little  experience. 

9.  Fallacy:  Parenteral  antibiotic  therapy 
always  should  be  employed  when  grafting 
skin  onto  granulating,  contaminated 
wounds. 

Fact:  Except  when  dealing  with  strep- 
tococcal contamination  of  a burn  wound,  in 
which  case  penicillin  is  administered  pa- 
renterally,  such  antibiotics  have  little  place 
or  effectiveness  in  reducing  either  quanti- 
tative or  qualitative  bacterial  count  in  gran- 
ulating wounds. 

10.  Fallacy:  It  requires  an  experienced 
surgeon  to  determine  when  a wound  is 
ready  for  skin  grafting. 

Fact:  The  presence  of  flat,  red,  firm 
granulation  tissue  surrounded  by  a thin 
pellicle  of  peripheral  epithelialization  and 
ingrowth  of  adjacent  peripheral  skin  indi- 
cates, even  to  the  neophyte,  that  the  wound 
is  ready  and  demands  skin  graft  coverage. 

11.  Fallacy:  Skin  grafts  must  betaken 
and  applied  in  the  operating  room  under 
sterile  conditions. 

Fact:  Sterile  conditions  are  not  neces- 
sary for  successful  skin  grafting.  Smaller 
grafts  may  betaken  and  successfully  ap- 
plied in  the  emergency  room,  in  the  office, 
or  even  at  the  bedsides  of  some  patients. 
The  only  real  problem  involves  contamina- 
tion and  possible  infection  in  the  donor 
site.  Where  the  graft  has  already  been  tak- 
en and  stored  in  a refrigerator,  it  certainly 
can  be  applied  at  the  bedside. 
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12.  Fallacy:  The  best  place  to  store  skin 
is  in  a refrigerator  at  normal  refrigerator 
temperature  of  4 C (39.2  F). 

Fact:  The  best  place  to  store  skin  is  in 
the  patient’s  own  donor  site.  Skin  so  stored 
may  be  removed  relatively  painlessly  with- 
in the  first  week.  These  grafts,  used  on  a 
suitable  recipient  site,  evidence  a better 
take  than  conventionally  stored  skin  grafts. 
The  next  best  place  is  in  a refrigerator. 

13.  Fallacy:  The  patient  is  always  more 
comfortable  with  the  donor  site  dressed. 

Fact:  A donor  site  dressing  may  serve 
to  protect  the  area  during  the  recovery  pe- 
riod, and  if  moist,  helps  absorb  the  initial 
capillaryoozingfrom  the  donor  bed.  Cer- 
tainly, the  patient  does  experience  some 
pain  with  removal  of  the  dressing  at  24 
hours.  However,  with  subsequent  drying  of 
the  donor  wound,  the  site  becomes  com- 
fortable and  quite  unobtrusive  within  24  to 
48  hours  following  exposure.  Exposure 
mitigates  against  an  infected  donor  site. 
Fine  mesh  gauze,  placed  directly  against 
the  donor  site  wound  at  the  time  of  surgery, 
is  left  undisturbed,  as  it  serves  as  a scaf- 
folding for  underlying  epithelializatioo. 

14.  Fallacy:  Skin  grafts  should  be  su- 
tured into  place. 

Fact:  Thin  and  medium  split-thickness 
skin  grafts  can  be  maintained  nicely  by 
paper  tape  applications.  Suturing  is  time 
consuming  and  frequently  causes  bleeding. 
Usually,  sutures  must  be  removed.  Thinner 
grafts  placed  over  body  surfaces  that  can 
be  conveniently  exposed  need  no  fixation. 
Conversely,  where  primary  contraction  is  a 
problem,  thick-split  and  full-thickness 
grafts  frequently  require  suturing,  parti- 
cularly if  a stent  is  to  be  employed  for  im- 
mobilization and  pressure. 

15.  Fallacy:  Skin  grafts  will  not  take  on 
exposed  bone  without  periosteum. 

Fact:  Whilethis  may  be  true  when 
grafting  on  cortical  bone,  certainly  skin 


grafts,  particularly  thin  grafts,  take  very 
nicely  on  cancellous  bone.  Examples  are 
the  mid-facial  bones,  includingthe  nasal, 
maxillary,  and  malar  bones,  and  those  with- 
in the  orbit. 

16.  Fallacy:  Splints  are  effective  and 
only  need  be  employed  to  immobilize  the 
grafted  site  until  a take  has  been  estab- 
lished. 

Fact:  When  grafting  very  mobile  areas 
(axilla,  antecubital  fossa,  thumb  web 
space,  etc)  splints  may  be  needed  during 
the  first  three  months  after  skin  grafting  to 
reduce  secondary  contracture.  In  other 
areas,  such  as  the  neck,  pressure  splinting 
is  employed  to  reduce  contracture,  inhibit 
hypertrophic  scar  formation  at  the  junction 
of  normal  skin  and  graft,  and  to  keep  the 
skin  graft  smooth.  Splinting  is  also  useful, 
particularly  in  children,  in  dealing  with 
burn  scar  joint  contractures,  especially 
when  skin  grafts  have  already  been  em- 
ployed. Splinting  in  these  cases  may  be 
used  for  several  months  to  progressively 
correct  a flexion  contracture. 

17.  Fallacy:  A patient  should  be  kept  in 
bed  for  one  to  two  weeks  following  skin 
grafting  of  the  lower  extremity. 

Fact:  Small  split-thickness  skin  grafts 
placed  on  recipient  sites  of  the  leg,  but  not 
directly  over  joint  surfaces,  may  be  mobil- 
ized within  48  to  72  hours  after  grafting, 
provided  appropriate  padding  and  double 
Ace  bandage  support  are  applied. 

18.  Fallacy:  Skin  grafts  will  not  take  on 
an  anemic  patient. 

Fact:  Anemia  per  se  is  not  detrimental 
to  the  take  of  skin  grafts.  It  may  be  a reflec- 
tion of  malnutrition  and  hypoproteinemia, 
which  are  deleterious  to  graft  take.  General 
anesthetics  in  the  presence  of  severe 
anemia  are  not  safe.  When  grafting  large 
areas,  blood  loss  may  be  extensive  and  may 
aggravate  a preexisting  hemoglobin 
deficiency. 
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19.  Fallacy;  All  skin  grafts  should  be  in- 
spected and  redressed  within  five  days 
after  grafting. 

Fact:  While  it  is  best  to  look  at  skin 
grafts  placed  on  a granulating  wound  with- 
in 24  to  48  hours  postoperatively,  stented 
full-thickness  grafts  placed  on  a clean  op- 
erative wound  may  be  inspected,  but  cer- 
tainly do  not  need  removal  of  the  stent  and 
redressing  within  seven  to  ten  days  post- 
operatively. Pain  at  the  recipient  site  is  an 
indication  for  an  early  dressing  change. 

20.  Fallacy:  Mesh  grafts  are  useful  only 
where  donor  sites  are  limited. 

Fact:  Unexpanded  mesh  grafts  are 
useful  when  resurfacing  even  small  irre- 
gular wounds  when  possible  tenting  of 
sheet  grafts  may  be  a problem,  or  in  graft- 
ing granulating  wounds  that  previously 
were  heavily  infected.  The  mesh  openings 
will  allow  escape  of  the  exudate  which,  if 
allowed  to  accumulate,  would  inhibit  capil- 
lary ingrowth  and  graft  take. 

21.  Fallacy:  Ahematoma  undera  skin 
graft  means  loss  of  the  graft. 

Fact;  Hematomas,  even  large  ones, 
can  be  evacuated  during  the  first  two  to 
four  days  by  removingthe  dressing,  lifting 
the  skin  graft,  and  evacuatingthe  clot  from 
the  wound  bed.  The  recipient  site  should  be 
irrigated  well,  removing  all  clots  from  the 
wound  itself  and  from  the  undersurface 
(dermis  side)  of  the  skin  graft.  The  graft 
should  be  replaced  carefully.  This  maneu- 
ver, even  if  performed  several  days  after 
the  original  skin  grafting,  frequently  will 
result  in  complete  salvage  of  the  graft,  or 
at  least  a major  segment  of  it, 

22.  Fallacy:  Skin  grafts  will  not  hold  up 
on  weight-bearing  surfaces. 

Fact;  Thick-split  skin  grafts  can  be 
employed  to  resurface  defects  on  the  plan- 
tar surface  of  the  foot  and  can  be  expected 
to  provide  good  service  if  the  graft  has 
been  placed  on  subcutaneous  tissue  and 


not  directly  over  bone.  When  placed  direct- 
ly on  granulation  tissue  with  an  underlying 
bony  prominence,  sufficient  external  pad- 
ding must  be  provided  to  cushion  the  graft 
and  avoid  a shearing  force  if  durability  is 
to  be  expected. 

23.  Fallacy:  Skin  grafts  react  to  the  sun 
like  normal  skin. 

Fact:  Premature  exposure  of  skin 
graft  to  the  sun  may  cause  stimulation  of 
melanophore  activity  and  result  in  perma- 
nent hyperpigmentation. 

24.  Fallacy:  Skin  grafts  retain  the  physi- 
cal characteristics  of  the  donor  site. 

Fact:  Transplanted  skin  invariably  un- 
dergoes a pigmentary  change  (hypopig- 
mentation  versus  hyperpigmentation)  and 
develops  a color  which  may  be  grossly  dis- 
similar to  that  of  the  donor  site.  When 
transplanted  to  an  unscarred  bed,  skin 
grafts  frequently  develop  sensory  qualities 
or  sensation  very  similar  to  those  of  the 
recipient  adjacent  skin.  An  example  is  the 
two-point  discrimination  in  the  fingertip. 
With  full  maturation,  sweating  in  the  graft 
may  return  in  part,  but  never  to  the  degree 
present  priortotransplantation.  Thinner 
grafts,  which  are  placed  as  mucosal  sub- 
stitutes, especially  in  the  vagina,  tend  to 
undergo  a process  referred  to  as  vaginal- 
ization,  wherein  the  tendency  to  keratiniza- 
tion  is  less  and  the  cells  within  the  grafted 
area  develop  a degree  of  glycogen  activity 
similar  to  that  of  the  adjacent  mucosa. 

25.  Fallacy:  All  skin  grafts  must  be  im- 
mobilized with  a pressure  dressing. 

Fact:  A pressure  dressing  is  unneces- 
sary forthe  establishment  of  a plasmatic 
circulation  between  the  grafted  skin  and 
underlying  bed  and  subsequent  capillary 
and  fibrous  tissue  ingrowth  for  take.  A 
dressing  does  serve  to  protect  the  graft 
from  external  trauma,  will  maintain  the 
graft  against  an  irregular  surface  when 
such  a problem  exists,  and  occasionally 
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may  serve  as  a deterrent  to  capillary  oozing 
following  debridement.  However,  in  some 
cases  an  overlay  dressing  might  have  a 
deleterious  effect  on  the  graft  by  its  shear- 
ing effect. 

26.  Fallacy:  Early  dressing,  or  redress- 
ing, of  the  skin  graft  may  be  injurious. 

Fact:  Errors  of  omission  are  more 
common  than  errors  of  commission.  Fre- 
quently, early  inspection  of  a graft  (within 
24  to  48  hours)  might  uncover  a hematoma 
or  purulence  underthe  graft.  These  could 
be  managed  to  salvage  the  graft,  the  first 
by  evacuating  the  hematoma  and  the  sec- 
ond by  “rolling  out”  the  graft  with  a cotton- 
tipped  applicator  to  express  the  exudate. 
When  grafting  skin  onto  a debrided  gran- 
ulating wound,  early  inspection  is  manda- 
tory. Conversely,  when  a thicker  graft  is 
sutured  or  stented,  or  both,  into  position 
on  a clean,  surgically  excised  wound  in 
which  hemostasis  is  not  a problem,  it  might 
remain  dressed  quite  safely  for  several 
days. 

27.  Fallacy:  In  skin  grafting,  the  patient 
usually  will  complain  of  more  pain  at  the 
recipient  site  than  at  the  donor  site. 

Fact:  It  is  more  natural  forthe  pain  to 
be  worse  at  the  donor  site  and  less  at  the 
recipient  site.  When  the  patient  complains 
of  more  pain  in  the  skin-grafted  wound  than 
in  the  donor  area,  it  is  unusual  and  fre- 
quently heralds  the  onset  of  infection  and 
subsequent  graft  loss. 


This  comprehensive  review  article  was  pre- 
pared for  Texas  Medicine  through  the  co- 
operation of  Fred  M.  Taylor,  MD,  director. 
Office  of  Continuing  Education,  and  C. 
Eugene  Carlton,  Jr.,  MD,  Division  of  Uro- 
logy, Baylor  College  of  Medicine,  Houston. 


28.  Fallacy:  Skin  graft  donor  sites  heal 
uneventfully,  without  scars,  and  are  of  little 
concern  to  the  surgeon. 

Fact:  Frequently,  there  is  permanent 
hypopigmentation  in  donor  sites,  even  with 
uneventful  healing.  Infection  can  lead  to 
full-thickness  skin  losses.  The  resultant 
scarring  may  present  as  a gross  deformity 
that  is  more  noticeable  than  the  original 
recipient  site  deformity.  This  is  particularly 
true  in  females  and  in  black  patients. 
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Evaluating  the  patient  with 
dizziness:  localizing  lesions 


J.  Gail  Neely,  MD 

Dizziness  is  a perception.  It  is  a symptom, 
not  a sign  or  a diagnosis.  The  task  before 
the  physician  confronted  with  a “dizzy 
patient’’  is  to  precisely  define  three  points: 
Where  is  the  lesion?  How  bad  is  the  lesion? 
Why  does  the  lesion  exist? 

This  article  reviews  current  practices  in 
lesion  localization  as  it  applies  to  the  pa- 
tient with  dizziness. 

General  Information 

Since  dizziness  is  a perception  that  only 
the  patient  can  describe,  a detailed  history 
allows  the  best  initial  survey  of  the  diffi- 
culty. Descriptions  of  dizziness  may  range 
from  light-headedness  or  giddiness  to  hal- 
lucinations of  movement  (vertigo). 

A history  suggesting  hallucinations  of 
movement  (vertigo)  usually  indicates  dys- 
function that  is  vestibular  in  origin. 
Vestibular  dysfunction  may  be  peripheral 
(involving  the  vestibular  labyrinth  of  the 
inner  ear  orthe  eighth  cranial  nerve, 
vestibulardivision)  orcentral  (involving 
the  brain  stem  or  midbrain). 

Sensations  of  giddiness,  lightheaded- 
ness, or  instability  may  be  vestibular  or 
nonvestibular  in  origin. 

The  physical  examination  all  too  often 
fails  to  reveal  positive  evidence  of  dys- 
function, but  is  primarily  important  be- 
cause of  the  negative  information  that  it 
may  supply. 

Usingthe  detailed  history  and  physical 
examination  as  a guide,  the  next  step  is 
the  acquisition  of  objective  information  as 
to  the  site  of  the  lesion. 

Electronystagmography  is  the  primary 
method  through  which  it  is  possible  to 
establish  whether  the  lesion  is  vestibular 
or  nonvestibular.  If  the  electronystagmo- 
gram  (ENG)  is  normal,  particularly  duringa 
vertiginous  attack,  the  lesion  is  nonvesti- 
bular in  origin.  If  the  ENG  is  abnormal. 


the  difficulty  recorded  is  vestibular. 

Once  a vestibular  lesion  has  been  doc- 
umented, further  lesion  localization  is 
required.  This  is  possible  through  the 
combined  use  of  electronystagmography 
and  audiometry. 

Audiometry  allows  precise  lesion  locali- 
zation within  the  auditory  system  to  the 
middleear,  innerear,  eighth  cranial  nerve, 
brain  stem,  or  temporal  lobe. 

Roentgenograms  of  the  temporal  bone 
are  part  of  the  physical  examination  in  eval- 
uatingthe  patient  with  dizziness,  since  the 
primary  anatomic  region  of  concern  can- 
not be  seen  otherwise. 

There  is  a group  of  individuals  whose 
perception  of  dizziness  clearly  does  not 
suggest  vestibular  dysfunction,  and  who 
have  no  demonstrable  ophthalmological, 
neurological,  or  neuromuscular  lesions. 
Periodic  reexamination  and  reevaluation 
of  these  individuals  is  as  important  as,  if 
not  more  important  than,  continued  fol- 
low-up of  those  who  have  demonstrable 
vestibularor  nonvestibular  lesions. 

Nonvestibular  Versus  Vestibular 
(Peripheral  or  Central  Lesions) 

Electronystagmography  is  a composite  of 
several  tests  of  the  peripheral  and  central 
vestibular  system  and  allows  precise  re- 
cording of  the  patient  responses  to  vary- 
ing vestibular  and  oculomotor  stimuli.  The 
tests  employed  within  electronystagmo- 
graphy are:  the  test  for  gaze  nystagmus, 
vertical  and  horizontal;  optokinetic  test, 
vertical  and  horizontal;  test  for  positional 
nystagmus;  Dix-Hallpike  positioning  test; 
sinusoidal  tracking  test;  bithermal  caloric 
stimulation  of  the  peripheral  vestibular 
system,  which  is  analyzed  to  evaluate  bi- 
lateral or  unilateral  weakness  of  the  sys- 
tem, directional  preponderance  of  the  nys- 
tagmus induced,  or  failure  of  visual  fixa- 
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PERIPHERAL  CENTRAL 
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(F.F.  S.  ) 

X 

1.  Electronystagmography  localizes  lesions  to 
the  vestibular  system  and  identifies  them  as 
peripheral  or  central. 


2.  The  peripheral  auditory  test  battery  is  em- 
ployed to  identify  the  site  of  hearing  loss. 
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tion  to  suppress  the  calorically-induced 
nystagmus:  and  finally,  the  detection  of 
spontaneous  nystagmus  with  eyes  open 
and  closed. 

Lesions  that  fail  to  affect  the  vestibular 
or  oculomotor  systems  result  in  normal 
findings  on  electronystagmographic  ex- 
amination. 

Lesions  affecting  the  peripheral  vestibu- 
lar system  (vestibular  labyrinth  or  eighth 
cranial  nerve,  vestibular  division)  are  local- 
ized by  the  presence  of  a unilateral  weak- 
ness on  bithermal  caloric  stimulation  or 
“classic”  nystagmus  on  the  Dix-Hallpike 
positioningtest  (Fig  1). 

Central  vestibular  dysfunction  may  re- 
sult in  an  isolated  difficulty  in  performing 
the  optokinetic  test,  the  sinusoidal  track- 
ing test,  or  the  test  for  gaze  nystagmus, 
or  may  result  in  a failure  of  fixation  to  sup- 
press the  calorically-induced  nystagmus 
(Figl). 

Dysfunctions  creating  electronystag- 
mographically  demonstrable  spontaneous 
nystagmus,  directional  preponderance  to 
bithermal  caloric  stimulation,  “nonclassi- 
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cal”  nystagmus  on  the  Dix-Hallpike  posi- 
tioning test,  or  nystagmus  during  the  test 
for  positional  nystagmus  are  the  result  of 
vestibular  lesions  which  cannot  yet  be 
localized  within  the  vestibular  system. 

They  may  be  either  peripheral  or  central. 
They  may  be  on  the  right  or  left  side. 

Audiometric  Localization  of  Lesions 

Central  and  peripheral  pathways  for  hear- 
ing and  vestibular  function  are  closely  re- 
lated anatomically.  Once  a vestibular  lesion 
has  been  identified,  it  is  quite  often  possi- 
ble to  identify,  precisely,  the  site  of  lesion 
involvingthe  auditory  system. 

It  is  not  unusual  to  define  an  auditory 
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3.  The  central  auditory  test  battery  is  employed 
when  central  auditory  involvement  is  suspected. 


4.  Evidence  of  normal  auditory  function  and  nerve  or  the  vestibular  labyrinth  only.  One 

peripheral  vestibular  dysfunction  localizes  the  example  of  such  a lesion  is  vestibular  neuronitis, 

lesion  to  the  vestibular  division  of  the  eighth 
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dysfunction  of  which  the  patient  is  una- 
ware. This  is  particularly  true  of  lesions 
of  the  central  auditory  pathways. 

Patients  suspected  of  having  a dys- 
function of  the  middleear,  inner  ear,  or 
eighth  cranial  nerve  will  be  given  the  pe- 
ripheral auditory  test  battery  (Fig  2). 

Patients  suspected  of  having  a dysfunc- 
tion at  the  brain  stem  or  higher  levels  will 
be  given  a central  auditory  test  battery 
(Fig3). 

Examples  of  Lesion  Localization 

1.  Audiologically  Normal — Peripheral 
Vestibular  Dysfunction 

Normal  auditory  function  associated  with 
a peripheral  vestibular  lesion  suggests  a 


lesion  of  the  vestibular  division  of  the 
eighth  nerve  or  an  isolated  vestibular 
labyrinthine  lesion.  An  example  of  such  a 
lesion  is  vestibular  neuronitis. 

Fig4  shows  normal  hearingalongthe 
top  of  the  audiogram,  and  crossed  and  un- 
crossed stapedius  reflexes  at  normal  in- 
tensities along  the  lower  portion  of  the 
audiogram.  Thetympanogram,  a portion 
of  impedance  audiometry,  shows  a normal 
type  A curve  indicating  normal  middle  ear 
function.  Brain  stem  evoked  response 
audiometry  (BSERA)  results  are  normal. 
Synthetic  sentence  identification-ipsi- 
lateral  competing  message  (SSI-ICM)  test 
result  shows  the  brain  stem  auditory  path- 
ways to  be  functioning  normally.  Synthetic 
sentence  identification-contralateral  com- 
peting message  (SSI-CCM)  test  result 


5.  Middle  ear  dysfunction  and  vestibular  dysfunction  indicate  a lesion  in 
the  middle  ear.  One  example  of  such  a lesion  is  an  oval  window  fistula. 
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shows  the  temporal  lobe  auditory  centers 
to  be  functioning  normally.  Electronystag- 
mography reveals  a peripheral  vestibular 
lesion. 

2.  Middle  Ear  Dysfunction — Nonlocalizing 
Vestibular  Dysfunction 

Middle  ear  dysfunction  with  a variety  of 
vestibular  abnormalities  suggests  the  le- 
sion to  be  in  middle  ear.  For  example,  a 
traumatic  oval  window  fistula  often  will 
be  associated  with  ossicular  discontinuity; 
cholesteatomas  with  labyrinthine  fistulae 
will  show  a mass  effect  on  tympanometry. 
Otosclerosis  with  compromise  of  the  supe- 
rior vestibular  nerve  is  associated  with 
ossicularfixation. 

In  Fig  5,  the  audiogram  shows  there  to 
be  a loss  of  hearing  in  the  involved  ear  as 
well  as  a loss  of  the  crossed  and  uncrossed 
stapedius  reflexes.  Tympanograms,  asso- 
ciated with  middle  ear  dysfunctions,  may  be 
(1)  flat,  as  a result  of  a mass  orfluid  in  the 
middle  ear  space;  (2)  A-shaped,  but  short- 
ened as  might  be  caused  by  fixation  of  the 
ossicular  chain  either  congenitally  eras  a 
result  of  otosclerosis  ortrauma;  (3)  dis- 
continuity of  the  ossicular  chain  as  a result 
of  a congenital  abnormality,  infection,  or 
trauma;  or  (4)  a negative  pressure  in  the 
middle  ear  indicatinga  poorly  functioning 
eustachian  tube  for  a variety  of  causes. 

The  ENG  indications  may  vary  from  those 
of  a nonlocalizing  vestibular  lesion  to  those 
of  a severe  peripheral  hypofunction. 

3.  Cochlear  Dysfunction — Peripheral 
Vestibular  Dysfunction 

A variety  of  disorders  characteristically 
result  in  cochlear  dysfunction  with  peri- 
pheral vestibular  involvement.  Meniere’s 
disease,  Cogan’s  syndrome,  viral  or  bac- 


terial labyrinthitis,  and  syphilis  are  a few 
such  diffuse  labyrinthine  processes. 

In  Fig  6,  the  audiogram  shows  a peri- 
pheral hearing  loss  which,  by  other  meth- 
ods not  recorded,  would  be  sensorineural 
ratherthan  conductive  in  nature.  The 
crossed  and  uncrossed  stapedius  reflex 
measurements  appear  at  remarkably  nor- 
mal intensities  despite  the  peripheral  hear- 
ing loss,  indicatingthe  distortion  character- 
istics of  a cochlear  lesion.  The  brain  stem 
evoked  response  audiometry  is  within  nor- 


6.  Evidence  of  cochlear  dysfunction  and  pe- 
ripheral vestibular  dysfunction  localizes  the 
lesion  to  both  divisions  of  the  labyrinth  (pars 
inferior  and  pars  superior,  respectively).  One 
example  of  such  a diffuse  inner  ear  disturbance 
is  Meniere’s  disease. 
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mal  limits  relative  to  latency  measure- 
ments. The  ENG  shows  a peripheral  vestib- 
ular lesion, 

4.  Eighth  Nerve  Auditory  Dysfunction — 
Peripheral  Vestibular  Dysfunction 

Auditory  dysfunction  of  the  eighth  nerve 
is  rarely  other  than  neoplastic  in  origin. 
Neoplastic  involvement  of  the  nerve  may 
be  from  primary  neurogenic  tumors,  such 
as  neurofibromas  or  schwannomas,  or  tu- 


mors of  adjacent  structures,  such  as  men- 
ingiomas, osteogenic  tumors,  chondrosar- 
comas, or  glomus  tumors.  The  eighth  nerve 
involvement  may  begin,  as  it  usually  does, 
with  the  vestibular  division  and  progresses 
to  involve  the  auditory  division. 

In  Fig  7,  the  audiogram  shows  a sen- 
sorineural hearing  loss  with  a loss  of  the 
crossed  and  uncrossed  stapedius  reflexes. 
The  brain  stem  evoked  response  audiom- 
etry is  clearly  outside  the  range  of  normal 
latency  measurements.  The  ENG  shows  a 
peripheral  vestibular  lesion. 


7.  Eighth  nerve  auditory  dysfunction  and  pe- 
ripheral vestibular  dysfunction  localize  the  lesion 
to  both  divisions  of  the  eighth  nerve.  One  ex- 
ample of  this  is  an  acoustic  tumor.  {Meniere’s 
disease  is  out  of  the  question,  even  if  the  pa- 
tient’s symptoms  suggest  that  diagnosis). 
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5.  Brain  Stem  Auditory  Dysfunction — 
Central  Vestibular  Dysfunction 

Brain  stem  auditory  lesions  are  insidious 
and  usually  do  not  cause  great  auditory 
difficulty  to  the  patient;  they  are,  however, 
very  serious  lesions.  The  vestibular  system 
may  or  may  not  be  involved;  disorders  that 
are  severe  enough  to  result  in  central  ves- 
tibular lesions  are  usually  quite  serious. 
One  example  of  such  a lesion  is  multiple 
sclerosis. 

In  Fig  8,  the  audiogram  shows  no  de- 
monstrable hearing  loss.  Notable  is  the 
absence  of  the  crossed  stapedius  reflexes 
and  presence  of  the  uncrossed  stapedius 
reflex.  The  performance  of  the  synthetic 
sentence  indentification-ipsilateral  com- 
peting message  task  clearly  demonstrates 
an  ear  difference.  Messages  entering  the 
right  ear,  crossingtothe  left  brain  stem, 
are  within  normal  limits;  whereas,  mes- 
sages entering  the  left  ear,  crossing  to  the 
right  brain  stem,  are  clearly  outside  of 
normal  limits,  indicating  a right  brain  stem 
dysfunction.  The  synthetic  sentence  identi- 
fication— contralateral  competing  mes- 
sage task  performance  shows  no  ear  dif- 
ference, indicating  temporal  lobe  function 
to  be  normal.  The  ENG  shows  central 
vestibular  dysfunction. 
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6.  Temporal  Lobe  Auditory  Dysfunction — 
Normal  Vestibular  Function 

The  auditory  cortex  is  far  from  the  vestibu- 
lar pathways;  rarely  would  one  lesion  affect 
both.  Diffuse  cerebrovascular  arterioscle- 
rosis is  one  usual  cause  for  such  diffuse 
involvement. 

In  Fig  9,  the  audiogram  shows  normal 
hearing  and  the  presence  of  crossed  and 
uncrossed  stapedius  reflexes  at  normal 
intensities.  The  performance  of  the  syn- 
thetic sentence  identification-ipsilateral 
competing  message  task  shows  that  the 
brain  stem  handles  auditory  information 
well.  The  synthetic  sentence  identification- 


contralateral  competing  message  task  per- 
formance shows  that  speech  information 
entering  the  right  ear  and  crossing  to  the 
left  temporal  lobe  is  processed  normally; 
whereas  speech  information  entering  the 
left  ear  and  crossing  to  the  right  temporal 
lobe  is  not  processed  normally.  The  ENG 
is  normal. 

Integration  of  All  Available  Information 

Dizziness  is  a perception.  A thorough 
history  and  physical  examination  helps  to 
characterize  that  perception  and  to  suggest 
the  dysfunctional  anatomic  site  responsi- 
ble for  the  perception. 


8.  Brain  stem  auditory  dysfunction  and  central  vestibular  dysfunction 
localize  the  lesion  to  the  central  nervous  system  below  the  level  of  the 
tentorium.  One  example  of  such  a lesion  would  be  multiple  sclerosis. 
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Electronystagmography  objectively  de- 
termines if  the  lesion  is  nonvestibular  or 
vestibular,  peripheral  or  central. 

Audiometry  is  capable  of  discrete  lesion 
localization  within  the  closely  related 
auditory  system. 

Roentgenograms  of  the  temporal  bone 
allow  visualization  of  the  bony  anatomy 
most  in  question. 

When  this  information  is  available,  the 
task  is  to  concentrate  on  the  anatomic 
areas  of  dysfunction  to  define  three  points: 
Are  the  measured  dysfunctions  related  in 
one  disease  process?  Are  these  dysfunc- 
tions the  cause  of  the  patient’s  unpleasant 


10.  This  list  categorizes  etiologies  of  dysfunction 
for  any  anatomic  site.  Dizziness,  for  example, 
may  result  from  a specific  vascular  occlusion. 
Such  occlusion  may  be  arteriosclerotic  (degenera- 
tive). 


LIST  OF  POTENTIAL  ETIOLOGIES 
FOR  ANY  ANATOMIC  SITE  OR  TISSUE  TYPE 

MECHANICAL 
METABOLIC 
MEDICINAL  OR  TOXIC 

CONGENITAL 

"COLLAGEN-AUTOIMMUNE-ALLERGIC" 

NEOPLASTIC 

INFECTIOUS 

DEGENERATIVE  OR  IDIOPATHIC 
PSYCHOGENIC 


9.  Temporal  lobe  auditory  dysfunction  and  normal  vestibular  function 
localize  the  lesion  to  the  auditory  cortex  of  the  opposite  temporal  lobe. 
One  example  of  such  a lesion  is  cerebral  trauma. 
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sensations?  Why  do  these  dysfunctions 
exist  in  the  first  place? 

A precise  understanding  of  the  anatomy 
and  physiology  of  each  anatomic  area  and 
of  the  symptoms  that  are  possible  from 
dysfunctions  of  each  area  help  answerthe 
first  two  points. 

Fig  10  lists  possible  etiologies  for  dys- 
function in  any  anatomic  site  or  tissue 
type.  The  permutations  and  combinations 
of  anatomic  sites  and  etiologic  factors  are 
enormous. 

The  search  for  the  etiology  of  a dysfunc- 
tion is  therefore  totally  dependent  upon  the 
precise  location  of  that  dysfunction. 

Fig  1 1 summarizes  the  current  approach 
to  evaluatingthe  patient  with  dizziness. 
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11.  The  flow  sheet  depicts  the  current  approach  to  localizing  the  lesion  in  the  patient  with  dizziness. 
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Medical  consultation: 
art,  etiquette,  ethics 


Stanton  J.  Barron,  MD 

Medical  consultation  is  considered  to  be 
an  integral  component  of  quality  medical 
care.  The  author  presents  his  views  on 
the  responsibilities  of  both  the  physician 
requesting  the  consultation  and  the  con- 
sultant. Pitfalls  of  consultation  also  are 
discussed. 

Definition 

The  objective  of  the  physician  to  render 
service  to  humanity  with  full  respect  for 
the  dignity  of  man  remains  unchanged 
despite  changing  times.  To  fulfill  this 
objective  a physician  should  seek  con- 
sultation whenever  it  appears  that  the 
quality  of  medical  care  may  be  enhanced.^ 
Consultation  is  the  process  by  which 
one  physician  shares  responsibility  for 
the  patient’s  care  with  another  physician 
or  health  agency.  The  purpose  of  this 
article  isto  review  the  standards  by  which 
practitioners  have  determined  the  proprie- 
ty of  their  conduct  through  consultation. 
Many  of  the  principles  also  apply  to  refer- 
ral practices. 

Indications 

To  seek  consultation  requires  maturity 
and  scientific  objectivity.'^  Simply  stated, 
a physician  should  seek  consultation  up- 
on request  in  doubtful  or  difficult  cases 
or  whenever  it  appears  that  the  quality 
of  medical  care  may  be  enhanced  thereby. 
In  every  consultation  the  benefit  to  the 
patient  is  of  first  importance.^  Certainly 
consultation  is  indicated  when  (1)  as- 
sistance is  needed  in  diagnosis  and  treat- 
ment;® (2)  there  are  medical-legal  reasons; 
(3)  the  patient  orfamily  requests  consul- 
tation;® (4)  delayed  recovery,  long-time 
therapy,  or  unfavorable  prognosis  is  anti- 
cipated;® or  (5)  the  attending  physician 
recognizes  that  he  is  not  a specialist  in 


the  field  of  the  patient’s  illness  and  be- 
lieves that  a consultant  might  provide 
more  skilled  care.  It  is  well  established 
that  good  cooperation  between  physicians 
and  the  appropriate  use  of  consultation 
is  reassuringto  the  family  and  serves  to 
allay  anxiety  and  should  be  offered  in 
anticipation  of  family-patient  unrest  or 
dissatisfaction. 

Techniques  for  Requesting  Consultation 

The  timing  of  consultation  is  important 
and,  to  a large  measure,  is  determined 
by  the  working  relationship  between  the 
physicians  involved.  To  refer  a patient 
reluctantly  as  a last  resort  or  as  an  after- 
thought may  leave  the  consultant  with  in- 
sufficient time,  and  the  patient  may  view 
the  consultation  as  something  of  less  im- 
portance. Worse,  the  patient  may  view  this 
as  an  admission  of  despair  on  the  part  of 
the  attending  physician.  Consultation 
should  be  requested  during  ordinary  work- 
ing hours  when  feasible.  The  consultant’s 
immediate  and  understanding  response 
even  at  inconvenient  times  shows  his  re- 
spect for  the  patient  and  the  attending 
physician.  Request  for  consultation  should 
be  formal,  utilizing  established  guidelines 
of  hospital  and  medical  society  bylaws 
and  only  after  preparing  the  patient  and 
obtaining  his  permission.  Unofficial, 
casual,  curbstone  type  consultations  are 
to  be  avoided,  as  they  tend  to  place  both 
the  attending  physician  and  consultant 
at  a disadvantage  which  often  yields  a 
lesser  quality  of  care  for  the  patient.  The 
method  and  procedure  of  consultation  re- 
mains essentially  unchanged  whether  the 
patient  is  to  be  seen  in  the  office  or  the 
hospital.  While  telephone  consultations 
are  generally  treated  less  formally  and 
may  not  involve  immediate  written  com- 
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munication,  for  the  protection  of  the 
patient,  attending  physician,  and  consul- 
tant, ideally  the  opinion  should  be  com- 
mitted to  writing  at  the  earliest  opportunity 
and  placed  in  the  patient’s  chart.  There 
are  circumstances  that  makethis  difficult 
to  fulfill. 

In  choosing  a consultant,  the  attending 
physician  should  use  great  care.  The  con- 
sultant should  be  known  to  be  competent 
in  the  problem  area  under  consideration 
and  he  should  be  reasonably  available  to 
the  patient.  When  possible,  continuity  of 
patient  care  is  best  served  by  the  consul- 
tant who  is  known  to  the  attending  physi- 
cian and  where  some  professional  work- 
ing relationship  has  been  established.  The 
consultant  is  often  at  a disadvantage  in 
working  in  an  uncertain  or  strange  en- 
vironment where  he  is  not  familiar  with 
the  laboratory,  radiographic,  or  other 
support  services.  Putting  it  another  way, 
the  most  available  consultant  from  the 
attending  physician’s  environment  is 
likely  to  be  the  one  most  attuned  to  the 
local  facilities  and  opportunities. 

In  choosing  the  consultant,  the  attending 
physician  should  rememberthat  “free 
choice  of  physicians  is  the  right  of  every 
individual  and  one  which  the  patient 
should  be  free  to  exercise  as  he  chooses.’’^ 

With  these  considerations,  it  has  been 
recommended  that  the  attending  physi- 
cian suggest  three  physicians  as  consul- 
tants.'^ Situations  may  arise  where  for  pro- 
fessional, geographic,  economic,  or  other 
reasons  the  attending  physician  may  feel 
it  advisable  to  designate  a specific  con- 
sultant. 

Implementing  Consultation 

Preparation  for  the  consultation  is  a re- 
sponsibility of  the  attending  physician. 

The  physician  in  charge  should  provide 


the  consultant  with  a history  of  the  case 
together  with  the  physician’s  opinion  and 
outline  of  treatment,  or  as  much  of  this 
as  may  be  of  service  to  the  consultant.^ 

The  physician  in  charge  also  should  make 
available  all  radiographs  and  other  labora- 
tory data  pertinent  to  the  case.  This  is  the 
most  necessary,  yet  neglected,  function 
of  the  referring  physician. 

A positive  attitude  of  the  referring  physi- 
cian regardingthe  necessity  of  the  consul- 
tation greatly  influences  and  facilitates  its 
outcome  and  contribution  to  patient 
care.^®  The  attending  physician  should 
definitelytell  the  patient  that  the  consul- 
tation has  been  requested,  and  approxi- 
mately what  he  may  expect.^ 

It  is  for  the  attending  physician  to  spe- 
cify what  service  he  desires  from  the  con- 
sultant. He  should  inform  the  consultant 
whether  or  not  he  wishes  merely  an  opin- 
ion, consultation  and  advice,  consultation 
and  follow-up  orders  written  as  the  con- 
sultant deems  indicated,  or  a complete 
transfer  of  services  and  responsibilities. 
The  attending  physician  should  specify 
whether  or  not  the  consultant  should  or 
should  not  discuss  his  findings  with  the 
patient  or  his  family.^  It  is  forthe  attend- 
ing physician  to  define  how  far  the  con- 
sultant should  go.  The  consultant  should 
know  why  he  is  being  consulted.^*  The 
consultant  may  decline  to  grant  the 
consultation  if  the  terms  or  conditions 
imposed  by  the  attending  physician  tend  to 
interfere  with  or  impair  the  exercise  of 
his  medical  judgement  and  skill. ^ 


Responsibilities  of  the  Consultant 

Formerly,  consultation  was  held  at  a 

mutually  agreed  upon  place  and  time, 

with  all  physicians  in  attendance.  After 

the  records  were  reviewed,  the  patient 

was  visited  by  one  and  all.  Upon  comple-  69 
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tion  of  the  patient  examination,  the  phy- 
sicians retired  to  the  consultation  room 
and  mapped  out  a plan  of  strategy.  Fol- 
lowing this  the  senior  attending  physician 
and  consultant  would  return  to  the  pa- 
tient’s room  and  make  a report  to  the 
patient  and  family.  This  is  still  a highly 
desirable  method  of  procedure,  but  today 
it  is  not  always  convenient  and  certain 
modifications  of  this  process  are  now 
generally  accepted. 

Today,  location  of  the  consultation  is 
largely  determined  by  the  patient’s  condi- 
tion and  convenience,  and  the  desires  of 
the  attending  physician  and  consultant. 
Ethically,  a physician  should  not  dispense 
his  services  under  terms  orconditions 
which  tend  to  interfere  with  or  impair  the 
free  and  complete  exercise  of  his  medical 
judgement  and  skill. ^ 

Generally  accepted  rules  and  attitudes 
fortheattending  physician  and  consultant 
include:  the  physician  in  charge  of  the 
case  is  responsible  for  treatment  of  the 
patient.  Consequently,  he  may  prescribe 
for  the  patient  at  any  time  and  is  privi- 
ledged  to  vary  the  treatment  outlined  and 
agreed  on  at  a consultation  whenever,  in 
his  opinion,  such  a change  is  warranted. 
When  an  emergency  occurs  during  the 
absence  of  the  physician  in  charge,  a con- 
sultant may  assume  authority  until  the 
arrival  of  the  physician  in  charge,  but  the 
consultant’s  authority  should  not  extend 
further  without  the  consent  of  the  physi- 
cian in  charge.  When  a physician  has  acted 
as  consultant  in  an  illness,  he  should  not 
become  the  physician  in  charge  of  the  ill- 
ness, except  with  the  consent  of  the  phy- 
sician who  is  in  charge  at  the  time  of  the 
consultation. 1 

The  consultant  should  recognize  that 
the  patient  is  seeing  him  because  the  re- 
ferring physician  and  others  believe  the 
consultant  to  be  unusually  qualified. ^The 


consultant  should  make  every  effort  not 
to  undermine  the  patient’s  confidence  in 
his  family  physician.  He  may  see  the  pa- 
tient late  in  the  course  of  the  illness  and 
at  a time  when  the  diagnosis  has  become 
readily  apparent.  The  consultant  should 
rememberthat  earlierthecase  may  have 
been  more  difficult  to  diagnose.^® 

If  the  consultant  must  change  the  diag- 
nosis or  treatment,  this  should  be  done 
diplomatically  so  as  to  preserve  the  pres- 
tige of  the  physician  in  charge.^®  This  may 
be  done  by  indicating  to  the  patient  or 
the  family  that  circumstances  have  chang- 
ed to  the  point  that  some  change  of  diag- 
nosis or  of  management  is  indicated.^® 

The  consultant  should  not  burden  the  pa- 
tient with  minor  management  changes, 
offering  little  influence  on  final  outcome, 
simply  to  justify  his  entrance  into  the  case. 

The  consultant’s  recommendations  to 
the  attending  physician  should  be  specific 
as  to  diagnosis,  therapy,  expected  out- 
come, and  what  to  do  if  the  therapy 
does  not  work.®  What  is  routine  to  the 
consultant  may  be  extraordinary  to  the 
referring  physician.  A drug  schedule  that 
outlines  dosage,  frequency  and  route  of 
administration,  desired  effects,  and  possi- 
ble toxicity  should  not  be  offensive.  At  the 
same  time,  the  recommendations  should 
be  brief  or  allow  for  selective  reading  by 
indicating  the  sections  of  the  report  which 
are  most  vital  to  the  physician  and  the 
patient’s  care.  The  consultant  should  state 
the  indications  that  form  the  basis  for  his 
recommendations  and,  in  unusual  cases, 
give  reference  to  experience  with  similar 
cases  or  to  pertinent  literature.^®  The 
opinions  of  both  the  physician  in  charge 
and  the  consultant  are  confidential  and 
must  be  so  regarded  by  each. 

In  practice  a prompt  telephone  call 
satisfies  the  need  of  keeping  the  referring 
physician  informed.  A brief  written  report 


TEXAS  MEDICINE 


should  followthe telephone  call,  and  this 
report  should  be  followed  by  copies  of 
hospital  discharge  summary,  pathological, 
laboratory,  and  x-ray  reports.  All  informa- 
tion which  aids  the  physician  should  be 
furnished  so  that  proper  treatment  or  ad- 
vice can  be  given  without  delay.  Important 
specific  details  are  incorporated 
into  a written  report  which  is  easier  to 
grasp,  is  available  for  reference,  and  can 
be  preserved. 

Informingthe  Patient  and  Family 

After  the  consultant  has  completed  his  in- 
vestigations, he  and  the  physician  in 
charge  should  meet  privately  to  discuss 
the  course  to  be  followed.  Statements 
should  not  be  made  nor  discussion  take 
place  in  the  presence  of  the  patient,  his 
family,  or  his  friends,  unless  all  physicians 
concerned  are  present  or  unless  all  of  them 
have  consented  to  another  arrangement.^ 

It  is  frequently  difficult  or  nearly  im- 
possible for  all  physicians  involved  to  be 
present  simultaneously  for  discussion  with 
the  patient,  and  it  is  the  consent  “to  an- 
other arrangement”  that  usually  occurs. 
The  referring  physician  should  decide 
whether  the  consultant  delivers  a written 
opinion  tothe  referring  physician  who,  in 
turn,  holds  all  discussion  with  the  patient 
and  his  family,  or  whether  the  consultant 
personally  communicates  his  opinions  and 
recommendations  to  the  patient  in  the 
presence  of  the  attending  physician. 
Underthe  latter  condition,  the  consul- 
tant’s conduct  and  choice  of  words  must 
be  especially  tactful  and  dictated  with 
extreme  caution  to  avoid  being  misunder- 
stood or  giving  basis  for  being  misquoted. 

When  the  conclusions  resulting  from 
the  consultation  are  discussed  with  the 
patient  and  his  family,  the  physicians’ 
attitude,  ideally,  will  be  warm  and  friend- 


ly. Opinions  are  best  stated  slowly  and 
with  sufficient  deliberation  to  show  re- 
spect of  the  situation.  The  discussion 
should  be  made  using  easily  understood, 
nonclinical  language.  When  the  prognosis 
justifies  optimism,  it  would  be  expressed; 
butthe  physician  should  neither  exag- 
gerate nor  minimize  the  gravity  of  the  pa- 
tient’s condition.  If  the  news  is  bad,  he 
will  be  careful  to  avoid  leaving  behind 
him  a state  of  hysteria  or  extreme  anxiety 
forthe  referring  physician  to  combat. ^ 

If  hope  is  not  rationally  possible,  what  is 
said  must  be  mutually  agreed  to  by  at- 
tending physician  and  consultant. 

The  withdrawal  of  the  consultant  is  the 
final  step  in  the  consultation.  After  the 
consultant  has  seen  the  patient,  given  his 
opinion,  and  rendered  necessary  care,  he 
is  ready  to  leave  the  case.  This  is  the  time 
for  a friendly  word  to  show  that  the  case 
is  once  more  the  responsibility  of  the  at- 
tending physician  unless  further  develop- 
ments call  for  his  reappearance. 

Pitfalls  of  Consultation 

Conflict  of  Opinion 

Should  the  physician  in  charge  and  a 
consultant  be  unable  to  agree  in  their 
view  of  the  case,  another  consultant 
should  be  called  orthe  differing  consul- 
tant should  withdraw.  However,  since  the 
patient  employed  the  consultant  to  obtain 
an  opinion,  the  consultant  should  be  per- 
mitted to  state  it  to  the  patient,  his  rela- 
tive or  personal  friend,  in  the  presence 
of  the  physician  in  charge.^ 

Losingthe  Patient  to  the  Consultant 

This  occurs  when  one  loses  his  identity 
and  role  as  a consultant.  Every  effort 
should  be  made  to  keep  the  referring 
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physician  very  much  in  the  picture.  When 
the  consultation  has  been  completed,  the 
consultant  will  leave  the  patient  in  the 
hands  of  the  referring  physician.^ 

Fragmentation  of  Patient  Care 

When  a specialist  or  subspecialist  who 
does  not  provide  general  health  care  as- 
sumes the  care  for  a patient’s  particular 
condition,  a physician  who  does  provide 
general  health  care  should  continue  to  be 
involved  to  avoid  neglect  of  overall  care. 

Misunderstandings  Between  Physicians 

These  can  be  avoided  by  remaining  scien- 
tifically objective,  and  by  giving  the  pa- 
tient’s interest  and  welfare  first  priority 
at  all  times. 

Medical-Legal  Aspects  of  Consultation 

Liability  for  the  attending  physician  arises 
when  it  is  shown  that  he  knew  or  should 
have  known  that  the  patient’s  condition 
was  beyond  his  ability  to  treat  and  has  not 
so  informed  the  patient.  At  present,  phy- 
sicians most  vulnerable  to  malpractice 
suits  are  those  who  perform  emergency 
room  services  for  conditions  outside  their 
scope  of  training  and  experience.  Not 
uncommonly,  both  specialists  and  non- 
specialists are  being  required  to  render 
such  services  as  an  integral  part  of  their 
hospital  staff  responsibilities.  In  such 
situations,  a workable  solution  is  to  rely 
heavily  on  the  specialist  to  provide  back- 
up service  in  difficult  cases.  The  back- 
up service  may  be  supportive  and  con- 
firmatory of  the  attending  physician’s 
judgment,  or  it  may  be  a more  active 
form  of  assistance. 

Medicolegal  risks  can  be  avoided  by 
(1)  convincing  the  patient  of  the  con- 
scientious attention  and  concern  of  both 


his  original  doctor  and  the  consultant; 

(2)  obtaining  all  of  the  facts  of  the  case 
from  the  primary  physician’s  office  and 
hospital  records  before  examining  the 
patient;  (3)  being  objective  and  honest — 
never  critical — and  choosing  words  with 
utmost  care  in  explainingthe  clinical  facts 
in  all  stages  of  patient  care;  (4)  including 
thefamily  inthediscussion  and  holding 
the  conference  as  soon  as  possible  (un- 
warranted delays  can  give  rise  to  an  air 
of  confusion  and  uncertainty  which  in- 
creases apprehension,  misunderstanding 
and  distrust);  (5)  involving  the  referring 
doctor  in  continuing  care;  and  (6)  when 
taking  responsibility  for  a patient  who  has 
been  treated  by  another  doctor,  avoiding 
criticism  of  the  previous  physician.  We 
must  not  cover  up  gross  incompetence, 
but  such  complaints  should  be  made  to 
the  medical  society’s  board  of  censors,  not 
to  the  patient  or  his  family. ^ 

Consultant  Fees 

When  patients  are  seen  in  consultation 
or  are  referred  by  one  physician  to  an- 
other, it  is  unethical  for  either  physician 
to  offer  or  to  receive  any  inducement 
other  than  the  quality  of  professional 
services.  Included  among  unethical  in- 
ducements are  split  fees,  rebates,  kick- 
backs,  discounts,  loans,  favors,  gifts, 
and  emoluments  with  or  without  the 
knowledge  of  the  patient.  Fee  splitting  vio- 
lates the  patient’s  trust  that  his  physician 
will  not  exploit  his  dependence  upon  him, 
and  invites  physicians  to  place  the  desire 
for  profit  above  the  opportunity  to  render 
appropriate  medical  service.  Combined 
billing  by  physicians  may  jeopardize  the 
doctor-patient  relationship  by  limiting 
the  opportunity  for  understanding  of  fi- 
nancial arrangement  between  patient 
and  individual  physician. ^ 
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Summary 

Consultation  or  referral  is  a valuable  and 
sometimes  necessary  part  of  ethical  and 
competent  medical  practice.  Care  by  both 
primary  physician  and  consultant  to  pre- 
serve the  professional  relationship  en- 
hances the  quality  of  medical  care  received 
by  the  patient.  There  are  pitfalls  to  con- 
sultation. These  pitfalls  can  be  avoided  by 
being  constantly  mindful  of  the  patient’s 
welfare  and  family  needs,  by  constantly 
maintaining  an  attitude  of  mutual  respect 
between  attending  physician  and  consul- 
tant, and  by  following  established  pro- 
cedures of  ethical  and  professional 
conduct. 
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Determining  patency  of 

a Roux-en-Y  limb 

after  choledochojejunostomy 


Choledochojejunostomy,  using  a Roux-en-Y 
anastomosis,  has  been  a useful  procedure 
in  selected  cases  of  obstructive  jaundice. 
However,  patency  of  the  Roux-en-Y  limb 
is  difficult  or  impossible  to  determine 
in  the  postoperative  period.  Use  of 
meglumine  iodipamide  (Cholografin)  is 
not  satisfactory  for  visualizingthe  biliary 
tract  in  the  jaundiced  patient.  Patency 
may  be  inferred,  however,  by  visualizing 
rose  bengal  I 131  in  the  intestine.  We  have 
not  found  any  report  which  shows  visual- 
ization of  the  Roux-en-Y  limb  in  jaundiced 
patients  by  any  diagnostic  method. 

This  article  deals  with  the  use  of  rose 
bengal  I 131  in  three  jaundiced  patients 
to  demonstrate  the  patency  and  integrity 
of  the  Roux-en-Y  limb  after  a biliary  drain- 
age procedure. 

Choledochojejunostomy  has  been  an  ef- 
fective procedure  in  selected  cases  of 
biliary  duct  obstruction.  It  has  been  suc- 
cessfully employed  in  patients  with  stric- 
ture of  the  common  duct.  Obstructing 
lesions  in  the  common  bile  duct  or  com- 
mon hepatic  duct  may  be  resected  or  by- 
passed by  anastomosing  the  dilated  proxi- 
mal duct  system  to  a jejunal  segment, 
preferably  by  using  a Roux-en-Y  jejunal 
limb.^  With  successful  biliary  drainage, 
cure  or  satisfactory  palliation  may  follow. 

Patients  presenting  with  obstructing 
lesions  of  theextrahepatic  bile  ducts 
usually  are  jaundiced  and  have  extremely 
high  levels  of  serum  bilirubin.  Postopera- 
tively,  these  patients  remain  jaundiced 
until  bile  drainage  is  established  through 
the  Roux-en-Y  jejunal  segment. 


From  the  Departments  of  Surgery  and  Nuclear 
Medicine,  St.  Paul  Hospital,  Dallas,  TX. 
Presented  as  a scientific  exhibit  at  the  61st 
Annual  Clinical  Congress,  American  College  of 
Surgeons,  San  Francisco,  CA,  Oct  13-17,  1975. 


Patency  of  the  Roux-en-Y  limb  is  diffi- 
cult or  impossible  to  determine  during 
the  postoperative  period.  Use  of  meglu- 
mine iodipamide  (Cholografin)  to  visual- 
ize the  biliary  tract  in  the  jaundiced  patient 
is  unsatisfactory.  Patency  may  be  inferred 
by  the  visualization  of  rose  bengal  I 131 
in  the  intestine.  We  have  been  unable  to 
find  previous  reports  which  show  visuali- 
zation of  the  Roux-en-Y  limb  in  jaundiced 
patients  by  any  diagnostic  method. 

This  article  deals  with  the  use  of  rose 
bengal  I 131  in  three  jaundiced  patients 
to  demonstrate  the  patency  and  integrity 
of  the  Roux-en-Y  limb  following  a biliary- 
enteric  anastomosis  for  relief  of  jaundice. 

Case  Reports 

Case  1 : A 69-year-old  man  was  hospital- 
ized because  of  jaundice,  light  stools, 
pruritus,  and  a weight  loss  of  9.1  kg  (20 
lb).  Eight  weeks  earlier  he  had  been  ad- 
mitted because  of  pruritus  and  mild  jaun- 
dice. At  that  time,  liver  function  was  ab- 
normal. Tests  showed  elevated  levels  of 
alkaline  phosphatase,  lactic  dehydro- 
genase, and  bilirubin.  Barium  enema 
examination  showed  diverticulosis  and 
cholelithiasis.  A cholecystectomy  was 
performed.  At  operative  cholangiography, 
the  hepatic  and  common  ducts  were  visual- 
ized. The  common  duct  was  not  dilated. 
Contrast  material  was  demonstrated  in 
the  duodenum.  The  intrahepatic  ducts 
were  not  well  visualized.  The  common 
duct  was  not  explored. 

Although  the  postoperative  course  was 
without  complications,  the  patient  remain- 
ed jaundiced.  By  the  time  of  the  second 
admission,  the  degree  of  jaundice  had  in- 
creased. Stools  were  intermittently 
brown.  The  patient  continued  to  lose 
weight. 

Laboratory  studies  revealed  thefollow- 
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ing  values:  serum  glutamic  oxaloacetic 
transaminase  (SGOT),  160  ID;  alkaline 
phosphatase,  >350  lU;  cholesterol,  490 
mg/100  ml;  hemoglobin,  14  gm/100  ml; 
hematocrit  reading,  46  volumes  % ; white 
blood  cell  count,  7,000/cu  mm;  total 
bilirubin,  13.9  mg/100  ml;  direct  bili- 
rubin, 8.6  mg/100  ml.  A VDRLtest  was 
nonreactive.  A liver  biopsy  demonstrated 
cholangiohepatitis,  consistent  with  ob- 
struction. 

Thetranshepatic  cholangiogram  show- 
ed partial  obstruction  of  the  left  and  right 
intrahepatic  ducts  atthe  hilum  (Fig  1). 

At  surgery,  resection  of  common  hepatic 
duct  bifurcation  was  performed.  The  hepa- 


tic ducts  were  sutured  to  form  a common 
channel,  then  a cholangiojejunostomy 
using  a Roux-en-Y  limb  was  performed 
(Figs  2-4).  Pathologic  examination  of 
the  specimen  showed  infiltration  of  a poor 
ly  differentiated  adenocarcinoma  at  the 
margin  of  the  resection. 

Postoperatively,  the  jaundice  remained 
Large  quantities  of  bile-colored  material 
drained  from  the  operative  site.  On  the 
17th  postoperative  day,  250  microcuries 
of  rose  bengal  1 131  were  given  intraven- 
ously. This  study  demonstrated  excretion 
of  radionuclides  into  the  bowel,  indicat- 
ing a patent  surgical  anastomosis.  The 
bilirubin  level  at  this  time  was  10  mg/ 


7.  Transhepatic  cholangiogram.  Note  the  ob-  ducts.  Biliary  ducts  are  dilated  above  the 

struction  at  the  bifurcation  of  intrahepatic  bile  obstruction. 
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100  ml.  Some  retention  suggested  some 
intrahepatic  duct  obstruction  (Fig  6). 

The  patient  improved  progressively. 
The  total  bilirubin  value  dropped  belovy 
3 mg/ 100  ml  on  the  29th  postoperative 
day,  and  a repeat  rose  bengal  1 131  study 
vyas  performed.  The  scan  was  normal 
(Fig  7). 

Good  palliation  has  been  achieved,  and 
the  patient  is  free  from  pruritus  and 
jaundice. 


Case  2:  A 58-year-old  white  woman  was 
admitted  with  a five-day  history  of  jaun- 
dice, pruritus,  and  alcoholic  stools.  There 
was  no  history  of  transfusion,  anemia, 
or  alcoholism.  Previous  surgery  included 
a vaginal  hysterectomy  and  a cholecystec- 
tomy. 

Otherthan  jaundice,  the  physical 
findings  included  a tender  liver,  palpable 
5 cm  below  the  right  costal  margin. 

Laboratory  data  included:  cholesterol, 
340  mg/100  ml;  total  bilirubin,  10.4 
mg/100  ml;  alkaline  phosphatase,  300 
(30-85)  lU/ml;  SCOT,  95  lU/ml;  hepa- 


4.  Cholangiojejunostomy,  using  Roux-en-Y 
limb,  is  shown. 


2.  Drawing  shows  site  of  obstructing  tumor. 


3.  Three  hepatic  ducts  are  sutured  together 
to  form  a common  channel. 
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titis-associated  antigen,  negative. 

An  exploratory  laparotomy  revealed 
adenocarcinoma  of  the  right  ovary  with 
metastases  to  nodes  at  the  liver  hilus. 

The  involved  nodes  had  produced  biliary 
obstruction.  Bilateral  oophorectomy  and 
choledochojejunostomy  with  a Roux-en-Y 
limb  was  performed. 

The  postoperative  course  was  uncompli- 
cated, although  the  patient  remained 
jaundiced. 

A scan  with  rose  bengal  I 131  showed 
normal  transit  of  radionuclide  to  the  bowel, 
suggesting  no  obstruction  at  the  hepatic 
portal. 


Case  3:  A 68-year-old  white  woman  was 
admitted  with  chills,  fever,  and  abdominal 
pain  of  one  month’s  duration.  She  had 
experienced  loss  of  appetite  and  weight 
loss.  Previous  surgery  included  cho- 
lecystectomy 40  years  earlier  and  resection 
for  carcinoma  of  the  colon  11  years  earlier. 

Laboratory  studies  revealed  elevated 
levels  of  alkaline  phosphatase  and  SCOT. 
An  intravenous  cholangiogram  showed 
massive  dilation  of  the  common  bile  duct, 
possibly  with  retained  stones  from  pre- 
vious gallbladder  surgery. 

At  surgery  the  following  were  performed: 
adhesion  lysis,  exploration  of  common 


5.  Preoperative  scan.  Rose  bengal  1131  scan 
reveals  no  excretion  of  the  radioactive  ma- 


terial into  the  bowel,  suggesting  complete,  or 
a high  degree  of,  biliary  obstruction. 
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bile  duct,  operative  cholangiogram,  resec- 
tion of  cystic  duct  stump,  and  chole- 
dochojejunostomy  for  stenosis  of  Oddi’s 
sphincter.  During  exploration,  a retro- 
peritoneal mass  was  found.  Biopsy  exami- 
nation revealed  lymphocarcinoma.  Opera- 
tive cholangiogram  showed  extreme 
ectasia  of  the  extrabiliary  duct  system 
and  the  left  intrahepatic  duct  system. 

Postoperatively  the  patient  continued 
to  spike  temperatures  to  38.3-38.9  C 
(101-102  F)  daily.  Results  of  liver  func- 
tion tests  did  not  change,  and  the  jaundice 
remained.  A rose  bengal  1 131  liver-spleen 
scan  showed  radioactive  material  in  the 
liver  with  excretion  into  the  Roux-en-Y 
loop,  thus  demonstrating  patency  of  the 
Roux-en-Y  loop  with  adequate  decom- 
pression. 

Comment 

Rose  bengal  1131  is  generally  used  for 
evaluation  of  jaundiced  patients  during 
the  preoperative  period.  It  is  administered 
intravenously,  cleared  from  the  blood  by 
hepatic  parenchymal  cells,  and  excreted 

6.  Postoperative  scan,  17th  day.  Although  the 
patient  remained  jaundiced  (bilirubin,  10  mg/ 

100  ml),  excretion  of  radionuclides  into  the 
bowel  indicates  a patent  surgical  anastomosis, 
and  the  Roux-en-Y  limb  is  visualized. 


through  the  biliary  tree  into  the  intestinal 
tract.  A high  degree  of  diagnostic  ac- 
curacy can  beachieved.23 

After  bypass  operation  for  neoplastic 
biliary  tract  obstruction,  visualization  of 
a patent  anastomosis  may  be  helpful. 

The  integrity  of  the  biliary-enteric  anas- 
tomosis may  be  questionable  when  the 
patient  remains  jaundiced  and  when  there 
is  a large  amount  of  bile  drainage  from 
drain  sites.  Using  rose  bengal  1 131, 
visualization  of  the  Roux-en-Y  limb  has 
been  demonstrated  postoperatively  in 
three  jaundiced  patients. 
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7.  Postoperative  scan,  29  days.  Normal  scan 
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Actinomycotic  mycetoma  treated 
with  minocycline:  case  report 

W.  R.  Hubler,  Jr.,  MD;  W.  R.  Hubler,  MD 


Mycetoma  is  a syndrome  of  indolent  cu- 
taneous, subcutaneous,  fascial,  and  osse- 
ous lesions  that  develop  following  the  trau- 
matic introduction  of  diverse  infectious 
organisms.  Etiologic  agents  are  generally 
subdivided  into  true  fungi  (eumycotic 
mycetoma)  and  bacteria  (actinomycotic 
mycetoma);  both  groups  of  organisms  are 
saprophytic  inhabitants  of  vegetable  de- 
bris in  soil  and  create  pathologic  lesions 
when  introduced  into  skin,  usually  on  the 
foot  (Madura  foot).  Lesions  are  character- 
ized by  chronic  suppurative  abscesses  and 
sinuses  from  which  drains  creamy  fluid 
studded  with  minute  microcolonies 
(grains)  of  the  causative  organism. 

Most  cases  of  mycetoma  originate  in 
rural,  tropical  regions  allowing  for  both 
proliferation  of  the  organism  in  soil  and 
inoculation  of  the  agent  into  the  feet  of 
unshod  workers.  Mycetoma  is  rare  in  the 
United  States,  but  is  more  prevalent  in 
the  South  than  in  the  North.  This  article 


details  a case  of  actinomycotic  mycetoma 
in  South  Texas,  and  reviews  the  current 
concepts  of  the  etiology,  evolution,  and 
treatment  of  mycetoma. 

Case  Report 

A 35-year-old  Mexican-American  man 
sought  medical  attention  for  a painful, 
distorted  left  foot.  The  pathologic  lesion 
began  14  years  earlierasa  small,  purple 
nodule  which  frequently  drained  pus. 

There  was  no  antecedent  injury  known  and 
the  lesion  was  asymptomatic.  During  the 
ensuingyears,  the  lesions  gradually  multi- 
plied and  spread  to  involve  most  of  the  left 
sole  with  dark  purple  suppurating  nodules. 
About  one  year  before  presentation,  the 
foot  became  spontaneously  painful,  tender, 
and  distorted.  No  systemic  symptoms 
existed  at  anytime.  The  patient  was  of 
Mexican  ancestry  but  had  nevertraveled 
outside  Texas.  He  was  a physical  laborer 


1.  Dark  purple  tumefactions  which  span-  plantar  instep  in  this  case  of  actinomycotic 

taneously  drained  creamy  fluid  distorted  the  mycetoma. 
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and,  when  the  initial  lesion  developed, 
was  picking  cotton  and  frequently  going 
barefoot. 

Physical  examination  revealed  an 
edematous  left  foot  and  ankle  with  a gro- 
tesque group  of  discrete,  deep  purple  to 
black  nodules  studdingthe  left  instep 
(Fig  1).  Several  nodules  were  spontaneous- 
ly suppurating  a creamy  serosanguineous 
fluid  permeated  with  barely  discernible 
white  particles.  There  was  no  lympha- 
denopathy  or  fever.  Microscopic  examina- 
tion of  the  particles  showed  myriads  of 
gram-positive,  intertwining  filaments  with 
interdispersed  cocci  forming  islands  of 
microcolonies  in  an  amorphous  exudate 
(Fig  2).  Culture  on  brain-heart  infusion 


medium  and  Sabouraud's  glucose  agar 
incubated  aerobically  at  37  C for  two  weeks 
produced  a white,  waxy,  wrinkled  colony 
typical  of  Actinomyces  or  Nocardia  spe- 
cies. The  Communicable  Disease  Center 
(Atlanta)  identified  a culture  isolate  as 
Actinomadura  madurae. 

Roentgenograms  of  the  involved  foot 
and  ankle  revealed  only  minimal  osteo- 
porosis in  the  area  of  the  lesion.  Routine 
laboratory  values — complete  blood 
count,  blood  urea  nitrogen,  and  urinaly- 
sis— were  within  normal  limits.  Treat- 
ment was  begun  with  diaminodiphenyl- 
sulfone  (DDS),  but  subsequent  moderate 
leukopenia  (4,000  WBC/cu  mm)  forced 
discontinuance  of  the  drug  after  three 


2.  Filamentous  grains  were  present  in  the  sup- 
purative material  and  gram’s  stain  and  culture 


were  typical  o)  Actinomadura  madurae. 
(38X)' 
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weeks.  Therapy  with  minocycline,  150 
mgtwice  daily,  was  initiated  and  clinical 
improvement  was  noted  after  six  weeks. 

Six  months  after  minocycline  therapy  be- 
gan, the  lesions  were  reduced  in  size  and 
rarely  suppurated,  the  pain  and  tender- 
ness had  resolved,  and  the  patient  was 
able  to  work. 

Comment 

First  described  as  Madura  foot  in  Madura, 
India,  in  1842, ^ mycetoma  is  now  recog- 
nized worldwide.  Unfortunately,  medical 
literature  has  become  replete  with  con- 
fusing synonyms  for  the  disease.  Since 
theclinical  picture  is  similar  and,  there- 
fore, cultural  identification  of  the  etiologic 
agent  is  the  essential  diagnostic  feature, 
the  encompassing  nosologic  term,  myce- 
toma, is  preferable. 

The  disease  is  endemic  in  Central  Africa, 
India,  Mexico,  and  the  Mediterranean 
crescent,  and  although  the  causative  or- 
ganism often  parallels  the  geographic 
area,  most  of  the  incriminated  agents 
have  a worldwide  distribution.  The  most 
important  factors  in  areas  of  prevalence 
are  climatic  and  socioeconomic;  all  or- 
ganisms which  produce  mycetoma  depend 
upon  a warm,  humid  environment  with 
adequate  nutrient  vegetable  debris,  and 
the  organisms  produce  disease  only  when 
traumatically  introduced  into  susceptible 
tissue  such  as  the  foot.  Mycetoma  is  a 
disease  primarily  of  adult  males,  and  prob- 
ably is  related  to  occupational  exposure 
ratherthan  to  selective  susceptibility. 

After  a period  of  quiescence  in  the  tis- 
sue, the  organism  evokes  an  indolent  in- 
flammatory reaction  which  clinically  ap- 
pears as  an  exuberant  cutaneous  nodule 
ora  small,  deep,  subcutaneous  swelling. 

As  the  organism  proliferates,  it  slowly 
invades  along  fascial  planes  or  into  the 


underlying  bone,  and  burrows  toward  the 
skin  surface  to  produce  a chronically 
draining  sinus.  Usually,  6to  12such 
lesions  mark  a superficial  diadem  of  a 
widespread,  locally  invasive  subcutaneous 
infection.  The  lesions  frequently  become 
discolored  and  produce  fibrous  degenera- 
tion. However,  the  infected  foot  remains 
painless  and  functional.  During  the  years 
of  progression  and  remissions,  the  cutane- 
ous, fascial  and  osseous  destruction  final- 
ly induces  distortion  and  pain  and  usually 
the  prospect  of  disability  prompts  the 
patient  to  seek  medical  attention.  Hema- 
togenous dissemination,  pulmonitis,  men- 
ingitis, and  direct  visceral  invasion  are 
rare  life-threatening  sequelae  of  myce- 
toma.^-i 

Species  differences  in  proteolytic  en- 
zyme production  may  explain  the  selective 
aggressiveness  of  these  diverse  soil 
saprophytes.  In  experimental  animal  in- 
fections, Rippon  and  Peck®  have  found 
that  collagenase  is  the  essential  fungal 
and  bacterial  product  that  allows  the  de- 
structive encroachment  of  the  organisms 
in  mycetoma. 

Identification  of  the  causative  organism 
is  essential  for  diagnosis,  prognosis,  and 
therapy.  Bacterial-induced  mycetomas 
(actinomycotic  mycetomas)  and  fungal- 
induced  mycetomas  (eumycotic  myce- 
tomas) share  a confusing  taxonomic  classi- 
fication. Fig  3 is  a current  list  of  common 
organisms  which  cause  mycetoma.  All 
agents  listed  produce  a single,  similar 
clinical  entity.  The  most  common  orga- 
nisms causing  mycetoma  in  Mexico  are 
Nocardia  brasiliensis,  Actinomadura 
madurae  and  Allescheria  boydii;  the  lat- 
ter is  the  most  common  agent  in  the  United 
States.^  Mycetoma  is  a rare  disease  in 
the  US,  with  fewer  than  75  cases  reported 
by  1971'^  as  compared  to  1,231  cases  in 
21/2  years  in  Sudan.® 
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Examination  of  the  grains  in  the  exudate 
allows  fast,  easy  preliminary  diagnosis 
and  classification.  The  color  of  grains  is 
variable  and  of  limited  diagnostic  value. 
Generally,  black  grains  are  produced  by 
true  fungi,  red  grains  hy  Streptomyces 
pelletierri,  and  creamy  yellow  grains  by 
both  bacteria  and  fungi  (Fig  3).  Staining 
and  microscopic  examination  allows  bet- 
ter evaluation.  Actinomycetes  produce 
gram-positive  cocci  and  intertwined  fila- 
ments of  0.5-1  /X  diameter,  often  with 
peripheral  clubbing,  embedded  in  a gram- 
negative matrix.  Eumycotic  grains  are 
composed  of  broad  (2-5  /O  jumbled  my- 
celia  which  may  have  peripheral  hyphal 
swellings  (chlamydospores).  Collection  of 
grains  is  facilitated  by  gentle  abrasion  of 
draining  lesions  or  overnight  occlusion 
of  the  lesions  with  sterile  gauze  saturated 
with  physiologic  saline  solution. 

Culture  of  either  homogenized  tissue, 
aspirated  exudate,  or  saline-washed  grains 
is  diagnostic.  Actinomycetes  grow  in  two 
orthree  weeks  on  brain-heart  infusion 
medium  or  blood  agar,  and  all  cultures 
should  be  incubated  aerobically  and 


anaerobically  at  37  C.  An  efficient  5-10% 
carbon  dioxide  anaerobic  system  is  essen- 
tial for  several  Actinomyces  rue 

fungi  grow  in  three  to  eight  weeks  on 
Sabouraud’s  dextrose  agar  (without  cyclo- 
hexamide)  incubated  at  37  C.  Interpreta- 
tion of  cultural  colonies  depends  on  mor- 
phology, spores,  histochemistry,  and  en- 
zymology,  and  is  best  achieved  by  ex- 
perienced mycologists. 

Histologic  study  of  tissue  often  reveals 
a sinus  tract  containing  grains  and  non- 
specific inflammation,  but  is  not  a diag- 
nostic substitute  for  culture  study.  Im- 
munologic studies  are  not  yet  established, 
but  investigations^’®  of  serum  complement- 
fixing antibodies,  precipitin  and  agglutinin 
tests,  and  skin  tests  with  Nocardia  antigens 
indicate  some  usefulness  in  diagnosis 
when  culture  is  negative  or  not  available. 
Roentgenograms  of  the  involved  extremity 
often  show  destructive  and  proliferative 
lesions  of  the  small  bones  with  necrosis, 
osteoporosis,  punched-out  lysis,  and  osteal 
hypertrophy. 

Actinomadura  madurae  is  a common 
cause  of  mycetoma  in  Mexico,  and  cases 


3.  Common  causative  organisms  of  human  mycetoma. 


Organism 

Grain  Color 

Prevalent  Region 

Actinomycotic  mycetoma: 

Actinomadura  madurae 

White-Yellow-Pink 

Mexico,  Africa 

Actinomadura  (Streptomyces)  pelletierii 

Red 

Africa,  South  America,  USA 

Actinomyces  israelii 

White-Yellow 

USA 

Nocardia  brasiliensia 

White 

Mexico,  Central  & South  America 

Nocardia  asteroidea 

White 

USA,  Lebanon 

Streptomyces  somaliensis 

Yellow-Brown 

Africa 

Eumycotic  mycetoma; 

AUescheria  boydii 

White 

USA,  Europe,  Africa 

Madurella  grisea 

Black 

USA,  South  America 

Madurella  mycetomi 

Black 

Africa,  Europe 

Phialophora  jeanselmi 

Black 

USA,  Europe 

Cephalosporium  falciforme  (Acremonium  kiliense) 

White 

USA,  Puerto  Rico,  South  America 
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from  A madurae  in  South  Texas  are  not 
surprising.  Osseous  and  muscle  involve- 
ment is  frequent  and  proteolytic  enzymes 
demonstrated  in  vivo  may  explain  the  or- 
ganism’s aggressiveness.^ 

Treatment  of  both  actinomycotic  and 
eumycotic  mycetoma  often  ultimately  is 
surgical,  but  medical  management  isthe 
best  initial  approach,  especially  with 
actinomycotic  mycetoma.  Antibiotic  thera- 
py for  actinomycotic  mycetoma  is  relative- 
ly effective,  especially  with  penicillins  and 
sulfas. 2 Sulfadiazine  and  DDS  have  been 
used,  especially  in  Nocardia  brasiliensis 
infections. 10  Recently,  trimethoprim-sul- 
famethoxazole (Septra,  Bactrim)  has  been 
efficacious  in  selected  actinomycotic  my- 
cetomas.“ Abbott®  has  treated  many  cases 
of  ^ madurae  mycetoma  with  broad-spec- 
trum antibiotics,  especially  streptomycin. 
In  our  case,  improvement  was  achieved 
with  minocycline,  a broad-spectrum  anti- 
biotic. Reduced  penetration  of  antibiotics 
into  fibrotic  and  cystic  areas  requires 
high-dose  long-term  medical  systemic 
therapy.  Eumycotic  mycetomas  are  notori- 
ously resistant  to  chemotherapy,  but 
thiabendazole,i2  (Mintezol),  DDS,i®  and 
5-flucytosine  (Ancobon)  may  offer  initial 
therapeutic  trials.  Limited  debridement 
or  excision  of  nodules  in  an  attempt  to 
maintain  function  of  the  extremity,  and 
even  palliative  wide  excisions,  should  be 
tried  before  amputation  is  done. 
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T reatment  of 

myasthenia  gravis  ptosis 

and  extraocular  muscle  palsies 

Frank  G.  Anderson,  Jr.,  MD 


The  majority  of  myasthenia  gravis  patients 
experience  ptosis  or  extraocular  muscle 
palsies  in  the  presenting  or  later  phases 
of  the  disease.^  The  related  diplopia,  blur, 
and  cosmetic  effect  contribute  to  patient 
morbidity.  For  appropriate  cases,  corti- 
costeroid therapy^  and  muscle  surgery^-^ 
are  useful  supplements  or  alternatives  to 
the  often  unsatisfactory  effects  of  anti- 
cholinesterase medication,  prisms,  and  lid 
crutches. 

Three  cases  are  presented  v/hich  demon- 
strate salient  points  concerning  the  treat- 
ment of  the  ocular  aspects  of  myasthenia 
gravis. 

Case  Reports 

Case  1;  In  November  1966,  a 51-year-old 
white  woman  was  seen;  she  had  had  a 
variable  degree  of  ptosis  of  the  left  up- 
per eyelid  for  one  month.  Edrophonium 
chloride  (Tensilon),  1 ml  intravenously, 
resulted  in  prompt  elevation  of  the  eye- 
lid. Neostigmine  bromide  (Prostigmin) 
was  prescribed.  Two  weeks  later,  ptosis 
of  each  upper  eyelid  was  present.  The 
medication  was  increased  to  75  mg  four 
times  a day,  but  gave  the  patient  no  ap- 
preciable benefit.  In  April  1967,  lid 
crutches  were  attached  to  the  patient’s 
glasses  frames.  These  also  provided  in- 
consistent lid  elevation  and  secondary 
visual  improvement.  Subsequently,  the 
patient  experienced  severe  respiratory 
insufficiency.  A change  of  medication  from 
neostigmine  bromide  to  pyridostigmine 
bromide  (Mestinon)  controlled  the  respira- 
tory symptoms  but  did  not  alleviate  the 
lid  symptoms.  On  May  28,  1968,  the  pa- 
tient underwent  bilateral  resection,  10 
mm,  of  the  levator  palpebrae  superioris 
by  the  conjunctival  approach.  For  seven 
years,  ocular  and  general  symptoms  have 


been  controlled.  The  patient  continues 
to  be  maintained  on  long-acting  pyri- 
dostigmine bromide,  900  mg  twice  a day. 

Case  2:  In  November  1970,  a 70-year-old 
white  man  was  referred  because  of  six- 
month  history  of  ptosis  of  the  left  upper 
eyelid.  Generally,  symptoms  became 
more  noticeable  as  the  day  progressed. 
Examination  revealed  bilateral  ptosis, 
with  the  left  upper  eyelid  more  involved. 
Results  of  diagnostic  test  with  edro- 
phonium chloride  were  positive.  Subse- 
quently, the  patient’s  symptoms  were  con- 
trolled for  four  years  with  neostigmine 
bromide. 

In  December  1974,  ptosis  recurred  in 
the  right  upper  eyelid.  Complete  palsy  of 
the  left  lateral  rectus  muscle  also  was 
present,  but  diplopia  was  prevented  by 
the  occluding  effect  of  the  ptosis.  Neo- 
stigmine bromide  was  increased  to  60 
mgfourtimes  a day. 

A month  later,  the  presenting  signs 
were  unchanged  and  grade  2 weakness 
of  upward  gaze,  right  eye,  was  noted.  A 
regimen  of  prednisone,  30  mg  daily  for 
four  days,  followed  by  20  mg  daily,  was 
instituted. 

A week  later  the  ptosis  improved,  but 
the  ocular  rotations  were  unchanged.  The 
following  week,  the  lateral  rectus  weak- 
ness had  decreased  to  grade  2,  and  the 
upward  gaze  deficit  was  minimal.  At  this 
visit,  it  was  learned  that  the  patient  had, 
independently,  reduced  the  dosage  of 
neostigmine  bromide  to 30  mgfourtimes 
a day  because  the  eye  signs  were  im- 
proved and  anticholinesterase  gastroin- 
testinal hypermotility  had  been  noted. 

The  next  month,  the  lateral  rectus 
palsy  was  completely  cleared.  Subse- 
quently, the  patient’s  symptoms  have  been 
controlled  with  long-acting  pyridostigmine, 
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180  mg  twice  a day,  and  prednisone,  10 
mg  daily  or  20  mg  every  other  day. 

Case  3:  In  February  1973,  a 10-year-old 
black  girl  was  seen  because  of  bilateral 
ptosis  of  four  months’  duration.  During 
the  same  period,  intermittent  diplopia  had 
been  noted.  The  child  also  had  a history  of 
idiopathic  seizures  from  ages  3 to  7 years. 
Since  the  latter  age,  the  seizures  had 
been  controlled  with  phenobarbital,  60 
mg  daily. 

In  March  1973,  bilateral  ptosis  of  the 
upper  eyelids  and  bilateral  grade  3 to  4 
paresis  of  eye  movement  in  all  directions 
were  present.  Atest  with  edrophonium 
chloride  was  positive  for  myasthenia 
gravis.  Additionally,  there  was  slight 
weakness  of  the  dorsal  neck  muscles, 
deltoid,  triceps,  and  distal  muscles  of  the 
upper  and  lower  extremities.  Slight  medi- 
astinal widening  was  noted  on  roentgeno- 
gram of  the  chest. 

A regimen  of  pyridostigmine  bromide 
in  divided  doses,  totaling  as  much  as  820 
mg  daily,  was  prescribed.  Only  a tempo- 
rary decrease  in  the  ptosis  and  extrinsic 
eye  muscle  palsies  were  noted.  A three- 
month  course  treatment  with  prednisone, 
20  to  30  mg  daily,  did  not  affect  the  find- 
ings. In  spite  of  the  extent  of  the  extra- 
ocular muscle  palsies,  only  infrequent 
diplopia  continued  to  be  noted.  The  pa- 
tient has  not  complained  of  blur  secondary 
to  the  ptosis. 

Discussion 

Anticholinesterase  therapy  frequently  con- 
trols nonocular  evidence  of  myasthenia 
gravis,  but  less  often  aids  related  levator 
palpebrae  superioris  and  extraocular  mus- 
cle palsies.®  The  three  cases  reported  did 
not  show  enduring  improvement  of  ocular 
signs  with  this  therapy. 


Corticosteroid  therapy  has  been  found 
to  control  the  general®  and  ocular^  signs 
of  the  disease.  The  ocular  signs  may  be- 
gin to  improve  in  a few  days,  but  as  long 
as  three  months  may  be  required  fora 
positive  effect.  A maintenance  dose  of 
prednisone,  15  or  20  mg  every  other  day 
or  the  equivalent  daily  dosage,  is  the  aim 
for  long-term  control.’^ 

Lid  crutches  attached  to  spectacle 
frames  are  helpful,  to  variable  degrees, 
in  controlling  ptosis.  Many  patients  who 
wear  lid  crutches  are  subject  to  eye  ex- 
posure symptoms.®  At  present,  the  efficacy 
of  placing  a magnet  in  or  on  the  upper  lid, 
with  attraction  of  the  lid  toward  the  upper 
part  of  the  glasses  frames,  appears  to  be 
inconclusive.  The  internal  magnets  have 
been  associated  with  lid  atrophy  and  posi- 
tioning problems,  while  skin  adhesion  re- 
quirements associated  with  frequent  ex- 
ternal application  have  not  been  com- 
pletely worked  out.  The  practice  on  the  part 
of  some  patients  to  tape  up  the  upper  lid 
is  to  be  discouraged,  because  serious 
corneal  exposure  problems  may  result.^ 
Some  degree  of  corrective  surgery  for 
ptosis  may  be  helpful  in  decreasing  blur 
and  improving  cosmetic  appearance.®-^ 

A 10  to  12  mm  levator  resection  usually 
is  sufficient  to  elevate  the  lid  for  visual  im- 
provement without  risking  overcorrection. 

Not  all  extraocular  muscle  palsies  that 
are  unresponsive  to  systemic  therapy  need 
local  treatment.  Among  the  cases  present- 
ed, the  child  with  essentially  total  external 
ophthalmoplegias  but  infrequent  diplopia 
is  an  example.  A primarily  unilateral 
ptosis,  as  demonstrated  in  case  2,  also 
may  act  as  a patch,  thereby  eliminating 
diplopia  secondary  to  extraocular  muscle 
palsy. 

Prisms  may  help  to  reduce  the  diplopia 
associated  with  more  consistent  muscle 
palsies.  Fresnel  prisms  may  be  applied 


Volume  72,  August,  1976 


Myasthenia  gravis  ptosis 


temporarily,  if  not  for  longer  periods  of 
time. 2 They  also  are  useful  in  determining 
the  amount  of  prism  that  may  be  incorpo- 
rated into  lenses,  and  can  aid  in  determin- 
ing whether  surgery  is  a reasonable  option. 
A good  response  to  Fresnel  prisms  sug- 
gests a similar  response  to  extraocular 
muscle  surgery,®  but  in  practicethis 
surgery  is  performed  rarely  because  of 
the  variability  of  strabismus  in  most  of 
these  patients. 

Eye  signs  alone  are  not  regarded  as 
an  indication  for  thymectomy.  These  signs 
may  ameliorate  after  such  surgery,  par- 
ticularly in  cases  of  recent  onset.® 

Although  cases  of  myasthenia  gravis 
may  appear  to  be  only  ocular  in  nature, 
some  may  progress  to  life-threatening 
involvement.  Case  1 demonstrates  such 
a progression  with  regard  to  respiratory 
insufficiency.  Physicians  involved  in  the 
management  of  the  disease  should  re- 
main aware  of  such  possibilities. 
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Follow-up  of  minority  premedical 
students  attending 
summer  enrichment  programs 
in  a medical  setting 
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Fernando  M.  Trevino,  MPFI;  Lafayette  B.  Williams,  Jr.,  MD 


In  1962  Floward  University  School  of  Medi- 
cine implemented  one  of  the  first  reinforce- 
ment and  enrichment  programs  to  identify, 
motivate,  recruit,  admit  and  retain  pre- 
medical and  medical  students  from  minor- 
ity or  disadvantaged  backgrounds,  or 
both.^  At  that  time  about  800  blacks  and 
Mexican-Americans  were  enrolled  in  all  US 
medical  schools;  the  majority  of  black 
medical  students  attending  Howard  Uni- 
versity School  of  Medicine  and  Meharry 
Medical  College.  Followingthe  challenge 
from  Howard  University,  numerous  other 
US  colleges  and  medical  schools  initiated 
summer  reinforcement,  enrichment,  and 
work-study  programs  for  minority  premedi- 
cal students.  Although  there  is  much  de- 
scriptive and  empirical  data  documenting 
their  success,  few  of  these  programs  have 
followed  students  to  document  their  suc- 
cess orfailure  in  gaining  admission  to 
medical  school.  The  numberof  blacks  and 
Mexican-Americans  enrolled  in  US  medical 
schools  in  1974-1975  has  increased  to 
4,000.2  However,  the  extent  to  which  en- 
richment and  reinforcement  programs  have 
contributed  to  this  increase  is  unknown. 
This  article  presents  data  regarding  the 
career  outcomes  of  premedical  minority 
students  who  participated  in  summer  en- 
richment programs  over  a period  of  six 
years  at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Background 

A nine-week  summer  program,  designed  to 
encourage  black  college  students  to  com- 
plete their  professional  education  in  a 
health  field,  was  implemented  at  The  Uni- 
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versity  of  Texas  Medical  Branch  at  Galves- 
ton in  1970.  The  goals  and  content  of  the 
program  and  the  criteria  for  selecting  stu- 
dents have  been  described  elsewhere.^ 

The  program  was  limited  to  Texas  resi- 
dents, but  included  students  from  Texas 
attending  out-of-state  colleges.  Due  to 
limited  stipend  monies,  the  program  was 
limited  each  yeartoa  maximum  of  22  stu- 
dents. Several  changes  were  made  in  the 
goals  and  content  of  the  program  and  in 
the  selection  of  applicants  after  the  first 
two  years.  The  program  was  shortened  to 
an  eight-week,  and  more  recently  to 
a four-week,  experience,  and  the  major 
goal  of  the  program  was  altered  from  one 
to  motivate  and  interest  minority  students 
in  health  careers  to  one  of  familiarizing 
minority  students  interested  in  medicine 
with  the  environment  of  a medical  center 
through  a series  of  minicourses  and  prac- 
tical experiences.  Experiences  in  test- 
taking were  offered  in  all  programs;  how- 
ever, in  the  past  two  years  more  emphasis 
has  been  given  to  enhancing  students’ 
note  taking,  test  taking,  reading,  and  mem- 
orization skills.  Mexican-American  students 
were  Included  in  the  program  after  the 
first  two  years,  and  cooperative  working 
relationships  with  premedical  advisers 
were  expanded  to  13  schools,  especially 
those  with  large  black  and  Mexican-Ameri- 
can enrollments.  This  led  to  an  increase  in 
the  number  of  applicants,  and  only  those 
students  with  academic  promise  were  ad- 
mitted. The  program  was  also  limited  pri- 
marily to  sophomore  premedical  students, 
whereas  in  the  early  years  premeds  at 
any  level  were  admitted.  In  the  past  two 
years  personal  interviews  were  conducted, 
using  the  same  format  and  questions  that 
are  used  by  the  admissions  committee  with 
students  who  were  screened  from  the  larger 
applicant  pool.  A maximum  of  22  students 
were,  in  turn,  selected  and  invited  to  attend 
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1.  Characteristics  of  minority  students  attend- 
ing UTMB  summer  enrichment  program, 
1970-1975. 


No.  Participants 

1970  14 

1971  19 

1972  21 

1973  22 

1974  22 

1975  14 

Total  112 

Sex  Distribution 
Male  60 

Female  52 

Total  112 

Ethnic  Distribution 


Black  60 

Mexican-American  51 

American  Indian  1 

Total  112 


Number  of  Participants  by  School 


Pan  American  University  14 

Prairie  View  A&M  University  14 

University  of  Texas  at  Austin  14 

Texas  Southern  University  13 

Texas  Southmost  College  10 

Bishop  College  9 

Texas  A&I  University  9 

Wiley  College  8 

Huston-Tillotson  College  6 

Laredo  Junior  College  5 

Morehouse  College  1 

Baylor  University  1 

Southern  Methodist  University  1 

Rice  University  1 

Massachusetts  Institute  of  Technology  1 

College  of  the  Mainland  1 

Texas  Women's  University  1 

University  of  Houston  1 

St.  Edward's  University  1 

California  State  at  Los  Angeles  1 


the  summer  program.  The  majority  of  stu- 
dents were  college  sophomores.  Of  the  20 
schools  represented,  all  but  three  were  in 
Texas. 

Methods 

Fig  1 shows  the  distribution  of  students 
who  participated  in  summer  programs  from 
1970  through  1975  with  respect  to  select- 
ed characteristics;  112  students  partici- 
pated in  these  programs  during  six  years. 
The  distribution  of  males  and  females  and 
of  blacks  and  Mexican-Americans  is  quite 
similar. 

Questionnaires  were  mailed  to  the  stu- 
dents about  one  year  after  they  attended  a 
summer  program  to  obtain  their  retrospec- 
tive assessment  of  the  meaningfulness  of 
the  program  to  them  and  their  current  ca- 
reer plans.  Information  was  obtained  from 
parents  or  college  advisers  about  students 
who  did  not  return  questionnaires.  There- 
after, we  inquired  about  students’  current 
activities  at  yearly  intervals.  Many  students 
corresponded  with  the  authors  at  various 
points  in  their  careers,  asking  for  advice 
or  attesting  to  the  personal  significance  of 
their  summer  experience. 

Results 

Fig  2 shows  the  current  career  activities  of 
students  who  have  participated  in  our  sum- 
mer programs.  Thirty-nine  percent  of  the 
students  are  still  completing  their  pre- 
medical requirements,  but  are  planning  to 
apply  to  medical  school  within  the  next  two 
years.  Of  31  students  who  have  completed 
the  necessary  requirements  and  applied  to 
medical  school,  26  or  83  % have  been  ad- 
mitted; one  student  subsequently  dropped 
out  because  of  personal  and  family  rea- 
sons. Twenty  of  the  25  students  currently 
in  medical  school  are  attending  Texas 
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schools.  The  10  students  attending  other 
health  professional  schools  are  all  enrolled 
in  Texas  schools.  It  is  noteworthy  that  81  % 
of  all  students  who  have  attended  our  sum- 
mer programs  are  studying  or  working  in 
some  area  of  the  health  professions,  and 
an  additional  5%  are  pursuing  graduate 
degrees  in  nonhealth  areas.  Therefore,  our 
summer  programs  can  be  termed  success- 
ful in  maintaining  or  reinforcing  college 
students’  interest  in  the  health  field.  There 
are  few  published  reports  with  which  to 
compare  our  results.  Fisk  University  re- 
ports that  55%  of  the  135  freshman  and 
sophomore  students  interested  in  health 
careers  who  attended  their  1971-1972 
summer  institute  have  entered  medical, 
dental,  or  graduate  schools.  Numerous 
other  reports  indicate  that  undergraduate 
minority  students  can  enhance  their  pre- 
paration for  application  to  medical  school 
by  participating  in  summerenrichment 


programs.®-'^  Data  regarding  the  eventual 
career  outcomes  of  summer  program  par- 
ticipants are,  as  yet,  largely  descriptive. 
There  is  some  evidence,  however,  that  the 
advent  of  summerenrichment,  reinforce- 
ment, and  work-study  programs  have  help- 
ed increase  the  number  of  black  and  Mexi- 
can-American  students  applying  for  admis- 
sion to  health  professional  schools.  The 
number  of  blacks  and  Mexican-Americans 
still  continues  to  comprise  a very  small 
minority  of  health  career  aspirants,  with 
the  model  physician  aspirant  being  a white 
male  Protestant  from  an  affluent  back- 
ground with  a high  degree  of  self-confi- 
dence and  high  academic  achievment.® 

It  is  difficult  to  evaluate  the  impact  of 
a summer  experience  on  the  students  and 
on  the  medical  school,  and  on  those  faculty 
who  participate  in  it.  Doubtlessly  the  only 
criterion  of  success  or  effectiveness  does 
not  lie  solely  in  the  number  of  minority 


2.  Current  activities  of  minority  students  who  attended  UTMB  summer  programs,  1970-1975. 


Activity 

No. 

o/ 

/o 

Medicine: 

Currently  attending  medical  school 

25 

25 

Currently  completing  premed  requirements  and  planning  to 

apply  to  medical  school 

39 

39 

Subtotal 

64 

63 

Other  Health  Professions: 

Currently  attending  dental,  public  health,  pharmacy,  nursing. 

or  allied  health  schools 

10 

10 

Subtotal 

10 

10 

Health-Related  Employment: 

Currently  employed  full-time  (eg,  medical  technician,  research 

in  medical  setting) 

8 

8 

Subtotal 

8 

8 

Others: 

Employed  in  nonhealth  field 

14 

14 

Attending  graduate  school 

5 

5 

Subtotal 

19 

19 

Total  number  of  students  for  whom  information  is  available 

101* 

100 

•Information  was  available  for  101  of  the  112  students.  Six  students  could  not  be  located  during  followup,  four  attended 
summer  programs  twice,  and  one  student  is  deceased. 
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students  who  gain  admission  to  a medical 
school.  The  dialogue  and  interaction  be- 
tween students  and  faculty  from  different 
cultural  and  social  experiences  effects  at- 
titudinal  and  behavioral  changes  whereby 
both  the  students  and  faculty  emerge  more 
helpful  to  each  other. 
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Profile:  Texas’  doctor-congressman 


For  the  first  time  since  1887,  when  Dr. 
James  Webb  Throckmorton  completed  his 
service  in  the  U S House  of  Representa- 
tives, Texas  is  represented  in  Congress  by 
a physician — Dr.  Ron  Paul. 

The  Lake  Jackson  obstetrician-gynecolo- 
gist won  his  District  22  seat  in  a special 
election  runoff  in  early  April.  Republican 
Paul  succeeds  Democrat  Bob  Casey  who 
had  served  the  district  since  its  formation 
in  1958.  (Casey  resigned  last  January  to 


accept  a position  on  the  Federal  Maritime 
Commission.) 

What  would  prompt  a physician  with  a 
thriving  practice  to  enterthe  political 
arena? 

Dr.  Paul  was  quick  to  state  his  reasons, 

“. . .concern  for  the  direction  in  which  the 
country  is  headed  . . . the  economy ...  in- 
flation. There  are  some  serious  times 
ahead,  and  the  system  is  threatened.” 
Although  the  Duke  University  School  of 


Dr.  Paul  (right)  greets  Texas  doctors,  Dr.  George  Alexander  of  Houston  and  Dr.  Joe  Nelson  of  Weatherford,  on  a visit 
to  Washington. 
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Medicine  graduate  is  a newcomer  to  poli- 
tics, he  has  long  been  active  in  his  com- 
munity. He  is  past  president  of  the  Lake 
Jackson  Kiwanis,  the  Brazoria  County  Can- 
cer Society,  and  the  Lake  Jackson  Aquatic 
Club.  He  serves  on  the  board  of  directors 
of  Community  Hospital,  is  a member  of  the 
Congressional  Action  Committee  of  the 
Brazosport  Chamber  of  Commerce,  a mem- 
ber of  the  Drug  Abuse  Committee  for  the 
Brazosport  Independent  School  District, 
and  serves  on  the  steering  committee  for 
the  Community  Conference  on  Technical- 
Vocational  Education. 

A bit  surprised  and  disappointed  with  the 
“bureaucratic  monstrosity”  in  Washington, 
Dr.  Paul  confirmed  thatthe  problems  he  is 
concerned  with — includingthe  size  and 
cost  of  government — really  do  exist.  His 
congressional  as  well  as  campaign  efforts 
(he  faces  reelection  in  November)  are 
based  on  his  slogan,  “Put  big  government 
on  a diet!” 

Of  his  campaign  strategy,  the  conserva- 
tive stated,  “I  didn’t  make  any  promises.  I 
never  had  to  compromise  my  principles  be- 
cause I believed  so  strongly  in  them.”  He 
plans  to  continue  his  attack  on  big  govern- 
ment in  his  campaign  for  reelection. 

Dr.  Paul  said  that  other  politicians  have  the 
opinion  that  doctors  are  disinterested  and 
poor  contributors  to  the  political  system. 
The  new  congressman’s  experience  refutes 
this  idea.  He  said  he  talked  to  many  doc- 
tors during  his  campaign  and  found  that 
they  are  getting  more  involved  in  legisla- 
tive matters.  He  encourages  physicians  to 
continue  to  speak  up  for  the  entire  system 
of  free  enterprise,  citing  the  move  toward 
government  intervention  in  medicine  as 
just  one  part  of  the  problem. 

The  physician  hopes  to  keep  somewhat  ac- 
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The  Pauls  pose  for  a family  portrait.  Pictured  on  the  front  row  (l-r)  are  Robert,  10,  Mrs.  Paul,  Dr.  Paul,  and  Joylin,  3. 
On  the  back  row  (l-r)  are  Randy,  13,  Lori,  16,  and  Ronnie,  17. 


tive  in  the  practice  of  meciicine  during  his 
congressional  service,  but  realizes  that  this 
is  not  very  practical  with  today’s  congres- 
sional schedule.  (His  partner  has  assumed 
responsibility  for  their  Lake  Jackson  medi- 
cal practice.)  Dr.  Paul  would  like  to  see 
business  people  and  professionals  partici- 
pate more  in  politics.  He  advocates  the 
original  concept  of  Congress  in  which  the 
group  met  for  only  part  of  the  year. 
Hecalled  his  personal  schedule  “disrup- 
tive.” His  family  has  remained  in  Lake 
Jackson  and  the  congressman  commutes 
every  other  weekend  from  Washington  to 


his  home  district.  His  family  includes  his 
wife  Carol  and  five  children. 

But  despite  the  difficulties  of  conducting 
two  election  campaigns  in  the  same  year 
and  the  personal  inconveniences  of  main- 
tainingtwo  households,  Dr.  Paul  is  enthus- 
iastic about  trading  his  “MD”  for  “MC” 
(member  of  Congress),  at  least  for  the  pre- 
sent. He  is  optimistic  that  his  win  signals 
that  people  want  change.  He  feels  the 
nature  of  government  can  change  if  more 
citizens  take  a firm  position  on  issues. 

But  he  added,  “It’s  going  to  take  a lot  more 
work.” 
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Ann  Landers  offers 
advice  to  doctors 


In  the  “old  days,”  her  occupation  would 
have  been  called  advisor  to  the  lovelorn, 
but  syndicated  columnist  Ann  Landers 
hopes  to  do  something  more  than  that  to- 
day. Ms.  Landers  was  a featured  luncheon 
speaker  during  the  May  Annual  Session  of 
the  Texas  Medical  Association  in 
Dallas. 

Speaking  on  what  she  termed  her  favorite 
subject,  writing  an  advice  column,  the 
Sioux  City,  Iowa  native  told  the  gathering 
some  of  the  “hows”  and  “whys”  of  her 
work  as  well  as  what  she  had  learned  from 
her  readers. 

“I  get  letters  which  should  be  goingto  doc- 
tors,” Ms.  Landers  stated.  Just  as  some  of 
her  readers  really  just  want  someone  to 
I isten  when  they  write  to  her,  so  do  some 
patients  go  to  doctors  with  superficial 
complaints  when  they  really  have  an  under- 
lying problem.  The  columnist  urged  doc- 
tors to  “give  patients  an  extra  five  or  six 
minutes  to  listen.” 

Real  letters? 

Ms.  Landers  continued,  “I  frequently  get 
asked,  ‘Are  the  letters  on  the  level?’  ” 

Every  letter  published  in  the  column,  so 
far  as  she  can  determine,  is  real,  according 
to  the  Chicago-based  writer. 

“Twenty  years  has  made  me  shock  proof. 

I believe  anything  about  anybody,”  she  de- 
clared and  added  that  she  has  become 
tolerant  of  human  weakness.  “Each  person 
is  capable  of  doing  something  completely 
irrational  and  out  of  character  at  least  once 
duringhis  life.” 

Jokingly,  she  explained  there  were  three 
kinds  of  people:  1)  those  who  make  things 
happen;  2)  those  who  watch  things  happen; 
and  3)  those  who  say  ‘what 
happened?’ 


“I’m  not  fooled  by  letters  often.  People  in 
real  trouble  won’t  bother  to  compose  a 
masterpiece.  They  will  change  pens,  spill 
coffee  on  the  paper,  misspell  words  they 
know,  add  afterthoughts,”  she  said.  The 
tone  of  real  letters  is  that  of  anxiety  and 
humility. 

An  awesome  responsibility 

“Giving  advice  is  an  awesome  responsibili- 
ty. I am  well  aware  of  the  confidence  placed 
in  me.”  Ms.  Landers  commented.  She  said 
she  doesn’t  pretend  to  be  an  authority  on 
any  subject  but  is  privileged  to  know  top 
authorities  in  many  fields  from  whom  she 
gets  “top  notch”  opinions. 

Especially  on  college  campuses,  Ms.  Lan- 
ders is  frequently  asked,  “How  do  you 
know  you  are  always  right?  How  can  you 
sleep  at  night?” 

She  defends  her  work  by  saying  the  an- 
swers have  been  carefully  researched.  The 
average  person  reading  her  column  does 
not  have  access  to  her  sources.  Consul- 
tants help  her  without  pay  because  they 
want  to  help  people.  In  addition,  the  colum- 
nist has  allied  herself  with  groups  so  that 
she  can  learn  about  different  areas  and  to 
meet  leaders  in  various  fields. 

For  instance,  she  has  been  involved  in 
medicine  as  a memberof  the  Visiting  Com- 
mittee for  the  Board  of  Overseers  for  Har- 
vard Medical  School,  a trustee  for  the 
Menninger  Foundation,  a memberof  the 
Mayo  Clinic  Sponsors  Committee,  and 
service  on  the  boards  of  the  National 
Dermatology  Foundation,  the  Chicago  Re- 
habilitation Institute,  and  the  national 
board  of  the  American  Cancer  Society.  She 
has  received  a President’s  Citation  for  her 
work  on  alcoholism. 

Ms.  Landers  contended  that  she  practices 
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“medicine  without  a license”  in  her  work. 
For  instance,  many  people  who  have  der- 
matology problems  do  not  connect  these 
problems  with  their  emotional  problems. 
She  told  of  one  man  who  wrote  that  every 
Dec  22  he  broke  out  with  hives.  This  had 
been  going  on  for  seven  years.  His  wife  got 
upset  because  he  subsequently  could  not 
do  anything  with  her  or  her  mother.  Her 
mother  came  to  visit  every  Dec  24.  “Peo- 
ple often  don’t  see  illnesses  could  be 
psychogenerated.” 

Hard  work 

“I  can  still  truthfully  say  I handle  each  day 
with  enthusiasm.  It  is  challenging  and  hard 
work,”  Ms.  Landers  said  of  her  job. 

Every  word  in  the  column  is  written  by  Ms. 
Landers  herself.  She  has  no  “ghosts”  and 
claims  she  will  quit  if  the  day  comes  when 
she  cannot  handlethe  load.  At  the  time  of 
her  talk  at  the  TMA  meeting,  she  was  eight 
weeks  ahead  of  her  column 
schedule. 

“Each  day’s  mail  brings  a surprise — a 
shock.”  She  called  her  readers  “unpredic- 
table, super-sensitive,  sharp-eyed,  iras- 
cible, critical,  and  beautifully 
loyal.” 

“I  love  them  all  dearly,”  she  proclaimed. 
She  added  that  half  of  her  mail  comes  from 
men  who  are  also  prone  to  hide  her  column 
under  the  sports  pages.  “Men  usually  write 
about  a wife  of  long  standing,  a girlfriend 
of  short  standing,  or  the  deadly  combina- 
tion of  both,”  she  joked. 

A view  of  today’s  society 

Ms.  Landers  feels  Americans  are  paying 
dearly  for  thei r money-oriented  culture. 
She  often  hears  the  following  from  execu- 


Syndicated  columnist  Ann  Landers  and  TMA  President 
Dr.  L.  S.  Thompson,  Jr.,  swapped  doctor  stories  during 
the  recent  TMA  Annual  Session  in  Dallas. 
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tives:  “I’ve  been  so  busy  making  a living, 
I’ve  failed  to  make  a life.’’ 

She  is  also  often  asked  if  children  are 
worse  today  than  20-25  years  ago? 

“I  say  kids  are  ‘different;’  how  can  they  be 
otherwise?”  she  answered.  “There  have 
been  more  radical  changes  in  society  in  the 
last  25  years  than  the  previous  200.  These 
are  different  times;  this  is  a different 
world.” 

She  continued,  “It  doesn’t  make  sense  to 
judge  children  by  the  same  standards  as 
we  were  judged.  They  have  different  prob- 
lems, different  pressures,  and  different 
parents.” 

Children  today,  she  said,  have  the  disad- 
vantage of  too  many  advantages.  They  are 
“victims  of  our  affluent  society.” 

The  columnist  called  permissiveness  a 
“bummer,”  and  said  itwas  extremely  dam- 
aging to  children.  “Kids  want  discipline 
and  guidelines,”  she  emphasized. 

On  the  subject  of  television,  Ms.  Landers 
said  the  medium  isthe  “biggest  influence 
since  the  automobile”  and  has  been  the 
“principal  promoter  of  the  ‘medicine  chest’ 
society.” 

“TV  makes  Americans  feel  they  have  a 
right  to  be  free  of  fear,  pain,  anxiety,  and 
irregularity,”  she  told  the  medical 
gathering. 

Helping  people  is  what  it’s  about 

“I  was  first  drawn  to  the  advice  field  be- 
cause I thought  itwas  a good  way  to  help 
and  educate  people”  she  commented.  But 
the  columnist  admitted  she  did  not  realize, 
in  the  beginning,  the  extent  of  people’s 
problems.  She  said  many  people  have  bur- 
dens that  others  never  suspect.  She  added 
that  people  expect  doctors  to  “feel  fine  and 
know  all  the  answers.” 


She  urged  physicians  to  “be  kind — you 
never  know  how  much  a little  friendliness 
can  help.” 

“Happy  people  are  nice  people,”  according 
to  Ms.  Landers.  Quoting  H.  L.  Mencken, 
she  said,  “If  you  want  to  make  this  world 
a happier  place,  wink  at  a homely 
girl.” 

“Life  is  difficult  for  everyone.  Never  envy 
the  family  next  door;  they  may  be  envying 
you,”  she  advised. 

What  has  she  learned  from  her 
readers? 

She  enumerated  three  points: 

• Life  is  what  happens  to  you  when  you 
were  planning  something  else. 

• T rouble  isn’t  always  all  bad.  It  may  be  a 
blessing  in  disguise.  It  isthe  “common 
denominator  of  living”  and  “the  great 
equalizer.” 

• Money  is  the  overrated  of  all  commodi- 
ties. People  do  not  write  Ann  Landers  about 
money  problems,  but  people  problems. 
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MEDICINE  AND  THE  LAW 


TEXAS  COURT  RULES  ON  STANDARD  OF  CARE  IN  CASE  OF  ALLEGED  UNNECESSARY 
SURGERY 


The  following  case^  involves  a theory  of 
recovery  against  a physician  not  previously 
recognized.  The  appeals  court  stated  that 
the  better  rule  concerning  unnecessary 
surgery  is  that  a physician  is  not  guilty  of 
malpractice  when  the  method  of  treatment 
used  is  supported  by  a respectable  minor- 
ity of  physicians  so  long  as  the  physician 
adhered  to  the  acceptable  procedures 
espoused  by  the  minority. 

Facts 

The  patient  had  an  advanced  case  of  em- 
physema when  first  examined  by  the  de- 
fendant physician.  After  consultation  with 
the  doctor,  the  patient  was  advised  that 
carotid  body  surgery  might  prove  benefi- 
cial. The  doctor  performed  the  operation 
and  removed  the  carotid  body  gland  from 
each  side  of  the  patient’s  neck  together 
with  certain  associated  nerves.  The  doctor 
had  told  the  patient  that  the  operation  was 
not  a cu  re,  but  that  it  was  hoped  that  it 
would  lessen  the  spasms  of  the  bronchial 
tubes  and  improve  the  circulation  of  the 
lungs.  This  admittedly  was  a controversial 
procedure,  but  evidence  was  presented 
that  carotid  body  surgery  had  been  per- 
formed by  at  least  one  other  Texas  doctor, 
a Boston  physician,  and  doctors  in  Japan, 
Poland,  and  Italy.  The  doctor  stated  that 
85%  of  some  1,200  persons  on  whom  he 
had  performed  this  operation  had  derived 
some  benefit.  Other  testimony  showed  the 
procedure  is  generally  recognized  as  hav- 
ing no  value  in  treating  emphysema,  and,  in 
some  cases,  may  be  detrimental  to  the  pa- 
tient’s health.  The  trial  court  had  refused  to 
allow  the  submission  of  this  case  on  a theo- 
ry of  ordinary  negligence,  and  the  jury 
found  the  doctor  not  guilty  of  gross  negli- 
gence. The  basis  of  the  appeal  was  that  the 


trial  court  erred  in  refusingto  submitthe 
patient’s  theory  that  the  performance  of 
carotid  body  surgery  as  a treatment  for  em- 
physema was  ordinary  negligence. 

Discussion 

The  court  of  appeals  stated  that  in  dealing 
with  this  question  it  was  confronted  with 
the  apparently  unique  issue  in  Texas  of 
determining  the  standard  to  be  used  when 
a claim  of  medical  malpractice  is  based  up- 
on an  allegedly  unnecessary  procedure. 
There  was  no  evidence  in  the  trial  court 
record  to  support  an  assertion  that  the 
surgery  itself  was  unskillful,  or  negligently 
performed:  only  that  it  was  improper  to 
perform  the  operation  in  the  first  place. 

The  court  stated  there  was  a paucity  of  cas- 
es dealing  with  the  issue  of  unnecessary 
surgery,  and  there  has  not  been  a con- 
sensus of  what  is  the  applicable  test.  After 
discussion  of  cases  in  other  states,  the 
Texas  court  adopted  the  rule  that  a physi- 
cian is  not  guilty  of  malpractice  when  the 
method  of  treatment  used  is  supported  by  a 
respectable  minority  of  physicians,  so  long 
as  the  physician  adhered  to  the  acceptable 
procedures  of  administering  the  treatment 
as  espoused  by  the  minority.  The  court 
stated  the  determination  should  be  predi- 
cated upon  ordinary  negligence,  i.e.,  what 
a reasonable,  prudent  physician  would  do 
underthesameor  similar  circumstances. 
The  court  said  it  saw  no  reason  forthe 
standard  to  be  otherwise  for  an  action  on 
unnecessary  surgery. 

Moreover,  the  court  indicated  in  this 
instance  it  was  not  dealing  with  those  pro- 
cedures which  might  be  termed  either  ex- 
perimental or  progressive.  Further,  the 
opinion  stated  thatthe  rule  enunciated 
should  not  be  construed  as  being  applica- 
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bleto  physicians  who  perform  and  adhere 
to  valid  surgical  procedures  which  legiti- 
mately seek  to  advance  medical  knowledge 
in  areas  which  are  as  yet  unexplored  or  not 
adopted.  Where,  as  here,  the  pleadings  and 
the  evidence  reveal  the  cause  of  action  is 
not  based  upon  either  experimental  or 
progressive  surgical  techniques,  the  jury 
should  be  instructed  that  these  issues  are 
not  involved  in  the  case — in  effect  carving 
out  an  exception  to  the  rule  as  adopted  by 
the  court. 

In  another  question  in  the  same  case,  the 
court  specifically  stated  the  trial  court 
acted  properly  in  quashing  subpoenas  to 
the  executive  secretary  of  the  Harris  Coun- 
ty Medical  Society  to  produce  certain  rec- 
ords of  its  Board  of  Censors  underTexRev 
Civ  Stat  Ann,  Art  447d,  Sec  3,  because  the 
meaning  of  that  statute  is  clear.  According- 
ly, evidence  requested  by  the  plaintiff  was 
not  available. 

Dissent 

There  was  a strong  dissenting  opinion  by 
Chief  Justice  Martin  Dies,  Jr.,  on  the  basis 
the  evidence  did  not  raise  a jury  issue  of 
malpractice  (ordinary  negligence)  by  a 
physician.  He  stated  that  there  was  no  evi- 
dence the  surgery  made  the  patient’s  con- 
dition any  worse;  the  patient  had  lived 
some  six  years  after  the  surgery;  and  there 
was  no  indication  his  death  was  in  any  way 
connected  with  the  surgery.  Further,  there 
were  no  allegations  or  evidence  of  unskill- 
fulness in  the  surgery  by  the  physician. 

The  judge  was  unable  tofind  any  case  in 
America  holding  a physician  guilty  of  mal- 
practice under  these  circumstances. 

The  minority  opinion  also  stated  the  rule 
adopted  by  the  majority  must  surely  “in- 
hibit and  discourage  new  treatments  and 
procedures”  raising  the  questions,  “When 
does  surgery  stop  being  experimental? 

How  many  is  a respectable  minority?”  The 
judge  observed  the  law  must  recognize  that 
by  the  nature  of  medicine  there  will  always 
be  differences  of  professional  opinion  as 
to  diagnosis  and  treatment,  and  he  feared 
the  long-term  effect  of  the  majority  opinion 


would  discourage  new  procedures  and 
techniques  so  necessary  to  improved 
health  care.  Emphasizingagain  his  dissent 
was  strictly  limited  to  the  facts  of  this 
case  where  (1)  the  procedure  is  thought 
by  some  physicians  to  be  of  help,  (2) 
where  there  is  no  showing  of  unskillful  ness 
on  the  part  of  the  physician,  and  (3)  where 
there  is  no  showing  of  injury  to  the  patient 
otherthan  the  normal  injury  attendant  with 
any  surgery. 

Conclusion 

Heretofore  from  a practical  as  well  as  a 
legal  standpoint,  the  chances  for  the  in- 
jured patient’s  success  in  cases  of  alleged 
negligence  in  surgery  depended  upon  the 
answer  to  one  question:  “Did  the  surgeon 
by  his  conduct  negligently  cause  an  in- 
jury or  condition  that  did  not  predate  the 
surgical  procedure?”  Absence  of  the  exis- 
tence of  a contract  for  cure,  the  physician 
has  generally  not  been  held  liable  when  the 
surgery  fails  to  achieve  a successful  result. 
In  other  words,  the  failure  of  the  surgery 
to  produce  beneficial  effects  in  most  in- 
stances does  not  form  a basis  of  recovery. 

It  was  felt  heretofore  that  the  chance  of 
success  forthe  injured  patient  in  a surgery 
case  depends  upon  whether  the  surgical 
procedure  resulted  in  harm  or  injury  that 
would  not  have  been  experienced  had  he 
not  consented  to  the  surgery  or  had  the 
surgery  been  performed  in  keeping  with 
the  usual  and  accepted  practices. 

This  case  represents  perhaps  another 
theory  of  recovery  against  a physician  not 
previously  recognized.  It  is  hoped  a re- 
versal or  modification  will  be  reached  if  the 
issue  is  presented  to  the  Supreme  Court  of 
Texas. 

Jack  Maroney,  Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 

TMA  Legal  Counsel 

1.  Hood  vs  Phillips,  No.  7769,  Court  of 
Civil  Appeals,  Ninth  Supreme  Judicial  Dis- 
trict, Beaumont,  Texas,  April  22, 1976. 
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General  Internal  Medicine 
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Hematology 
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DERMATOLOGY 
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M.  F.  Appel,  M.D.,  FJt.C.S. 

NEUROLOGY 

R .R.  Pierce,  M.D.,  F.A.A.N. 

W.  R.  Seybold,  M.D. 

OBSTETRICS  & GYNECOLOGY 

M.  L.  Cody  M.D.,  FAC.S, 

FAC.O.G. 

W.  A.  Johnson  III,  M.D.,  FAC.O.G.  RADIOLOGY 

OPHTHALMOLOGY  R.  j.  Kurth,  M.D.,  FAC.R. 

H.  E.  Wahlen,  M.D.,  DAB.O.  E.  G.  Linares,  M.D. 

J.  E.  Key,  II,  M.D.  P.  Raphael,  M.D. 


PATHOLOGY 

R.  A.  Jordan,  M.D.,  F.A.S.C.P. 
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UROLOGY 
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limited  basis.  To  determine  your  eligibility,  contact  the  Medical  Insurance  Division  for  name  of 
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You  can  help  inform  the  publit 
Dn  liability  insurance  problems  ] 


An  informative  new  pamphlet  from  TMA  can  tell 
hysicians’  story  of  the  malpractice  insurance  crisis 
uickly  and  easily.  Communication  with  the  public  is 
ital  if  we  are  to  overcome  the  crisis. 

A sample  copy  of  “No  Texan  can  escape  this  epi- 
emic”  is  enclosed  so  you  can  see  what  an  effective 
ommunication  tool  the  pamphlet  can  be. 

You  can  put  the  pamphlet  in  statements,  place  it  in 


Available  free  from  TMA 


i 


Available  free  from  TMA 


waiting  rooms  and  hospitals,  distribute  it  at  meetings 
Utilize  it  in  all  sorts  of  situations. 

An  effective  display  card  with  pamphlet  pocket 
also  is  available  free  of  charge.  This  versatile  tool  use 
professional  looking  gray  and  white  graphics  to  attrac 
tively  display  pamphlets  and  its  own  message:  “Run- 
away Malpractice  Insurance  rates  are  hurting  every- 
body. Let’s  help  each  other  get  action  in  Austin.” 

You  can  fold  out  its  attached  easel  for  tabletop  dis 
play  or  hang  the  8V2  x 1 1 inch  card  on  a wall  in  a prom 
nent  place. 


Use  the  easy  order  form  below. 


TO:  Communication  Department 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Yes,  I want  to  help  tell  people  about  the  "malpractice  insurance"  crisis.  Please  send,  free  of  charge: 

Pamphlets  entitled  "No  Texan  can  escape  Display  cards — "Runaway  Malpractice 

(No.)  this  epidemic."  (No.)  Insurance  rates  are  hurting  everybody.  . 


Send  to:  

(print  or  (Name) 

type)  

(Address) 


(City,  state,  zip) 


On  land,  sea,  and  in  the  air... 


Up  to  24  hours  of  effective  control  with 
a single  dose. ..in  nausea,  vomiting  and 
dizziness  associated  with  motion  sickness. 

Dosage:  25  to  50  mg.  1 hour  before  travel. 
Available  on  prescription  only. 

BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12' 15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 


not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who 
have  shown  a previous  hypersensitivity  to  it. 

WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore, 
usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness, 
dry  mouth  and,  on  rare  occasions, 
blurred  vision  have  been  reported. 


A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


Antivert/25  ChewableTablets 

(meclizine  HCl)  25  mg. 

for  motion  sickness 


® Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Trademark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The 
following  IS  a brief  summary. 


* 


Warning 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined. Its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  Edema:  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
Its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or 
hepatic  dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5,4  mEq/L)  has  been 


reported  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g,,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood  dys- 
crasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SKX.F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  Ijeen 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  m acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive  effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (in  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis, xanthopsia  and,  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKIine  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


an<3A/ 


uDe 


tolbutamide,  Upjohn 

0.5  Gm  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
© 1976  The  Upjohn  Company 


Upjohn 


This  new  design  will  help 
pharmacists,  physicians,  nurses, 
and  patients  identify  Orinase  by 
name  and  manufacturer. The 
number  on  the  tablet  is  for 
identification  and  is  not  related  to 
tablet  strength. 

You  may  wish  to  advise  your 
patients  that  this  change  is  taking 

place.  J-5255-6 


WHEN 

ANXIETY 

INTERFERES. 


The  cardiac  patient  and  anxiety. 


“The  [cardiac]  patient  is  anxious  about  minor 
symptoms,  about  the  implications  of  his  diagnosis, 
and  about  real  or  imagined  limitations  of  function.”" 


Tlie  worst  is  over.  The  cardiac  patient  is  out 
of  the  acute  stage,  out  of  the  hospital,  and  well  on 
his  way  to  recovery.  How  quickly  he  comes  back  to 
near  normal  functioning  may  depend  on  his 
psychological  as  well  as  his  physical  rehabilitation. 

Clinical  anxiety,  for  example,  may  he  one 
reason  for  prolonged  recuperation  following 
cardiac  healing.  Yet  anxiety  can  sometimes  be 
beneficial  in  facilitating  patient  compliance. 

TTie  patient  who  is  realistically  concerned 
about  resuming  his  precoronary  functioning  may  be 


highly  motivated  to  adhere  to  his  rehabilitation 
regimen.  However,  the  cardiac  patient  with 
excessive  or  unresolved  anxiety  may  be  so  fearful  of 
future  heart  failure  that  he  refrains  from  your  pre- 
scribed regimen.  These  excessively  anxious  cardiac 
patients  eventually  present  the  same  clinical 
characteristics  as  patients  deconditioned  by  bed  rest. 

Excessive  anxiety  can  interfere 
with  patient  management 

When  excessive  anxiety  diminishes  your 


patient’s  ability  to  participate  fully  in  his  rehabilita- 
tion program,  your  counselinf^  and  reassurance  are 
often  sufficient.  But  when  his  anxiety  is  so  ^reat  that 
it  actually  interferes  with  his  ability  to  listen  and 
respond,  you  may  want  to  consider  the  addition 
of  an  adjunctive  antianxiety  agent  to  help 
reduce  his  excessive  anxiety  to  more 
manageable  levels. 


Librium'^Cchlordiazepoxide  HCI) 
an  effective  adjunct  to 
your  reassurance  and  counseling 

Safety:  Librium  has  a highly  favorable 
benefits- to-risk  ratio  and  a wide  margin  of  safety. 
Because  of  its  low  incidence  of  side  effects,  it 
is  regarded  as  one  of  the  safest  antianxiety  agents 
available.  And  Librium  does  not  adversely  affect  the 
cardiovascular  system.  See  complete  product 
information  for  warnings,  precautions  and  adverse 


reactions. 


Performance:  Hundreds  of  clinical 

trials,  thousands  of  published  papers,  and  millions 
of  patients  comprise  the  record  of  perfomiance  for 
Librium. 


Concomitant  use:  Of  special  signi- 
ficance in  treating  the  cardiac  patient  already 
taking  multiple  agents  is  the  fact  that  Librium  is  used 
concomitantly  with  most  primary  medications,  such 
as  cardiac  glycosides,  diuretics  and  antihypertensives. 


*Zohman  BL:  Geriatrics  28:1 10-1 19,  Feb  1973 


Before  prescribing,  please  consult  complete  product  in- 
formation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
or  accompanying  various  disease  states. 

Contraindications:  Patients  with  known  hypersensitivity 
to  the  dtug. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against  hazardous  occupa- 
tions requiring  complete  mental  alertness  (e.g. , operating 
machinery,  driving).  Though  physical  and  psychological  de- 
pendence have  rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  to  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childhearing  age 
requires  that  its  potential  benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
dren over  six,  limit  to  smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  oversedation,  increasing 
gradually  as  needed  and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not  recommended,  if  combi- 
nation therapy  with  other  psychotropics  seems  indicated,  care- 
fully consider  individual  pharmacologic  effects,  particularly  in 
use  of  potentiating  drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g. , excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  children.  Employ  usual  pre- 
cautions in  treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present  and  protec- 
tive measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper  dosage  adjustment,  hut  are 
also  occasionally  observed  at  the  lower  dosage  ranges.  In  a tew 
instances  syncope  has  been  reported.  Also  encountered  are  iso- 
lated instances  of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libidts — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in  EEC  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 mg,  10  mg  or 
25  mg  chlordiazepoxide  HCI.  Lihntahs®  Tablets  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide. 

<\  Roche  Laboratories 

ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  New  Jersey  071 10 


Adjunctive 

LlBRlUM^ 

chlordiazepoxide  HCI /Roche 

5 mg,  10  mg,  25  mg  capsules 


THE  ANXIETY-SPECIFIC 


VISU/IL  FOCUS 
ON 

/1CUTE  GOUTY/IRTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis  Scintiphotogram  of  same  foot  reflects 
as  seen  by  conventional  x-ray.  inflammatory  process. 


The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal jointand  the  proximal  interphalangeal 


joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a nnore  detailed  description  of  scintiphotography, 
see  “addendum”  at  right. 


THEmPEUTIC  FOCUS 

ON 


CAPSULES,  25  mg  and  50  mg 


(INDOMETHACIN  MSD) 


Facts  about 
Scintiphotography 


helps  relieve  pain 
and  Other  symptoms 
ofinflammation 
in  acute 
gouty  arthritis 
in  selected  patients 

INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSP 
highly  effective  in  relieving  pain  and  in  merck 
reducing  fever,  swelling,  and  tenderness.  dohme 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


(INDOMETHACIN I MSD) 


helps  relieve  pain 
and  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered  a 
simple  analgesic  and  should  not  be  used  in  conditions  other  than  those  recom- 
mended. The  drug  should  not  be  prescribed  for  children  because  safe  condi- 
tions for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  Its  potential  to  cause 
adverse  reactions,  the  following  are  strongly  recommended:  1)  the  lowest  possible 
effective  dose  for  the  individual  patient  should  be  prescribed.  Increased  dosage 
tends  to  Increase  adverse  effects,  particularly  in  doses  over  150-200  mg  per  day, 
without  corresponding  clinical  benefits;  2)  careful  instructions  to,  and  observations 
of,  the  individual  patient  are  essential  to  the  prevention  of  serious  and  irreversible. 
Including  fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women  and  nurs- 
ing mothers;  active  gastrointestinal  lesions  or  history  of  recurrent  gastrointestinal 
lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at  times, 
severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any  sign  or  symptom 
signaling  a possible  gastrointestinal  reaction.  The  risks  of  continuing  therapy  with 
INDOCIN  in  the  face  of  such  symptoms  must  be  weighed  against  the  possible  ben- 
efits to  the  individual  patient  Gastrointestinal  effects  may  be  reduced  by  giving 
the  drug  immediately  after  meals,  with  food,  or  with  antacids.  Use  greater  care  in 
aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those  of  the 
macula,  have  been  observed  in  some  patients  on  prolonged  therapy.  Discontinue 
therapy  if  such  changes  are  observed  Ophthalmologic  examination  at  periodic  in- 
tervals IS  desirable  in  patients  on  prolonged  therapy. 

Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric  disturbances, 
epilepsy,  and  parkinsonism,  and  should  be  used  with  considerable  caution  in  pa- 
tients with  these  conditions.  If  severe  CNS  adverse  reactions  develop,  discontinue 
the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about  engag- 
ing in  activities  requiring  mental  alertness  and  motor  coordination,  as  driving  a car. 
Headache  which  persists  despite  dosage  reduction  requires  complete  cessation  of 
the  drug.  May  mask  the  usual  signs  and  symptoms  of  infection:  therefore,  the 
physician  must  be  continually  on  the  alert  for  this  and  should  use  the  drug  with  ex- 
tra care  in  the  presence  of  existing  controlled  infection.  After  the  acute  phase  of  the 
disease  is  under  control,  an  attempt  to  reduce  the  dally  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Drug  Interactions:  Although  INDOCIN  has  not  influenced  the  hypoprothrombinemia 
produced  by  anticoagulants,  patients  on  anticoagulant  therapy  should  be  observed 
closely  for  alterations  in  prothrombin  time.  In  patients  receiving  probenecid,  plasma 
levels  of  indomethacin  are  likely  to  be  increased  and  a lower  total  daily  dose  of 
INDOCIN  may  produce  a therapeutic  effect;  increases  in  the  dose  of  INDOCIN 
should  be  made  cautiously  and  in  small  increments. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcerations  of 
the  esophagus,  stomach,  duodenum,  or  small  intestine,  including  perforation  and 
hemorrhage,  with  fatalities  in  some  instances;  rarely,  intestinal  ulceration  has  been 
associated  with  stenosis  and  obstruction;  gastrointestinal  bleeding  without  obvious 
ulcer  formation;  perforation  of  preexisting  sigmoid  lesions  (diverticulum,  car- 
cinoma, etc):  rarely,  increased  abdominal  pain  in  ulcerative  colitis  patients  or 
development  of  ulcerative  colitis  and  regional  ileitis;  gastritis  may  persist  after  the 
cessation  of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  t-hose  of  the 
macula,  have  been  observed  on  prolonged  therapy;  blurring  of  vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow  de- 
pression, agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura  may  occur 
rarely.  Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gastro- 
intestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  a rapid  fall  in  blood  pressure 
resembling  a shock-like  state,  angioedema,  dyspnea,  asthma,  angiitis,  pruritus,  ur- 
ticaria, skin  rashes,  purpura. 

Ear  Reactions:  Hearing  disturbances  — deafness  reported  rarely;  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psychotic 
episodes,  depersonalization,  depression,  and  mental  confusion;  coma;  convulsions: 
peripheral  neuropathy;  drowsiness;  lightheadedness;  dizziness;  syncope; 
headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure,  hematuria. 
Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcerative 
stomatitis,  and  epistaxis. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit  packages 
of  100  and  bottles  of  100  and  1000;  capsules  containing  50  mg  indomethacin  each, 
in  single-unit  packages  of  100  and  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see  full  prescrib- 
ing information.  Merck  Sharp  & Dohme.  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa. 
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Medical  Newsmakers 

LYN  I.  HUNTof  Midland  and  PAULA. 
THOMPSON  of  Memphis  have  received  the 
Gold  Headed  Cane  Award  and  the  Out- 
standing Three  Year  Graduate  Award, 
respectively,  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  The  honors 
are  presented  annually  to  graduating  stu- 
dents in  the  fourth  and  third  year  classes 
who  epitomize  the  ultimate  in  patient  care. 

The  outstanding  senior  citizen  award  from 
the  Women’s  Civic  Club  Council  of  Fort 
Worth  was  recently  presented  to  DR.  MAY 
OWEN  of  Fort  Worth.  Dr.  Owen,  recipient 
of  many  honors,  has  also  recently  been  re- 
elected director  of  the  Tarrant  County 
Junior  College  board  of  trustees. 

DR.  NICHOLAS  C.  HIGHTOWER,  JR.,  of 
Temple  received  a special  citation  from  the 
Food  and  Drug  Administration  in  a special 
awards  ceremony  May  25  in  Rockville,  Md. 
The  citation  reads  as  follows:  “In  recogni- 
tion of  outstanding  contributions  to  the 
work  of  the  Food  and  Drug  Administration 
as  Chairman  of  the  Over-the-Counter  Laxa- 
tive, Antidiarrheal,  Emetic,  Antiemetic 
Drug  Review  Panel  and  as  consultant  to  the 
Gastrointestinal  Drug  Advisory  Commit- 
tee.’’ 

DRS.  GILBERT  H.  FLETCHER  and  ROBERT 
S.  NELSON  were  recently  honored  by  The 
University  of  Texas  M D Anderson  Hospital 
and  Tumor  Institute.  The  two  physicians 
received  the  hospital’s  Distinguished  Ser- 
vice Award  for  advancing  the  medical 
specialties  of  radiotherapy  and  gastro- 


enterology. Dr.  Fletcher  is  head  of  the 
Department  of  Radiotherapy  and  Dr.  Nel- 
son serves  as  chief  of  the  Gastroenterology 
Service  at  the  hospital. 

Baylor  College  of  Medicine  has  named  DR. 
ROBERT  F.  SPARKMAN  as  its  distinguish- 
ed alumnus  for  1976.  Dr.  Sparkman  was 
honored  June  12  duringthe  annual  Baylor 
medical  alumni  dinner  in  Houston.  The 
surgeon  has  practiced  in  Dallas  for  30 
years. 

DR.  BARBARA  H.  BOWMAN,  I.  H.  Kempner 
Professor  and  chairman  of  the  Department 
of  Human  Biological  Chemistry  and  Genet- 
ics at  The  University  of  Texas  Medical 
Branch  at  Galveston,  has  been  awarded 
the  Katharine  and  Nicholas  Leone  Award 
for  Outstanding  Administrative  Excellence, 
presented  annually  by  the  Medical  Branch. 
The  award  honors  those  individuals  at  the 
medical  branch  who  have  attained  a level 
of  profession!  achievement  which  warrants 
recognition.  Among  her  accomplishments. 
Dr.  Bowman  has  won  international  acclaim 
for  research  in  cystic  fibrosis. 

DR.  ROBERT  GRAHAM  of  Houston  has  been 
named  deputy  director  of  the  Bureau  of 
Health  Manpower  for  the  U S Department 
of  Health,  Education,  and  Welfare.  Dr. 
Graham  has  been  an  instructor  in  the  Com- 
munity Medicine  Department  of  Baylor 
College  of  Medicine.  He  worked  primarily 
in  the  health  management  program,  help- 
ing develop  a model  for  the  distribution  of 
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primat7  care  doctors  throughout  Texas. 
The  Bureau  of  Health  Manpower  is  respon- 
sible for  implementing  health  manpower 
legislation  and  overseeing  federal  funds 
designated  for  medical  education. 

A professor  of  pediatrics  and  community 
medicine  at  Baylor  College  of  Medicine  has 
been  honored  by  the  college’s  alumni  as 
the  recipient  of  the  1976  Distinguished 
Faculty  Award.  DR.  MURDINA  DESMOND 
is  the  first  female  faculty  member  at  Bay- 
lor to  be  recognized  for  the  award.  A native 
of  Scotland  and  a graduate  of  Temple  Uni- 
versity School  of  Medicine,  Dr.  Desmond 
has  been  a member  of  the  faculty  for  28 
years. 

Four  faculty  members  at  The  University  of 
Texas  Medical  Branch  have  been  selected 
by  their  students  as  outstanding  educators. 
They  are  DR.  MICHAEL  B.  HANCOCK,  DR. 
GERALD  A.  BEATHARD,  DR.  JAY  C.  FISH 
and  DR.  MELVIN  H.  SCHREIBER. 

Three  Texas  physicians  have  been  awarded 
research  project  grants  by  the  Southern 
Medical  Association.  They  are  DR.  NED 
SNYDER  III  of  Galveston,  Dr.  ABRAHAM 
N.  FLEMENBAUM  of  Lubbock,  and  DR. 
THOMAS  F.  KNIGHT  of  Houston. 

Two  Texans  have  been  named  recipients  of 
Southern  Medical  Association  residency 
training  loans.  They  are  DR.  GARY  M.  MC- 
WILLIAMS and  DR.  WILLIAM  H.  GORMAN, 
both  of  San  Antonio. 


Medicine  in  literature 

IN  THE  TMA  LIBRARY 

Brownson  C B (ed):  1976  Congressional 
Staff  Directory.  Mt.  Vernon,  Congressional 
Staff  Directory,  1976. 

Fruehauf  E L (ed);  Shared  Services,  Shared 
Ideas:  Proceedings  of  the  Fourth  Annual 
Meeting,  South  Central  Regional  Group, 
Medical  Library  Association.  Oklahoma 
City,  University  of  Oklahoma  Health  Sci- 
ences Center  Library,  1976. 

Goldman  M J:  Principles  of  Clinical  Electro- 
cardiography, ed  9.  Los  Altos,  Lange  Medi- 
cal Publications,  1976. 

Gorlick  S H:  Now  that  You’ve  Incorporated: 
A Management  Manual  for  Physicians,  rev 
ed.  Oradell,  N J,  Medical  Economics  Com- 
pany, 1975. 

McNamara  B;  Step  Right  Up:  An  Illustrated 
History  of  the  American  Medicine  Show. 
Garden  City,  Doubleday  & Company,  Inc, 
1976. 

Nugent  N:  Hysterectomy.  Garden  City, 
Doubleday  & Company,  Inc,  1976. 

Ropes  M W:  Systemic  Lupus  Erythematosus. 
Cambridge,  Harvard  University  Press, 
1976. 

Ulrich’s  International  Periodicals  Directory, 
ed  16.  New  York,  R R BowkerCo,  1976. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


Eric  Buning 
Houston,  1933-1976 


R.  T.  Canon 
Lubbock,  1890-1976 


H.  H.  Cartwright 
Breckenridge,  1893-1976 


M.  A.  Davison 
Marlin,  1901-1976 

L.  B.  Entzminger,  Jr. 
Houston,  1944-1976 


P.  E.  Klinger 

San  Antonio,  1922-1976 


IN  MEMORIAM 


Paul  Kunstadt 
Monahans,  1900-1976 

F.  C.  Scott 
Haskell,  1885-1976 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to; 

Name 

Address  

City  and  State  


. Given  in  Memory  of 

Donor  Information: 

Name 

Address  

City  and  State  . 
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Recent  deaths 


Dr.  Buning 


Dr.  Cartwright 


Dr.  Eric  Buning 

Dr.  Eric  Buning,  a Houston  physician,  died 
Feb  20, 1976,  in  a fire  in  his  apartment. 

Dr.  Buning,  41,  had  practiced  in  Houston 
since  1960. 

Dr.  Buning  was  a native  of  Indonesia.  He 
graduated  from  college  and  medical  school 
in  the  Netherlands,  and  his  internship  was 
at  Methodist  Hospital  of  Dallas.  His  resi- 
dency was  at  Austin  State  Hospital. 

The  doctor  had  been  a member  of  the  Har- 
ris County  Medical  Society  for  15  years. 
Surviving  Dr.  Buning  are  his  wife,  Annette 
Karr  Buning,  and  sons,  Kingsley  Eric  Bun- 
ing and  Todd  Rodney  Buning,  all  of 
Houston. 


Dr.  R.  T.  Canon 

Dr.  RobertTravis  Canon,  85,  a longtime 
Lubbock  physician,  died  Feb  9,  1976,  fol- 
lowing a brief  illness. 

During  his  career,  which  spanned  57  years. 
Dr.  Canon  served  as  physician  to  Presi- 
dent Franklin  D.  Roosevelt  and  was  saluted 
by  the  Panhandle  District  Medical  Society 
Bulletin  (1969). 

Dr.  Canon  was  a native  of  Moscow,  Tex. 

He  was  graduated  from  The  University  of 
Texas  Medical  Branch,  Galveston,  in  1917 
as  World  War  I started.  He  enlisted  in  the 
Navy  as  a medical  officer  and  interned  at 
Washington,  DC. 

Most  of  his  Naval  service  during  this  period 
was  on  the  USS  Huntington,  and  he  later 
served  at  Quantico,  Va;  Annapolis,  Md; 
and  on  the  hospital  ship  Mercy,  where 
he  was  chief  of  the  eye,  ear,  nose  and 
throat  service. 

Dr.  Canon  transferred  to  the  Naval  Reserve 
and  came  to  Lubbock  in  1928  to  enter 
private  practice.  He  was  recalled  to  active 
duty  in  Philadelphia  at  the  outbreak  of 
World  War  II. 

Dr.  Canon,  who  practiced  full-time  until 
becoming  ill,  served  as  chief  of  staff  at 


West  Texas  Hospital,  Lubbock,  was  a past 
president  of  the  Lubbock-Crosby-Garza 
County  Medical  Society,  and  was  a member 
of  the  American  Medical  Association. 
Additionally,  he  was  a fellow  of  the  Amer- 
ican College  of  Surgeons,  a member  of 
the  Masonic  Lodge  and  the  Lubbock  and 
West  Texas  Chambers  of  Commerce. 

Dr.  Canon  is  survived  by  his  wife,  Lorean 
Lingo  Canon,  Lubbock;  two  sons,  R.  T ravis 
Canon,  Jr.,  of  Palm  Beach,  Fla,  and  George 
Canon  of  Lubbock;  a sister,  Mrs.  W.  C. 
Stangel,  also  of  Lubbock;  and  four  grand- 
children. 


Dr.  H.  H.  Cartwright 

Dr.  Hubert  Henderson  Cartwright,  honorary 
member  and  past  vice-president  of  Texas 
Medical  Association,  died  Feb  29, 1976,  at 
the  age  of  82. 

Dr.  Cartwright  had  practiced  in  Brecken- 
ridge  since  1920.  He  retired  in  1968  be- 
cause of  failing  eyesight. 

The  family  practitioner  was  born  in  Ama- 
rillo, where  his  father  also  had  practiced 
medicine.  He  attended  Amarillo  public 
schools.  Polytechnic  College  of  Fort  Worth, 
and  The  University  of  Texas.  He  received 
his  medical  degree  from  UT  in  1919,  and 
served  an  internship  at  Scott  and  White 
Hospital,  Temple. 

Dr.  Cartwright  did  postgraduate  work  in 
St.  Louis  and  Chicago  and  at  the  Mayo 
Clinic  in  Rochester,  Minn.  He  also  studied 
at  the  International  Postgraduate 
Assembly  in  Canada  and  Europe  in 
1929. 

He  served  in  the  US  Army  in  World  War  I, 
and  was  a member  of  the  American  Legion 
for  55  years.  He  was  a past  president  of 
the  Lions  Club,  a member  of  the  board  of 
the  Young  Men’s  Christian  Association 
(YMCA)  (42  years)  and  co-chairman  of  the 
Cancer  Society  (15  years).  He  also  was  a 
member  of  the  First  Christian  Church,  the 
Masonic  Lodge,  the  Moslah  Shrine,  and  the 
Elks  Lodge. 
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The  doctor’s  professional  memberships  in- 
cluded the  American  Medical  Association, 
the  American  Academy  of  Family  Physi- 
cians, and  the  Stephens  County  Medical  So- 
ciety (past  president). 

Dr,  Cartwright  is  survived  by  his  wife,  Ida 
May  Buford  Cartwright;  two  daughters, 

Mrs.  Dorothy  Burmah  Morrison  and  Mrs. 

A.  C.  Black,  Jr.,  both  of  Dallas;  four 
grandchildren,  and  two  great- 
grandchildren. 

Dr.  M.  A.  Davison 

Dr.  Milton  Andress  Davison,  74,  died  Feb 
27, 1976,  in  a rest  home  in  Marlin,  Tex. 

Dr.  Davison  was  born  in  Reagan,  Tex.  In 
1924,  he  was  graduated  from  The  Universi- 
ty of  Texas  Medical  Branch.  His  internship 
was  at  St.  Mary’s  Hospital  in  Galveston. 

Dr.  Davison  began  his  medical  practice  in 
Marlin  in  1925.  He  continued  to  practice 
there  until  retiring  in  1971. 

He  was  an  honorary  member  of  Texas 
Medical  Association,  a past  president  of 
the  Texas  Association  of  Obstetrics  and 
Gynecology,  and  a founding  fellow  of  the 
American  College  of  Obstetrics  and  Gyno- 
cology. 

He  also  was  a member  of  the  Central  As- 
sociation of  Obstetrics  and  Gynecology, 
the  Association  of  Physicians  and  Sur- 
geons, the  Texas  Pediatrics  Association, 
American  Association  of  Pediatrics,  the 
Falls  County  Medical  Society,  and  Ameri- 
can Medical  Association. 

The  doctor’s  nonprofessional  member- 
ships included  the  Marlin  Masonic  Lodge 
No.  152  and  the  First  Baptist  Church  of 
Marlin,  where  he  had  served  as  a deacon 
for  45  years. 

Surviving  Dr.  Davison  are  his  wife,  Lois 
Threadgill  Davison,  Marlin;  three  sons, 
Milton  A.  Davison,  Jr.,  and  Stephen  D. 
Davison,  both  of  Dallas,  and  Richard  R. 
Davison  of  Bryan;  a brother,  Hugh  Davison 
of  Reagan;  seven  grandchildren,  and  two 
great-grandchildren. 


Dr.  L.  B.  Entzminger,  Jr. 

Houston  otorhinolaryngologist  Dr.  Lindell 
Baker  Entzminger,  Jr.,  died  Feb  18, 1976, 
in  the  crash  of  an  Air  National  Guard  jet 
trainer  at  Ellington  Air  Force  Base. 

Dr.  Entzminger,  32,  had  practiced  in  Hous- 
ton since  July  1975.  He  had  been  a mem- 
ber of  the  Air  Force  Reserve  and  Air 
National  Guard  for  seven  years.  He  was  a 
major  senior  flight  surgeon  in  the  147th 
Fighter  Interceptor  Group  at  Ellington. 

The  physician  was  born  in  Long  Beach, 
Calif.  He  was  a graduate  of  The  University 
of  Texas  at  Austin  and  The  University  of 
Texas  Medical  Branch,  Galveston.  Upon 
graduation  from  medical  school  in  1969, 
Dr.  Entzminger  served  an  internship  at 
UTMB.  He  held  a residency  at  Parkland 
Memorial  Hospital,  Dallas;  and  he  was 
chief  resident  and  an  instructor  at  Milton 
S.  Hershey  Medical  Center  of  the  Pennsyl- 
vania State  University,  Hershey,  Pa. 

Dr.  Entzminger’s  professional  member- 
ships included  the  Harris  County  Medical 
Society,  American  Medical  Association, 
Aerospace  Medical  Association,  American 
College  of  Surgeons,  American  Academy 
of  Facial  Plastic  and  Reconstructive  Sur- 
gery, Pennsylvania  Academy  of  Ophthal- 
mology and  Otorhinolaryngology,  and  the 
Society  of  US  Air  Force  Flight  Surgeons. 
Survivors  include  his  wife,  Nanette  Hubler 
Entzminger,  and  four  children,  Lindell  III, 
Cheri  Ann,  Jennifer  Holly,  and  Heather  Lin, 
and  his  parents.  Dr.  and  Mrs.  L.  B.  Entz- 
minger, Sr.,  all  of  Houston. 


Dr.  P.  E.  Klinger 

Dr.  Paul  Emil  Klinger,  53,  died  March  7, 
1976.  He  was  a native  and  resident  of  San 
Antonio. 

Dr.  Klinger,  a thoracic,  cardiac  and  vascu- 
lar surgeon,  was  a founding  member  of 
the  American  Society  of  Thoracic  Surgeons 
and  had  been  chairman  of  the  Thoracic 


Dr.  Davison 


Dr.  Entzminger 


Dr.  Klinger 
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Dr.  Kunstadt 


Dr.  Scott 


and  Cardiovascular  Surgery  Department 
at  Santa  Rosa  Medical  Center,  San  Antonio, 
for  many  years.  He  also  was  president-elect 
of  the  International  Medical  Society  and  a 
clinical  professor  at  The  University  of 
Texas  Medical  School  at  San  Antonio. 

The  physician  attended  Texas  A&M  Uni- 
versity and  The  University  of  Texas.  In 
1945,  he  was  graduated  from  The  Universi- 
ty of  Texas  Southwestern  Medical  School. 
His  internship  was  at  Baylor  University 
Medical  Center,  Dallas.  He  also  attended 
the  University  of  Colorado  School  of  Medi- 
cine, Denver,  and  received  his  Master  of 
Science  degree  in  surgery. 

Dr.  Klinger  attained  the  rank  of  lieutenant 
colonel  during  seven  years  in  the  US  Army 
Medical  Corps,  He  began  his  practice  in 
San  Antonio  after  he  was  separated  from 
the  service  in  1954. 

The  doctor’s  professional  memberships 
included  the  American  College  of  Cardi- 
ology, the  International  College  of  Sur- 
geons, the  American  College  of  Surgeons 
and  the  American  College  of  Chest  Physi- 
cians. 

Additionally,  he  was  a past  president  of 
the  San  Antonio  Kiwanis  Club  and  the 
Bexar  County  Chapter  of  the  American 
Heart  Association. 

Surviving  are  his  wife,  Marilyn  Overman 
Klinger,  San  Antonio;  two  daughters, 
Kathryn  JaneTowers,  Midland,  and  Mari- 
lyn Jane  Tesoro,  Houston;  his  sister,  Mary 
Reid;  and  several  nieces. 


Dr.  Paul  Kunstadt 

Dr.  Paul  Kunstadt,  75,  died  March  12, 
1976,  following  a long  illness.  He  was  a 
resident  of  Monahans. 

Dr.  Kunstadt  was  born  in  Vienna  and  re- 
ceived his  undergraduate  and  medical 
education  there.  He  practiced  in  Vienna 
from  1933  to  1938,  when  he  came  to 
America  as  a refugee  fleeing  the  Nazis. 

He  lived  in  New  York  and  Wichita  Falls, 

Tex,  before  moving  to  Monahans  in  1939. 
He  continued  his  general  practice  in  Mona- 
hans until  his  retirement  in  1969. 

Dr.  Kunstadt,  who  became  a naturalized 
American  citizen  in  1943,  was  active  in 


numerous  civic  activities.  These  included 
service  as  a member  of  the  local  school 
board  and  the  Music  Appreciation  Club, 
president  of  the  Rotary  Club  and  the 
Ward  County  Society  for  Crippled  Children, 
and  as  a memberof  the  Monahans  Boy’s 
Club’s  board  of  directors. 

He  also  was  an  honorary  member  of  TMA, 
a past  president  of  the  District  1 Medical 
Society,  and  former  head  of  the  Ward 
County  Memorial  Hospital  staff. 

In  recognition  of  his  community  service, 
Jan  2, 1966,  was  proclaimed  Paul 
Kunstadt  Day  in  Monahans. 

Dr.  Kunstadt  is  survived  by  his  wife,  Eva 
Herbst  Kunstadt,  Monahans;  one  son, 

Peter  Michael  Kunstadt,  Irving;  and  one 
brother,  John  Kunstadt,  New  York. 


Dr.  F.  C.  Scott 

Dr.  Frank  Clinton  Scott,  90,  of  Haskell, 
died  Feb  14, 1976. 

Dr.  Scott,  a native  of  Illinois,  moved  to 
Haskell  in  1939  and  practiced  there  until 
ill  health  forced  his  retirement  in  1969. 

In  1908,  Dr.  Scott  received  his  medical 
degree  from  Keokuk  Medical  College,  Col- 
lege of  Physicians  and  Surgeons,  Iowa.  He 
was  an  EENT  specialist. 

Prior  to  moving  to  Haskell,  Dr.  Scott  had 
practiced  in  Waco,  Lubbock,  Wink,  Stam- 
ford, and  Seagraves.  He  also  had  practiced 
in  Lovington,  NM,  and  Chariton,  Iowa.  He 
had  served  as  assistant  county  health  offi- 
cer in  Winkler  County,  Texas. 

Dr.  Scott  was  a memberof  the  First  United 
Methodist  Church  and  a charter  member 
of  the  administrative  board  of  the  church. 
He  was  a former  member  of  the  Haskell 
Lions  Club  and  Masonic  Lodge  No.  682. 
Additionally,  the  physician  was  a former 
memberof  the  Medical  Board  of  Haskell 
Memorial  Hospital,  the  Baylor-Knox-Has- 
kell  County  Medical  Society,  and  the  Ameri- 
can Medical  Association. 

Surviving  Dr.  Scott  are  his  wife,  Lola  Welsh 
Lemmon  Scott,  Haskell;  two  daughters, 
Ester  Helber  of  Grand  Prairie  and  Thelma 
Dow  of  Midland;  two  step-daughters, 
Frankie  Doris  Payne  of  Moody  and  Marticia 
B.  McDonald  of  Abilene;  nine  grandchil- 
dren, and  eight  great-grandchildren. 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLIHIC 

PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings,  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 


George  R.  Mount,  Ph.D. 


PSYCHOLOGY 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  Ph.D. 


SOCIAL  SERVICES  COURTESY  STAFF  O.T.  AND  R.T.  THERAPY 

Beth  Rutherford,  M.S.W.  Director 

Chequita  Dian  Badger,  B.S. 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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der  the  effect  on 


a vasodilator  that  has  not  been 
reported  to  raise  Intraocular  pressure 

VASODILAN 

( ISOXSUFRINE  HCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadJiliTMni 

© 1976MEAD  JOHNSON  4 COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54118 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 
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Fkmous  Fighters 


NEOSPORIN’  Ointment 

( polymyxin  B'bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome  . 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


CCNSIEER 

CholoxliT 

(Sodium  Dextrolliyraxine) 


A Proven  Cholesterol-Lowering  Adjunct  to  Diet. 

An  effective  agent  for  low  density  lipoproteins  in 
Euthyroid,  Non-Cardiac  Patients. 

CHOLOXIN®  (Sodium  Dextrothyroxine)  is  the  con- 
venient and  practical  way  to  manage  the  hard-to- 
manage  patient  who  doesn't  always  follow  the  diet 
regimen  that  you've  outlined. 

Convenient  once-a-day  dosage  encourages  patient 
cooperation,  and  it's  economical  for  long-term 
therapy. 


AN  IMPORTANT  NOTE: 

It  has  not  been  established  whether  the  drug- 
induced  lowering  of  serum  cholesterol  or  lipid 
levels  has  a detrimental,  beneficial,  or  no  effect 
on  the  morbidity  or  mortality  due  to  atheroscle- 
rosis or  coronary  heart  disease  Several  years  will 
be  required  before  current  investigations  will 
yield  an  answer  to  this  question 


CHOLOXIN  (Sodium  Dextrothyroxine)  is  a thyroid 
analogue  which  effectively  lowers  elevated  serum 
cholesterol  15  to  35%  (see  chart  below)  in  low 
density  lipoproteins. 

CHOLOXIN  (Sodium  Dextrothyroxine)  has  under- 
gone ten  years  of  clinical  trials  and  seven  years  of 
practice.  The  clinical  trials  consisted  of  337  clinical 
studies  involving  over  3,000  hypercholesterolemic 
non-cardac  patients.  It  is  among  the  most  thoroughly 
evaluated  drugs  ever  presented  to  physicians. 


Cholesterol 
levels  at 
start  of  therapy 


under  300  mg  % 
mean  = 262  mg  % 
( 180  patients) 


300-400  mg  % 
mean  = 335  mg  % 
(203  patients) 


TIME  INTERVAL 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  Boots 


NOTE: 

See  following  page  for  full  prescribing  information. 


[Iioioxin 

(Sodium  Dextrathyraxine) 

Effectively  Lo’wers  Elevated  Cholesterol  With 
Convenient  Once-A-Day  Dosage 

Fourstrengths  ..  1, 2,4,  and  6 mg...  are  available  making  the  scored  tablet  regimen  a flexible  dosage  system.  And,  for  most  patients, 
CHOLOXI N tablets  offer  once-a-day  dosage 


CHOLOXIN"  (sodium  dextrothyroxine)  Single-Tablet-A-Day  Dosage  Schedules 


See  prescribing  information 

in  package  insert  reproduced  below 

Starting 

Dosage 

Increased 

Monthly  by 

Usual 

Maintenance 

Maximal 

Recommended 

Adult  Hypercholesterolemic 

1 0-2  0 mg 

1 0-2  0 mg 

4 0-8  0 mg 

4 O B 0 mg 

Pediatric  Hypercholesterolemic 

0 05  mg  /kg  body  weight 

0 05  mg  /kg 

0 1 mg  / kg  body  weight 

4 0 mg 

Hypothyroid  Cardiac 

0 5-10  mg 

1 0 mg 

4 0 mg 

4 0 mg 

Description 

CHOLOXIN  (sodium  dextrothyroxine)  is  the  sodium  salt 
of  the  dextrorotatory  isomer  of  thyroxine  It  is  chemically 
described  .as  D 3,5.3',5  tetraiodoihyronme  sodium  salt 

Actions 

The  predominant  effect  of  CHOLOXIN  (sodium  dextro- 
thyroxme)  is  the  reduction  of  serum  cholesterol  levels  in 
hyperlipidemic  patients  Beta  lipoprotein  and  triglyceride 
tractions  may  also  be  reduced  from  previously  elevated 
levels 

Most  of  the  available  evidence  indicates  that  CHOLOXIN 
stimulates  the  liver  to  increase  catabolism  and  excretion 
of  cholesterol  and  its  degradation  products  via  the  biliary 
route  into  the  feces  Cholesterol  synthesis  is  not  inhibited 
and  abnormal  metabolic  end-  products  do  not  accumulate 
in  the  blood 

Indications 

This  is  not  an  innocuous  drug  Strict  attention  should 
be  paid  to  the  indications  and  contraindications 

CHOLOXIN  (sodium  dextrothyroxine)  is  an  antilipidemic 
agent  used  as  an  adiunct  to  diet  and  other  measures  for 
the  reduction  of  elevated  serum  cholesterol  (low  density 
lipoproteins)  in  euthyroid  patients  with  no  known  evidence 
of  organic  head  disease 

The  drug  is  also  indicated  m the  treatment  of  hypothy- 
roidism in  patients  with  cardiac  disease  who  cannot 
tolerate  other  types  of  thyroid  medication  Before 
prescribing,  note  the  following:  Results  from  a random- 
ized clinical  study  have  indicated  a possible  adverse 
effect  when  CHOLOXIN  (sodium  dextrothyroxine]  is 
administered  to  a patient  receiving  a digitalis  prepara- 
tion There  may  be  an  additive  effect  This  additive 
effect  may  possibly  stimulate  the  myocardium  exces- 
sively in  patients  with  significant  myocardial  impair- 
ment CHOLOXIN  (sodium  dextrothyroxine)  dosage 
should  not  exceed  4 mg  per  day  when  the  patient  is 
receiving  a digitalis  preparation  concomitantly  Careful 
monitoring  of  the  total  effect  of  both  drugs  is  important 
It  has  not  been  established  whether  the  drug-induced 
lowering  of  serum  cholesterol  or  lipid  levels  has  a 
detrimental,  beneficial,  or  no  effect  on  the  morbidity  or 
mortality  due  to  atherosclerosis  or  coronary  heart 
disease  Several  years  will  be  required  before  current 
investigations  will  yield  an  answer  to  this  question 

Contraindications 

The  administration  of  CHOLOXIN  (sodium  dextrothy- 
roxine)  to  euthyroid  patients  with  one  or  more  of  the 
following  conditions  is  contraindicated 

1 Known  organic  heart  disease  including  angina 
pectoris,  history  of  myocardial  infarction,  cardiac 
arrhythmia  or  tachycardia  either  active  or  in  patients 
with  demonstrated  propensity  for  arrhythmias, 
rheumatic  heart  disease,  history  of  congestive  heart 
failure,  and  decompensated  or  borderline  compen 
sated  cardiac  status 

2 Hypertensive  states  (other  than  mild  labile  systolic 
hypertension) 

3 Advanced  liver  or  kidney  disease 

4 Pregnancy 

5 Nursing  mothers 

6 History  of  lodism 

Warnings 

CHOLOXIN  (sodium  dextro(hyroxine)  may  potentiate 
the  effects  oi  anticoagulants  on  prothrombin  time 
Reductions  of  anticoagulant  dosage  by  as  much  as  30% 
have  been  required  in  some  patients  Consequently, 
the  dosage  of  anticoagulants  should  be  reduced  by 
one-third  upon  initiation  of  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  and  the  dosage  subsequently 
readjusted  on  the  basis  of  prothrombin  time.  The 
prothrombin  time  of  patients  receiving  anticoagulant 
therapy  concomitantly  with  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  should  be  observed  as  frequently 
as  necessary,  but  at  least  weekly,  during  the  first  few 
weeks  of  treatment. 

In  the  surgical  patient  it  is. wise  to  consider  withdrawal  of 
the  drug  two  weeks  prior  to  surgery  if  the  use  of  anti- 
coagulants during  surgery  is  contemplated 

When  CHOLOXIN  (sodium  dextrothyroxine)  is  used  as 
thyroid  replacement  therapy  m hypothyroid  patients  with 
concomitant  coronary  artery  disease  (especially  those 
with  a history  of  angina  pectoris  or  myocardial  infarction) 
or  other  cardiac  disease  treatment  should  be  initiated 
with  care  Special  consideration  of  the  dosage  schedule 
of  CHOLOXIN  (sodium  dextrothyroxine)  is  required  This 
drug  may  increase  the  oxygen  requirements  of  the 
myocardium  especially  at  high  dosage  levels  Treated 
subjects  with  coronary  artery  disease  must  be  seen  at 


frequent  intervals  If  aggravation  of  angina  or  increased 
myocardial  ischemia  cardiac  failure,  or  clinically  signifi- 
cant arrhythmia  develops  during  the  treatment  of  hypo- 
thyroid patients  the  dosage  should  be  reduced  or  tne 
drug  discontinued 

Special  consideration  must  be  given  to  the  dosage  of 
other  thyroid  medications  used  concomitantly  with 
CHOLOXIN  (sodium  dextrothyroxine)  As  with  all  thyro- 
aclive  drugs  hypothyroid  patients  are  more  sensitive  to  a 
given  dose  of  CHOLOXIN  (sodium  dextrothyroxine)  than 
euthyroid  patients 

Epinephrine  injection  m patients  with  coronary  artery 
disease  may  precipitate  an  episode  of  coronary  msutfi 
ciency  This  condition  may  be  enhanced  m patients 
receiving  thyroid  analogues  These  phenomena  should 
be  kept  in  mind  when  catecholamine  injections  are 
required  in  sodium  dextrothyroxine-treated  patients  with 
coronary  artery  disease 

Since  the  possibility  of  precipitating  cardiac  arrhythmias 
during  surgery  may  be  greater  in  patients  treated  with 
thyroid  hormones  it  may  be  wise  to  discontinue 
CHOLOXIN  (sodium  dextrothyroxine)  in  euthyroid 
patients  at  least  two  weeks  prior  to  an  elective  operation 
During  emergency  surgery  in  euthyroid  patients  and  m 
surgery  m hypothyroid  patients  in  whom  it  may  not  be 
advisable  or  possible  to  withdraw  therapy,  the  patients 
should  be  carefully  observed 

There  are  reports  that  sodium  dextrothyroxine  m diabetic 
patients  is  capable  of  increasing  blood  sugar  levels  with  a 
resultant  increase  m requirements  of  msulm  or  oral 
hypoglycemic  agents  Special  attention  should  be  paid  to 
parameters  necessary  for  good  control  of  the  diabetic 
state  m dextrothyroxine-treated  subjects  and  to  dosage 
requirements  of  insulin  or  other  antidiabeiic  drugs  If 
sodium  dextrothyroxine  is  later  withdrawn  from  patients 
who  required  an  increase  of  insulin  (or  oral  hypoglycemic 
agents)  dosage  during  its  administration  the  dosage  of 
antidiabeiic  drugs  should  be  reduced  and  adjusted  to 
maintain  good  control  of  the  diabefic  state 
When  either  or  both  impaired  liver  or  kidney  function  are 
present  the  advantages  of  CHOLOXIN  (sodium  dextro- 
thyroxine) therapy  must  be  weighed  against  the  possibility 
of  deleterious  results 

Usage  in  Women  of  Childbearing  Age 

Women  ol  childbearing  age  with  lamilial  hypercholeste- 
rolemia  or  hyperlipemia  should  not  be  deprived  of  the 
use  of  this  drug,  it  can  be  given  to  those  patients  exercis 
tng  strict  birth  control  procedures  Since  pregnancy  may 
occur  despite  the  use  of  birth  control  procedures  admm 
istration  of  CHOLOXIN  (sodium  dextrothyroxine)  to 
women  of  this  age  group  should  be  undertaken  only 
after  weighing  the  possible  risk  to  the  fetus  against  the 
possible  benefits  to  the  mother  Teratogenic  studies  in 
two  animal  species  have  resulted  in  no  abnormalities  m 
the  offspring 

Precautions 

It  IS  expected  that  patients  on  dextrothyroxine  therapy  will 
show  greatly  increased  serum  protein  bound  iodine 
levels  These  increased  serum  pBI  values  are  evidence  of 
absorption  and  transport  of  the  drug  and  should  NOT  be 
interpreted  as  evidence  of  hypermetabolism,  similarly 
they  may  not  be  used  for  titrating  the  effective  dose  of 
CHOLOXIN  (sodium  dextrothyroxine)  PBI  values  m the 
range  of  10  to  25  mcg%  m treated  patients  are  common 
If  signs  or  symptoms  of  lodism  develop  during 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  the  drug 
should  be  discontinued 

A few  children  with  familial  hypercholesterolemia  have 
been  treated  with  CHOLOXIN  (sodium  dextrothyroxine) 
for  periods  of  one  year  or  longer  with  no  adverse  effects 
on  growth  However  it  is  recommended  that  the  drug  be 
continued  m patients  m this  age  group  only  if  a significant 
serum  cholesterol-lowering  effect  is  observed 

Adverse  Reactions 

The  side  effects  attributed  to  dextrothyroxine  therapy  are 
for  the  most  part  due  to  increased  metabolism  and  may 
be  minimized  by  following  the  recommended  dosage 
schedule  Adverse  effects  are  least  commonly  seen  m 
euthyroid  patients  with  no  signs  or  symptoms  of  organic 
heart  disease  the  incidence  of  adverse  effects  is  increased 
in  hypothyroid  patients  and  is  highest  in  those  patients 
with  organic  heart  disease  superimposed  on  the  hypo 
thyroid  state 

In  the  absence  of  known  organic  heart  disease  some 
cardiac  changes  may  be  precipitated  during  sodium 
dextrothyroxine  therapy  In  addition  to  angina  pectoris 
arrhythmia  consisting  of  exirasystoles  ectopic  beats  or 
supraventricular  tachycardia  ECG  evidence  of  ischemic 


myocardial  changes  and  increase  m head  size  have  been 
observed  Myocardial  infarctions  both  fatal  and  non  fatal 
have  occurred  but  these  are  not  unexpected  m untreated 
patients  m the  age  groups  studied  It  is  not  known 
whether  any  of  these  infarcts  were  drug  related 
Changes  m clinical  status  that  may  be  related  to  the 
metabolic  action  of  the  drug  include  the  development  of 
insomnia  nervousness  palpitations,  tremors  loss  of 
weight  lid  lag  sweating  flushing  hyperthermia  hair  loss 
diuresis  and  menstrual  irregularities  Gastrointestinal 
complaints  during  therapy  have  included  dyspepsia 
nausea  and  vomiting  constipation  diarrhea  and 
decrease  m appetite 

Other  Side  effects  reported  to  be  associated  with 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  include 
the  development  of  headache,  changes  in  libido  (increase 
or  decrease),  hoarseness,  tinnitus  dizziness  peripheral 
edema  malaise  tiredness  visual  disturbances  psychic 
changes  paresthesia  muscle  pain,  and  various  bizarre 
subjective  complaints  Skin  rashes,  including  a few  which 
appeared  to  be  due  to  lodism,  and  itching  have  been 
attributed  to  dextrothyroxine  by  some  investigators 
Gallstones  have  been  discovered  in  occasional 
dextrothyroxine  treated  patients  and  cholestatic  jaundice 
has  occurred  in  one  patient  although  its  relationship  to 
CHOLOXIN  (sodium  dextrothyroxine)  therapy  was  not 
established 

In  several  instances  the  previously  existing  conditions  of 
the  patient  appeared  to  continue  or  progress  during 
the  administration  of  CHOLOXIN  (sodium  dextro- 
thyroxine), a worsening  of  penph'eral  vascular  disease, 
sensorium,  exophthalmos,  and  retinopathy  have  been 
reported 

CHOLOXIN  (sodium  dextrothyroxine)  potentiates  the 
effects  of  anticoagulants  such  as  warfarin  or  Dicumarot, 
on  prothrombin  time,  thus  indicating  a decrease  in  the 
dosage  requirements  of  the  anticoagulants  On  the  other 
hand  dosage  requirements  of  antidiabetic  drugs  have 
been  reported  to  be  increased  during  dextrothyroxine 
therapy  (see  WARNINGS  section) 

Dosage  and  Administration 
For  adult  euthyroid  hypercholesterolemic  patients  the 
recommended  maintenance  dose  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  4 to  8 mg  per  day  The  initial 
daily  dose  should  be  1 to  2 mg  to  be  increased  in  1 to 
2 mg  increments  at  intervals  of  not  less  than  one  month 
to  a maximum  level  of  4 to  8 mg  daily,  if  that  dosage 
level  IS  indicated  to  effect  the  desired  lowering  of 
serum  cholesterol 

When  used  as  panial  or  complete  substitution  therapy  for 
levothyroxine  m hypothyroid  patients  with  cardiac 
disease  who  cannot  tolerate  other  types  of  thyroid 
medication,  the  initial  daily  dose  should  be  1 mg  to  be 
increased  m 1 mg  increments  at  intervals  of  not  less  than 
one  month  to  a maximum  level  of  4 to  8 mg  daily, 
preferably  the  lower  dosage  The  maximum  m patients 
receiving  digitalis  therapy  is  4 mg 

For  pediatric  hypercholesterolemic  patients  the 
recommended  maintenance  dose  of  CHOLOXIN 
(sodium  dextrothyroxine)  is  approximately  0 1 mg  ( 1 00 
meg)  per  kilogram  The  initial  daily  dosage  should  be 
approximately  0 05  mg  (50  meg)  per  kilogram  to  be 
increased  m up  to  0 05  mg  (50  meg)  per  Kilogram 
increments  at  monthly  intervals  The  recommended 
maximal  dose  is  4 mg  daily,  if  that  dosage  is  indicated  to 
effect  the  desired  lowering  of  serum  cholesterol 

If  new  signs  or  symptoms  of  cardiac  disease  develop 
during  the  treatment  period  the  drug  should  be 
withdrawn 

How  Supplied 

CHOLOXIN  (sodium  dexlrolhyroxine)  is  supplied  in 
prescription  packages  ol  scored  I 2 4 and  6 mg  tablets 
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FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  60015 


What  can  you  recommend  to 
your  patients  that  s safe, 
effective,  free  from  side 
effects... and  makes  everyone 
feel  better?  , ^ 


mEDiX 

the  award-winiiing 
medical  TV  series  that 
takes  a real  look  at 
real  medicine 


consult  local  listing  for  time/ channel 


udiogoBS 

nircIliBckiips? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 


American 


Cancer  Society^ 


Of  course  they  all  drowned. 

But  then,  another  55,600 
Americans  were  killed  in 
motor-vehicle  accidents. 
And  17,600  died  from 
falling.  Fire  claimed 
another  6,300  lives. 

The  figures  go  on  and  on. 
But  maybe  you  get  the 
point. 

Don’t  let  us  hear  about  you 
by  accident. 


National 


Safety , 
Council 


mu' 


If  you  don’t  like 
thinking  about  safety, 
think  where  you’d  be 
without  it. 


A reminder  from  the  National 
Safety  Council.  A non-profit, 
non-governmental  public 
service  organization.  Our  only 
goal  is  a safer  America. 
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on  average,  sleep 
within  17  minutes  that 
lasts  for  7 to  8 hours 
with  fewer  nighttime 

a^VakeningS'  proved  in  patients 


with  insomnia  in  8 sleep  research  laboratory 
studies 


for  patients  who  need  it,  continued 
effectiveness  over  28  nights’ 


t.2.3 


prolonged  medication  for  insomnia  is  generally  not  necessary; 
should  it  be,  the  only  available  sleep  agent  proved  objectively  to  be 
effective  longer  than  two  weeks  is  Dalmane  (flurazepam  HCl) 


proven  effectiveness  in 
elderly  patients  with 
verified  msomnia' 


the  greater  the  degree  of  insomnia,  the  greater 
the  objective  improvement  with  Dalmane  15  mg 
administered  for  7 nights  h.s.—\5  mg  is  the 
recommended  initial  dosage  for  elderly  and 
debilitated  to  help  preclude  oversedation, 
dizziness  or  ataxia 


a full  night’s  sleep  with  a single 

tus.  dose'  ^patients  fall  asleep  faster,  awaken  less  often 
during  the  night,  sleep  longer  without  repeating  dosage 


well  tolerated,  seldom 
causes  morning 

“hang-over”  ' Dalmane  is  a 

distinctive  benzodiazepine  specifically  indicated  for 
sleep  with  well-documented  safety  and  low 
incidence  of  morning  “hang-over” 


more  documentation  from  the 
sleep  research  laboratory  than 
any  other  agent  for  insomnia 

polysomnographic  techniques  provide  the  most  objective 
measurement  of  effectiveness  possible 


1-8 


relative  safety  extending  ^ 
even  to  patients  on  chronic 
warfarin  therapy' ’no unacceptable 

fluctuation  in  prothrombin  time  has  been  reported 
Dalmane 


(flurazepam  HCI) 

difference. 


Please  see  following  page  for  a summary  of  product  information. 


For  relief  of  insomnia 

no  other  sleep  medication 
has  all  the  advantages  of 

Dalmane 

(flurazepam  HCI)6i:fr" 


Objectively  proved  in  the 
sleep  research  laboratory: 

■ Sleep  within  17  minutes, 
on  average 

■ Sleep  for  7 to  8 hours, 
on  average 

■ Sleep  with  fewer  nighttime 
awakenings 

■ Continued  effectiveness 
over  28  nights  of  administration 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Eflective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  earlv 
morningawakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restiul  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  tlurazepam  HCI. 

V\feimings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 


1 2 3 4 5 6 7 

HOURS 


Trouble  Falling  Asleep, 
Staying  Asleep, 

Sleeping  Long  Enough 

or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Texas  Medical  Association  Automobile  Lease  Program  features: 

• Low  lease  cost.  • Custom-tailored  lease  to  your 

• Tax  savings.  requirements. 

• Positive  cash  flow.  • Total  maintenance  on  all 

• No  required  record  keeping.  Lincoln-Mercury  products. 

• Choice  of  vehicle  and  equipment. 

Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by; 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Southwest  Motor  Leasing,  Inc.  *6737  Southwest  Freeway  • Houston,  Texas  77036  •713/777-38 16 
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DERMATOLOGY  & SYPHILOLOGY 
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JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 
KENT  ROGERS,  M.D. 
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PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
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UROLOGY 

WILLIAM  V.  HALL,  M.D.* 
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TRAVIS  CLINIC  FOUNDATION 

AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

K.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  D.  Crawford,  M.D. 

Orthopedic  Surgery: 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

E.  L.  Mahon,  Jr.,  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  D.  DeWitt.  M.D. 

Urology: 

D,  B.  Turner,  M.D. 

H.  F.  Rives,  M.D. 

G.  T.  Einunel,  M.D. 

Pathology: 

Radiology  and  Radioactive  Isotopes: 

L.  W.  Ralston,  M.D. 

Harbert  Davenport,  Jr.,  M.D. 

Administrator: 

Robert  A.  Felix 

hao/eyour  best  interest  at  heairt. 
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lexas  Physicians’  Directory 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.O., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Rfth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

GENERAL  SURGERY 

RADIOLOGY  & NUCLEAR  MEDICINE 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 

INTERNAL  MEDICINE 

UROLOGY 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 

G.  F.  Dillon,  M.D. 

J.  W.  Cowan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 

BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 

Internal  Medicine 

C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 

J.  W.  O'Bryant,  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 

General  Surgery 

Salvador  Faus,  M.D. 

Clinic  Manager 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 

Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  "Texas  Physicians’  Directory.” 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 
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f>!«c^i0STIC  CLINIC  OF  HOUSTON 
+8  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


Allergy 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 
Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski.  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddeli,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE 

GENERAL  SURGERY 

William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D.,  F.A.C.A. 

Harvey  B.  Koch,  M.D. 

UROLOGY 

OBSTETRICS  & GYNECOLOGY 

Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

RADIOLOGY 

Richard  E.  Schuette,  M.D. 

Fred  C.  Hodges,  M.D. 

PHYSICAL  THERAPY 

Richard  D.  Tinsley,  R.P.T. 

BUSINESS  MANAGER 

G.  G.  Fonville,  M.H.A. 

PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Richard  H.  Jackson,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Warren  J.  Raymer,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
D.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 

Ramon  Garrido,  M.D.,  F.A.C.A.,  F.A.A.C.I.A.* 

(Certified  American  Board  of  Pediatrics) 

'Diplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  P.  McGOVERN,  M.D. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D..  Ph.D. 
CALVIN  J.  McLERRAN,  Fli.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 

Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS.  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  “Information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.CJL,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 


STUART  ALAN  MASON,  M.D.,  P.A. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone;  336-1574  If  no  answer  924-4231 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
DIplomates  of  the  American  Board  of  Allergn^  and  immunoiogy 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


CHARLES  A.  RUSH,  JR.,  M.D. 

DIplomate/AmerIcan  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Anesthesiology 


HOUSTON  PAIN  CLINIC 
ALEX  M.  STRAJA,  M.D.,  F.R.C.P.(C),  F.A.C.A. 
Practice  Limited  to  Treatment  of  Chronic  Pain 
Syndromes  and  Nerve  Blocks 

Practice  by  Referral  Only 

Medical  Towers,  6608  Fannin,  Suite  1417 

Houston,  Texas  77030  Phone:  713  797-1681 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK,  M.D. 

DIplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210, 1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,  Suite  411 
Dailas,  Texas  75246 
Telephone  214  821-4300 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatolo^  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  P.A. 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


Eye,  Ear,  Nose,  Throat 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


DRS.  NALLE,  ELLSASSER  AND  CLAYTON 
Eye  and  Allergy  of  the  Ear,  Nose  and  Throat 

Ernest  Nalle,  Jr.,  M.D.,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.O.,  DAB  Oph. 

Miles  G.  Clayton,  M.D.,  Oph. 

1312  Main  Street.  Lubbock,  Texas  79401,  806  762-8771 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


Family  & General  Practice 


GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
* Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA.  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 


ROBERT  M.  STECKLER,  M.D. 

Diplomats  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


J.  E.  WAY,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Surgery 

General  Surgery 

516  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


Hand  Surgery 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surge^  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Neurological  Surgery 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Larre,  Suite  805,  Dallas,  Texas  75231,  363-8524 


General  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Pattersort,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 
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RONALD  SMITH,  M.D. 
Neurological  Surgery 


HERBERT  C.  ALLEN,  JR.,  M.D. 
Practice  Limited  to  Nuclear  Medicine 


901  South  Lake,  Fort  Worth,  Texas,  336-0551 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  HIM  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


Nuclear  Medicine 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  7484)958 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


TMA  Legislative  Representation 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853-7319 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Dipiomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 
Frank  R.  Vincenti,  M.D. 

801  West  Randoi  Miii  Road,  Ariington,  Texas  76012,  817  261-8284 


EYE  CENTER  OF  AUSTIN 

3913  Medicai  Parkway 

Austin,  Texas  78756;  512  451-8484 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Daiias,  Texas  75214 


Edward  J.  Petrus,  M.D. 
Richard  E.  Nieman,  M.D. 


George  M.  Bosweii,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consuitation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

601  Madison  Square  Medicai  Buiiding 

311  Camden  Street,  San  Antonio,  Texas  78212 

(512)  226-1812 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Dipiomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  Ei  Paso  79902 
Teiephone  915  544-3831 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professions  i Association 
2828  Lemmon  Ave.,  Daiias,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonaid,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckiey,  M.D. 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Daiias,  Texas  75214 

James  Pat  Evans,  M.D. 


THURSTON  DEAN,  M.D. 

Dipiomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfieid  Street 
Midiand,  Texas  79701 
Teiephone:  915  682-0433  or  682-0163 


Otolaryngology 


Raiph  E.  Donneii,  M.D. 

F.  (iariton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Dipiomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abiiene,  Texas  79601 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S 

Dipiomate  American  Board  of  Otoiaryngoiogy 
800  Hfth  Avenue,  Fort  Worth,  Texas,  336-7133 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donaid  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 


5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professionai  Buiiding,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


8215  Westchester,  Suite  135,  Daiias,  Texas 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Schoiz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charies  E.  Graham,  M.D. 

M.  Gayie  Giideweii,  M.D. 

812  S.  Centrai  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail.  Send  old 
and  new  address  to  Membership  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Otology 


DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Otoneurology 

8210  Wainut  Hiii  Lane,  Presbyterian  Professionai  Buiiding, 
Suite  400,  Daiias,  Texas  75231;  214  691-7331 


DALLAS  HEARING,  BALANCE  AND  OCULAR 
PULSE  LABORATORY 

Audiology — Vestibulometry — Non-invasive  Carotid 
and  Vertebral  Circulation  Studies 

402  Presbyterian  Professionai  Buiiding,  8210  Walnut  Hill  Lane, 
Dallas,  Texas  75231;  214  691-7367 
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Pathology 


Physical  Medicine  & Rehabilitation 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andular,  M.D. 

Dorothy  Patras,  M.D. 

1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES  - 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

WILLIAM  E.  HISEY,  Administrator 

LARRY  E.  BROWNE,  M.D.,  Medical  Director 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriolo^,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D, 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Enrique  van  Santen,  M.D. 

Robert  H.  McNeeley,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  UBORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  Wilkenfeld,  M.D.,  Medical  Laboratories,  Inc. 

J.  S.  WILKENFELD,  M.D.  ENA  E.  MOCEGA,  M.D. 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055,  713  46B-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 
Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 
P.  O.  Box  118,  Cleburne,  Texas  76031 
817  645-9181,  Ext  360 

MAILING  CONTAINERS  ON  REQUEST 


HENRY  B.  OWENS,  M.D.,  F.C.A.P. 

Oiplomate  American  Board  of  Pathology 

Cytology  and  Tissue  Pathology  Only 

801  E.  Border  St,  Suite  M,  P.  O.  Box  1627 
Arlington,  Texas  76010,  (817)  461-2771 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Ariington 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

LAURENCE  E.  WOLF.  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  SL,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


PUSTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  BMrds  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surg;ery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335JI751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


Volume  72,  August,  1976 


133 


Psychiatry 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

OSplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 

practice  limited  to 

PSYCHIATRY 


Donald  N.  Offutt,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 
Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 
Sandra  Steinbach,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 
Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 


wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments,  and  including  especially 
implementation  of  the  cathartic  crying  mechanism  and 
the  healthy  fighting  spirit  of  the  human  person. 


7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  (Kristi,  Texas,  855-7359 


SHUJAAT  ALI  KHAN,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  Cosmetic  and  Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 
335^751 


PLASTIC  SURGERY  ASSOCIATION 
LEONARD  KOCH,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410,  806  792-2313 


TMA  Members’  Retirement  Trust  (Keogh) 

. . . Another  service  of  your  association 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77()24 

Phone:  713  467-7013 


FABRE  CLINIC 

LOUIS  F.  FABRE,  JR.,  M.D.,  Ph.D. 

Certified  in  Psychiatry  by  the  American  Board  of 
Psychiatry  and  Neurolo^ 

Individual  and  Group  Psychotherapy 
Children  — Family  — Alcoholism 

Free  of  charge  to  patient  MEDICATION  CLINIC 
FOR  PATIENTS  WITH  ANXIETY  OR  DEPRESSION 
IN  CONJUNCTION  WITH  CNS  RESEARCH  WITH 
PSYCHOPHARMACOLOGICAL  COMPOUNDS 

DAVID  McLendon,  Ph.D. 

Licensed  Clinical  Psychologist 

Individual  and  Group  Psychotherapy 
Diagnostic  Evaluations  and  (^unseling 

H.  JOHN  JACKSON,  Ed.D. 

Educational  Psychologist 

Administrative  Consultation  to  School  Districts 
Program  Organization  Consultation 
Individual  Family  Counseling 

5503  Crawford  Street,  Houston,  Texas  77004  713  526-2328 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology,  Electroencephalography  and 
Electromyography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

'Susan  B.  Darsey,  M.D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Ronald  DeVere,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  A.C.S.W. 

Marguerite  Papademitriou,  A.C.S.W. 

Margery  Engel,  M.S.S.W. 

Jean  Lerner,  M.S.W. 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'DIplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'DIplomate  American  Board  of  Psychiatry  and  Neurology 

Make  plans  now  to  attend 
these  informative  TMA  meetings: 

Conference  on  Medical  Issues 
September  18,  1976  — Austin 
Conference  on  Legislation 
January  15,  1977  — Austin 
TMA  Annual  Meeting 

May  11-15,  1977  — Houston 

. . . Another  service  of  your  association 


Radiology 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  DJLB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 

Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 

Services  to  area  hospitals  & clinics;  Strontium  90  eye 

applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


Rheumatology 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

DIplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


Thoracic  Surgery 


Donald  L_  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHNL.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 

TMA  Physicians’  Placement  Service 

. . . Another  service  of  your  association 


Section  of  Psychology 
Ken  R.  Vincent,  Ed.D. 

Administrator 
Richard  J.  Kurzenberger 
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HECTOR  0.  YANES,  M.D. 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 
ABELGARDUNO,  M.D. 

Certified  by  American  Board  of  Uroiogy 

Practice  Limited  to  Urology 

512  University  Towers  Bidg.,  1900  N.  Oregon  St.,  Ei  Paso,  Texas 
Teiephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bidg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 


EUGENE  R.  TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  UroTogy 

Urology — ^Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  Is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced- 
ing publication  month. 


MEDICARE  AND  MEDICAID  LEGISLATION  IN 
CONGRESS  • CONGRESSIONAL  ACTION  ON  THE 
HEALTH  MANPOWER  BILL  • MEDICAID  DE- 
VELOPMENTS IN  TEXAS  • DEVELOPMENTS 
RELATING  TO  IMPLEMENTATION  OF  PROFES- 
SIONAL STANDARDS  REVIEW  ORGANIZATIONS 
IN  TEXAS  • WHAT'S  GOING  ON  IN  UTILIZA- 
TION REVIEW  • HEALTH  PLANNING  IN 
TEXAS  • THE  PHYSICIAN'S  FEE  PROFILE  AND 
CLAIMS  PROCESSING  • A/NEW  JERSEY  (SWINE) 
INFLUENZA  IMMUNIZATION  • FEDERAL  TRADE 
COMMISSION  SUIT  AGAINST  THE  AMA  RE- 
LATING TO  PRINCIPLES  OF  MEDICAL  ETHICS 
AND  ADVERTISING  • THE  PROFESSIONAL 
LIABILITY  INSURANCE  CRISIS  IN  TEXAS 

For  the  latest  information  on  these 
important  topics,  attend  the 

1976  TMA  Fall  Conference: 
An  Update  on 
Medical  Issues 

Saturday,  Sept.  18 
Austin 

Featuring  prominent  guest  speakers, 
informative  panel  sessions  and 
Curbstone  Consultations — 

Plus  Orientation  Program 
Hospitality  Hour 
Football  — UT  vs 
North  Texas  State  Univ. 

Mark  your  calendar  now. 

Watch  for  further  details 
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Classified  Advertising 


Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  65,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
locate  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  David 
M.  Pogue  at  817-766-3651,  at  501  Midwestern  Parkway,  East,  Wichita 
Falls,  Texas  76302. 


FP  OR  IM  TO  JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatibility,  economics  and  environment  personally  wdth  wife  and 
family.  Community  Health  Center,  P.O.  Box  672,  Trinity,  Texas.  713- 
694-359B  for  Barnes,  Colwell  or  Cook. 


WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building,  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  IBOl  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20,000  to  25,000.  Contact  Chris 
S,  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6236. 


WANTED  01^  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a group  practice  can  provide.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
In  the  department  with  all  new  facilities  in  hospital  and  clinic.  Henry 
K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  800 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multlspeeialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K.  Butler.  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multisi>ecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring.  Texas  79720;  telephone  916-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries;  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
us:ial  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting,  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  718- 
246-6883. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modem  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000 -f.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
Stete  Hospital,  P.  O.  Box  818,  Rusk,  Texas  76786;  214-683-6481. 


WANTED:  PATHOLOGIST  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361, 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  RADIOLOGIST  TO  JOIN  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 


GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
tor. 


WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group, 
E^t  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Small 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting.  Country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  316  Main  Street,  Teague,  Texas  76860, 
817-739-2661. 


STUDENT  HEALTH  PHYSICIANS.  Two  physicians  needed  to  help 
provide  primary  medical  care  for  student  population  of  22,000.  Stimulat- 
ing environment.  Medical  School  Ambulatory  Clinic.  Salary  above 
$30,000;  position  includes  clinical  appointment  in  medical  school.  Call 
or  write  Reagan  H.  Gibbs,  M.D.,  Texas  Tech  University  Health  Sciences 
Centers,  Box  4049,  Lubbock,  Texas  79409;  phone  806-742-3327. 


MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty;  family 
practitioner  needed  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  fresh  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 
Call  713-543-3367  or  write  P.O.  Box  405,  El  Campo,  Texas  77437. 

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
tin. Modern  three  man  clinic;  adjacent  to  36  b^  hospital,  recently 
remodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  _tri^ 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
Texas  78962;  713-726-8646. 


WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F.  L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


TWO  FAMILY  PHYSICIANS,  one  preferably  FP/surgeon,  needed.  18 
year  old  established  practice  open.  Physician  has  retired  leaving  tremen- 
dous opportunity  for  physicians  seeking  practice  in  a small  community 
with  excellent  schools,  community  spirit,  climate  and  stable  population. 
Near  1-36,  16  miles  from  Waco  and  three  large  lakes.  Fully  equipped 
clinic.  New  49  bed  accredited  hospital  with  excellent  staff.  Call  collect, 
person  to  person:  Gladys  B.  Wilson,  Administrator,  West  Community 
Hospital,  West,  Texas:  817-826-6381,  or  Alvin  R.  Payne,  President, 
Board  of  Directors,  817-826-6321. 

OPPORTUNITY:  City  of  3,421;  area  of  16,800.  Opportunity  for  IM  to 
join  group  of  two  FTs.  Office  space  available  in  clinic  with  FPs.  Salary 
to  start  and  partnership  in  year.  Ophthalmology,  ENT,  and  two  FPs  now 
in  community.  One  hospital,  38  beds,  open  staff.  60  miles  from  Houston, 
90  miles  from  Austin,  126  miles  from  San  Antonio.  County  seat,  good 
schools.  Community  income  from  oil  and  gravel  industries,  ranching  and 
construction  industries.  Contact:  C.  I.  Shult,  M.D.  or  R.  Cecil  Marburger, 
M.D.,  M^ical  and  Surgical  Clinic,  1220  Bowie,  Columbus,  Texas  78934. 
Telephone:  713-732-2318. 

TEXAS — NORTHEAST;  EM  Department  physicians.  Immediate  opening 
available  in  established  ACEP  oriented  group.  Positions  in  four  fine  com- 
munities in  Northeast  Texas  (population  from  20K  to  76K).  All  have 
the  convenience  of  a large  urban  center  nearby,  yet  offer  a more  stable, 
simple  and  serene  lifestyle  with  many  recreational  and  cultural  oppor- 
tunities. Prefer  career  oriented  ED  MD’s.  Additional  training  and/or  ex- 
perience required.  Flexible  schedule,  fee-for-service  with  guarantee  and 
usual  fringes,  including  malpractice  insurance.  Write  Emergency  Medical 
Consultants,  3600  Gaston  Avenue,  Dallas.  Texas  76246  or  call  214-823-6860. 

INTERNIST:  17-physician  group  in  city  of  70,000.  Good  starting 
salary,  liberal  fringe  benefits  including  retirement  plan.  Associate 
status  in  one  year.  New  hospital  and  clinic  building  under  way.  Con- 
tact John  Murphy,  Clinic  Hospital  Medical  Associates,  224  West  Beau- 
regard, San  Angelo,  Texas  76901.  916-666-6761. 


GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  including 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefit*  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelles  Clinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072. 


WANTED:  FAMILY  PRACTITIONER  AND  INTEREST  to  join 
established  multispecialty  clinic  in  downtown  San  Antonio.  Laboratory 
and  x-ray  facilities  on  site.  Compensation  negotiable.  Write  or  call 
collect  L.  B.  Swayze,  Administrator,  Skinner  Clinic,  124  Dallas  Street, 
San  Antonio,  Texas  78206. 


FAMILY  PRACTITIONER  TO  JOIN  a group  of  established  FPs.  One 
member  is  leaving  as  of  June  1,  1976.  His  practice  is  totally  available. 
Financial  relationship  open  for  discussion.  Open  staff  hospitals.  Excel- 
lent community  with  all  available  recreation.  Three  well  established 
FPs  ne^ing  fourth  man.  Contact  Robert  E.  Chapman,  M.D.,  6808  East 
Belknap,  Fort  Worth,  Texas  76117. 


PHYSICIAN  WANTED.  INTERNIST  to  join  growing  multispecialty 
clinic  in  beautiful  new  building,  adjoining  the  Medical  Center.  Excellent 
financial  arrangements.  All  the  benefits  that  only  a grroup  practice  can 
provide.  Contact:  Sheldon  W.  Joseph,  M.D.,  Medical  Director,  MacGre- 
gor Medical  Clinic  Associates,  8100  Greenbriar,  Houston,  Texas  77064, 
713-797-1466. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
sproific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  C<^y  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FAM'^LY  FRACTITIONER  NEEDED  for  Central  Texas  town;  trade 
area  3,500  population.  Moody — good  area  near  Waco  and  Temple/Belton. 
New  clinic  available  with  x-ray  and  lab  facilities.  One  physician  in 
town;  s!. iking  dentist  also.  For  additional  information  contact  Mrs. 
McKay  R.ce,  Sr.,  Moody,  Texas,  phone — office  863-2128,  home  853-2011; 
ir  Garland  Baker,  Manager,  Moody  Chamber  of  Commerce,  phone 
853-2165. 

EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EX- 
PANDING— choice  of  salary  or  fee-for-service  with  guarantee — malprac- 
tice paid — Call  713-861-7942  or  write  Greater  Houston  Emergency  Physi- 
cians  Association,  626  West  19th,  Houston,  Texas  77008, 

PRIVATE  PRACTICE  OPPORTUNITY  with  guaranteed  success  now 
available  in  a modern  26-bed  JCAH  approved  private  hospital  with  a 

new  four-doctor  clinic;  located  in  the  heart  of  the  Gulf  Coast  industrial 

center,  20  minutes  from  both  downtown  Houston  and  the  Space  Craft 
Center;  clinic  furnishes  all  overhead  including  rent,  supplies  and  per- 
sonnel; to  insure  success,  a guarantee  of  13000  per  month  for  six 
months  is  offered;  earnings  limited  only  by  personal  desires  as  you 
maintain  a private  fee-for-service  practice.  For  details,  contact  Floyd 
D.  Pendergrass,  Ph.D.,  Executive  Director,  Deaton  Hospital,  Inc.,  208 
North  Main  Street,  Galena  Park,  Texas  77647.  Phone  or  wire  collect 
713-672-6311. 

CHIEF  STAFF  PHYSICIAN  for  large  refinery  and  adjoining  chemi- 
cal plant  in  Texas  Gulf  Coast  area.  Qualified  internist  or  occupational 

physician  with  Texas  license.  Physician  will  perform  pre-employment 

and  periodic  physical  examinations  and  handle  occupational  injuries  and 
illnesses.  Excellent  benefits  and  starting  salary  commensurate  with 
training  and  experience.  Contact  W.  R.  Kam,  M.D.,  AMOCO  Oil  Co., 
600  Jefferson  Building,  Houston,  Texas  77002. 


WANTED;  OPHTHALMOLOGIST  with  retinal  training  to  share 
excellent  facilities  with  two  other  eye  men.  Near  Gulf  Coast,  90  miles 
from  Houston.  Unopposed  in  industrial  area  with  over  126,000  popula- 
tion. Please  reply  to  Ad-642,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


HOUSTON  AREA  PRACTICES.  NASA,  Kingwood,  Sugar  Creek  and 
other  beautiful  suburbs.  Excellent  schools  and  hospitals  nearby.  Live  in 
a beautiful  home  five  minutes  from  your  office.  All  types  recreation 
except  snow  and  ice  sports.  Primary  care  practices  needed  for  rapidly 
growing  Houston  area.  Some  specialty  practices  also  available.  Please 
write  with  C.  V.  and  preferences  to  Sanford  Smith,  Professional  Prac- 
tice Management,  Inc.,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 


LUBBOCK— INTERNIST  TO  ASSOCIATE  in  busy  practice.  Salary 
and/or  guarantee  leading  to  partnership  in  one-man  corporation.  Ex- 
cellent facilities  and  modern  well-equipped  and  staffed  hospital  nearby. 
Excellent  climate  and  economy.  Excellent  public  school  system.  Contact 
H.  L.  Shepard,  M.D.,  4809  University,  Lubbock,  Texas  79412;  telephone 
800-796-6661. 


SIX  FPs  OR  GPs  NEEDED  in  town  of  14,000  (30,000  draw).  Finan- 
cial help  available.  Office  space  available.  Contact  Thomas  R.  Ahrend, 
M.D.,  1601  Hailey  Street,  Sweetwater,  Texas  79666. 


FAMILY  PRACTICE  OR  OPHTHALMOLOGIST.  Attractive  office  in 
ideal  location  with  excellent  public  exposure  on  corner  with  easy  access. 
1370  square  feet  at  30c  per  square  foot  per  month  in  an  underserved 
niiddleclass  area  of  Ii-ving.  Formerlv  occupied  by  internist.  Contact  Litt 
Perry,  DDS,  209  South  O’Conner,  Irving,  Texas  76060;  214-269-4680. 


DALLAS  METROPLEX.  Immediate  opening  for  full  time  emergency 
room  physician  in  Dallas  area  hospital.  Flexible  shifts.  46-60K.  Contact 
S.  Powers,  M.D.,  2410  S.  Voss,  Suite  G116,  Houston,  Texas  77067;  713- 
780-9991.  Ref.  to  Ad  D. 


WANTED:  GP  OR  FP.  Potentially,  lucrative  practice,  suburban  area 
of  about  20,000.  Willing  to  negotiate.  Paul  A.  Grandy,  M.D.,  North 
Lamar  Medical  Clinic,  10806  North  Lamar  Blvd.,  Austin,  Texas  78763; 
612-837-2640. 


PSYCHIATRIST  BOARD  CERTIFIED  OR  ELIGIBLE.  $36,000  to  $40,- 
000.  Texas  license  required.  Building  a better  and  more  dynamic  program 
in  State  Hospital.  Ideal  family  living  town  of  30,000,  good  schools,  recre- 
ation, mild  weather.  Maurice  A.  Watts,  M.D.,  Clinical  Director,  Big 
Spring  State  Hospital,  Box  231,  Big  Spring,  Texas,  79720;  916-267-8216. 


PHYSICIAN  WANTED:  SOLO  PRACTICE— FAMILY  PRACTICE, 
some  internal  medicine,  some  industrial  medicine  and  minor  surgery.  No 
obstetrics.  Can  trade  off  week-ends  and  half  days  during  week.  2,442 
square  feet  very  nice  clinic  building  and  fully  equipped.  Beautiful  East 
Texas  city,  62,000  population;  excellent  schools:  area  lakes  for  good 
fishing  and  boating.  I am  forced  to  take  disability  leave  for  approxi- 
mately one  year  because  of  multiple  vertebral  fractures.  My  gross  Jan., 
Feb.,  March,  1976,  $30,118.  Retaining  present  office  staff  for  your  use. 
Arrangements,  open.  Write  me  at  209  Pine  Tree  Road,  Longview,  Texas 
76601,  or  call  me  214-769-4468  (office)  or  214-769-4231  (home).  Don  R. 
Marples,  M.D. 


MEDEX  IS  A MEDICAL  PERSONNEL  PLACEMENT  SERVICE  di- 
rected to  the  health  care  industry  across  the  nation.  We  have  listings  for 
a corporate  internist  (major  oil  company),  an  OB/GYN  for  an  HMO 
group  and  a clinic  internist.  All  fees  paid.  Contact  Mrs.  Blaker,  Medex, 
6806  Richmond,  Houston,  Texas  77067;  phone  713-789-1660. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  for  multispecialty 
clinic  on  Texas  Gulf  Coast.  Immediate  good  income  without  initial  in- 
vestment, expert  administrative,  radiological  and  laboratory  support,  par- 
ticipation in  adjacent  medical  schools  educational  programs,  tax-sheltered 
investments  in  clinical  associated  companies,  and  early  partnership. 
Reply  to  AD-646,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PHYSICIANS  WANTED;  Our  client  institutions  and  physicians  require 
all  disciplines  for  solo,  associate  and  institutional  practices  in  Texas. 
Excellent  compensation  package-participation.  Call:  C.  Collum,  713- 
777-6261  or  write  Watkins  & Associates,  Executive  Search  Consultants, 
6300  Hillcroft,  Suite  609,  Houston,  Texas  77081. 


PART-TIME  MEDICAL  ADVISOR,  AUSTIN  INDEPENDENT 
SCHOOL  DISTRICT.  Primary  responsibility  for  providing  medical  con- 
sultation and  selected  medical  services  for  the  School  Health  Program. 
Salary  $16,000  to  $18,000,  depending  on  experience  and  whether  or  not 
board  certified.  Mileage  reimbursement — innovative  program.  Contact 
Mr.  H.  L.  Gaines,  6100  Guadalupe  Street,  Austin,  Texas  78762. 


PHYSICIAN  WANTED:  FULL-TIME  COLLEGE  PHYSICIAN  in  lib- 
eral arts  college  of  1200  students  to  serve  as:  (1)  physician  in  campus 
health  center  for  students,  faculty,  and  staff,  (2)  instructor  in  inter- 
disciplinary courses,  (3)  director  of  comprehensive  advising  program  for 
health  care  professions,  and  (4)  liaison  to  cooperating  physicians  and 
professional  schools  in  health  sciences.  Compensation  (including  bene- 
fits) approximately  $40, 000/year.  Contact  Dr.  Dan  Bedsole,  Austin  Col- 
lege, Sherman,  Texas  76090  or  telephone  214-892-9101.  An  equal  oppor- 
tunity employer. 

WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F.  L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


ORTHOPEDIC  SURGEON,  El  Paso,  Texas  (population  410,000).  Join 
ultra  busy  43  year  old  orthopedist  in  17  man  multi-specialty  group  prac- 
tice (only  1%  years  old)  with  own  hospital  and  attached  large  clinic 
building.  Excellent  year  round  sunny  dry  climate.  Guaranteed  minimum 
$60,000-$65,000  first  year.  Cail  collect  between  2-6  p.m.,  David  L.  Lewis, 
M.D.,  916-692-0201  or  write  David  L.  Lewis,  M.D.,  6201  El  Risco  Drive, 
El  Paso,  Texas  79912. 


PHYSICIANS  WANTED:  Rapidly  growing  town  of  Pearsall,  Texas, 
66  miles  south  of  San  Antonio,  needs  GP/Surgeons.  Large  oil  deposits 
recently  discovered.  Splendid  opportunity!  New  furnished  office  available 
next  to  hospital,  terms  negotiable.  Call  collect  or  write:  Phillip  Degelia, 
Frio  Hospital,  320  Berry  Ranch  Road,  Pearsall,  Texas  78061;  612-334-3617. 


FAMILY  PRACTICE  AND  GENERAL  SURGEON  NEEDED  to  prac- 
tice with  three  physicians  in  Crosbyton,  Texas.  47-bed  hospital.  New 
offices  with  no  investment  required.  Small  town  with  large  rural  area. 
For  additional  information  contact  Dale  R.  Rhoades,  M.D.,  710  West 
Main,  Crosbyton,  Texas  79322. 


Situations  Wanted 


BOARD  CERTIFIED.  DYNAMIC,  ECLECTIC,  bi-lingual,  86  year  old 
psychiatrist  with  ample  experience  in  individual  psychotherapy  and 
institutional  psychiatry  and  with  excellent  recommendations  wishes  to 
join  partnership  in  the  area  of  San  Antonio.  Texas.  Please  reply  to 
Ad-616.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  EXPERIENCED  DIAGNOSTIC  RADIOLOGIST 
with  extensive  experience  in  neuro-radiology,  vascular  procaJures  and 
special  procedures.  Wish  to  relocate  in  a metropolitan  or  medium-large 
university  city.  Curriculum  vitae  supplied  on  request.  Excellent  refer- 
ences. Wish  to  join  hospital  based  group  with  private  office.  Available 
after  three  months  time.  Please  reply  to  Ad-622,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

BLUE-CHIP  PHYSICIAN  ASSISTANT  looking  for  position  in  Austin 
or  Hill  Country  area.  Two  years  experience,  including  surgery.  Baylor 
graduate  1973,  Houston,  Texas.  Please  reply  to  Ad-627,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

BOARD  CERTIFIED  EXPERIENCED  OBSTETRICIAN  AND  GYNE- 
COLOGIST with  vast  experience  in  all  operative  procedures.  Wish  to  re- 
locate in  a metropolitan  or  medium-large  university  city.  Curriculum 
vitae  supplied  on  request.  Excellent  references.  Wish  to  join  group  with 
private  office.  Available  after  three  months  time.  Please  reply  to  Ad-623, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SEEKING  LOCATION:  36,  board  eligible,  university  trained  neuro- 
surgeon. Two  years  practice  experience,  microneurosurgery  oriented. 
Licensed  in  Texas.  Seek  association,  partner,  group  or  solo  practice. 
Available  anytime.  Please  reply  to  Ad-636.  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST:  30,  ABIM,  university  trained.  Texas  license.  Desire 
locum  tenens.  Army  discharge  February  1977.  Begin  civilian  fellowship 
July  1977.  Would  like  two  or  three  months  association  with  practicing 
internist  or  group  in  San  Antonio  beginning  March  1977.  Please  reply 
to  Ad-639,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  SURGEON,  FMG,  34,  completed  Part  I ABS.  Total  10 
years  surgical  experience,  some  chest  and  vascular.  Desires  solo,  group 
or  associate  practice  in  Texas  or  Southeastern  states.  Presently  part- 
time  ER.  R.  Shrivastav,  M.D.,  1100  West  Jeffrey  #69,  Kankakee,  II- 
linois  60901.  816-937-4169. 

PEDIATRICIAN  SEEKING  LOCATION  in  Houston  area.  Married 
female  pediatrician,  FMG,  university  trained,  board  eligible.  Desires 
position  as  partner  or  associate.  Will  also  consider  hospital  appointment. 
Available  July  1.  For  further  information  contact  Ad-641,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

PEDIATRICIAN,  38,  FMG,  board  certified.  Licensed  in  Washington, 
FLEX  Illinois.  Five  years  of  private  practice  experience  in  Illinois. 
Seeking  opportunity  for  group  practice  in  Texas.  Telephone  number 
217-224-2919;  office  217-224-3300;  or  write  Ad-643,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  BOARD  ELIGIBLE  with  many  years  of  experience. 
Bilingual  English-Spanish,  presently  in  private  practice  in  southern  USA. 
Seeks  association  or  solo  practice.  Prefers  Southeastern  Texas,  other 
areas  considered.  Clear  references.  Please  reply  to  Ad-644,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WE  PRESENTLY  HAVE  SEVERAL  PHYSICIANS,  GPs  and  special- 
ists on  file  who  wish  to  practice  in  Texas  on  a salary  basis,  with  a view 
to  future  partnership.  How  may  we  help?  Medi-Search  (recruiting  physi- 
cians exclusively),  309  Wichita  Title  Building,  Wichita  Falls.  Texas: 
817-322-6269. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  enltes  atlll  available  one  block 
from  Baylor  Hospital  In  new  Mescal  Center  Building.  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  In  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  828-2761,  or  write  P.O.  Box  18287, 
Dallas,  Texas  76218. 
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OPTICAL  COMPANY  FOR  SALE  situated  In  metropolitan  area  with 
grross  saies  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  Klasses  and  contact  lenses  dispensed  from  several  offices,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Taxa»  Medicine.  1801  North  Lamar  Blvd., 
Au^n,  Texas  78701. 

NEW  OFFICE  SPACE  for  lease  in  northwest  San  Antonio.  One  block 
from  Loop  410  and  Interstate  10.  Will  finish  out  to  suit  tenant.  Contact 
Mossrock  Professional  Building,  2803  Mossrock,  Suite  201,  San  Antonio, 
Texas  78230. 

FOR  SALE:  Family  practice  established  in  1946,  now  large  part  is 
industrial  medicine.  I wish  to  leave  this  practice  in  the  next  two  to 
three  years.  Please  reply  to  Ad-621,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

OFFICE  SPACE  FOR  LEASE  IN  NORTHEAST  HOUSTON.  2,268 
square  feet  of  office  space  to  accommodate  two  or  three  physicians. 
Predominantly  black  area  with  few  doctors.  Adjacent  to  pharmacy.  Of- 
fice includes  patient  waiting  room,  two  reception  areas,  two  doctors 
offices,  lab  and  x-ray,  $200  per  month  per  physician,  pius  utilities.  For 
additionai  information  contact  JoAnne  Beakley  or  Tom  Kestler,  Beakley 
Pharmacy,  10811  Homestead  at  Littie  York  Road,  Houston,  77016;  phone 
368-2031  or  633-2200. 

INVEST  IN  A LAKE  KIOWA  summer  home  or  4-season  living  at  its 
best.  Golfing,  fishing  and  water  sports  are  only  a few  of  the  amenities 
this  private  subdivision  affords.  Lake  Kiowa  is  haifway  between  Gaines- 
vilie  and  Collinsviile  on  FM  902  in  Cooke  County.  Out-of-county  owner 
must  sell  a quality  lakeside  home  in  a preferred  area.  A bi-level.  3 bed- 
room, 2 bath  home  with  two  fireplaces  and  all  conveniences.  Priced  low 
60’s.  Contact  Bernice  Wilkinson.  Realtor,  817-665-0519. 

FOR  SALE:  Due  to  death  of  doctor,  large  established  family  practice 
of  Dr.  J.  Edwards  Prewett  grossing  over  $100,000  annually.  Knowledge 
of  Spanish  helpfui.  FOR  LEASE:  Long-term  lease  on  clinic  building, 
2404  South  IH  35.  Equipment  available.  Approximately  2,700  sq.  ft.  in- 
cluding separate  dentist’s  office  under  lease.  Scenic  outdoor  patio,  rock 
garden,  large  beautiful  trees,  plenty  parking.  Write  Mrs.  J.  Edwards 
Prewett,  407  Almarion,  Austin  78746;  or  call  612-327-0662. 

AUSTIN— NEW  PROFESSIONAL  PARK.  Internist,  GP,  FP,  Peds^ 
OB/GYN  sought  to  associate  in  group  setting  for  soio  practice.  Physi- 
cian population  has  not  kept  pace  with  accelerated  growth.  University 
town,  new  hospital.  Call  or  write:  Cannon  Professional  Park,  c/o  3913 
Medical  Parkway,  Austin,  Texas  78756.  Telephone  612-451-8489. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  ser\-ice  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 

BANK  LOANS  TO  PHYSICIANS  BY  MAIL.  We  make  unsecured 
loans  from  $4,000  to  $10,000  at  bank  rates  (tax  deductible).  Up  to  60 
months  to  repay.  We’ll  process  your  application  in  a few  days  and 
upon  approval,  forward  check  by  mail.  For  information,  write:  Pro- 
fessional Services  Division,  'Texas  Bank  & Trust,  P.O.  Box  101,  Jack- 
sonville, Texas  76766.  214-686-2231.  (Equipment  leasing  & financing. 
too.  V/rite  for  free  brochure.) 

DISCRETIONARY  FUNDS  IDLE  ? Discover  gems  as  a fascinating  in- 
vestment. “Gems — The  Beautiful  Investment”  lists  10  reasons  investors 
recognize  gemstones’  potential.  “G-TBI”  was  reviewed  by  Lapidary 
Journal  as  “an  excellent  little  book”  that  “should  enlighten  many  to  the 
possible  returns  . . . available  in  the  precious  gem  market.”  Shrink- 
wrapped,  soft-bound.  $5  postpaid.  RLK  Productions,  P.O.  Box  12252, 
Dallas.  Texas  75225. 

WANTED  TO  RENT:  Space  in  ophthalmologist’s  office  to  dispense 
glasses  and  contact  lens.  Please  reply  to  Ad-646,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


DISCOVER  AMERICA 
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TEXAS  MEDICINE 


PALLIATION  OR  PREVENTION  - 
TIME  FOR  A CHOICE 

The  specter  of  coronary  heart  disease  has 
prompted  a floodtide  of  palliative  surgical  pro- 
cedures as  well  as  programs  for  mobilizing 
civic  forces  to  cope  with  the  calamity  of  sud- 
den death.  Providing  appropriate  care  for 
the  thousands  each  day  who  have  an  acute 
myocardial  infarction  is  an  increasingly  heavier 
financial  burden. 

Viewingthis  situation,  one  wonders  if  per- 
haps we  are  so  preoccupied  in  these  efforts 
that  we  are  overlooking  what  is  potentially  the 
most  important  objective — the  prevention  of 
clinical  disease.  Indeed,  it  might  be  more  fruit- 
ful to  work  on  ways  and  means  by  which  the 
potential  candidate  for  myocardial  infarction 
and  sudden  death  can  be  identified  with  con- 
fidence. 

How  are  we  to  seek  out  these  potential  victims 
who  have  few,  if  any,  symptoms  and  who  have 
no  apparent  reason  to  see  a physician?  First, 
the  medical  profession  must  accept  certain 
pertinent  facts  in  regard  to  coronary  heart 
disease:  Its  etiology  is  not  mysterious,  it  be- 
gins in  early  life,  it  can  be  produced  experi- 
mentally in  other  mammals,  and  it  is  related 
closely  tothe  patient’s  environment  and 
habits.^  Unfortunately,  there  is  not  yet  com- 
plete evidence  that  modification  of  recognized 
risk  factors  will  prevent  the  development  of 
coronary  heart  disease,  but  “Who  can  seriously 
argue  with  the  general  merit  of  a program  that 
advocates  maintenance  of  lean  body  weight, 
a less  rich  diet,  physical  fitness,  giving  up 
cigarettes,  and  control  of  hypertension,  dia- 
betes, and  hyperlipidemia?’’^ 

Most  of  us  agree  that  there  is  no  harm  in  ad- 
vising a patient  to  follow  a prudent  diet  and 
life  style.  The  medical  merit  of  such  preventive 
measures  may  be  forthcoming  from  a recently 
inaugurated  national  program  to  observe  12,- 
000  male  volunteers,  who  have  multiple  risk 
factors,  during  a six-year  period  of  special  in- 
tervention. This  comprehensive  effort,  sponsor- 
ed by  the  National  Heart  and  Lung  Institute, 
has  been  titled  “MR.  FIT,”  derived  from  Multi- 
ple Risk  Factor  Intervention  Trial. 

Public  education  programs  have  shown  suc- 
cess in  recent  years;  thousands  of  Americans 
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stopped  smoking  cigarettes  in  response  to  tele- 
vision and  press  advertisements  by  various 
health-related  organizations.  Also,  after  an  era 
of  physical  indolence,  increasing  numbers  of 
our  citizens  are  undertaking  various  exercise 
programs  as  a result  of  publications  by  some 
of  our  national  health  organizations. 

Individual  patient  education  is  equally  im- 
portant. For  example,  the  young  father  recover- 
ing from  an  acute  myocardial  infarction  should 
be  made  aware  that  his  children  may  be  geneti- 
cally destined  to  early  death  or  disability  from 
a similardisease,  and  that  they  should  be  exam- 
ined for  risk  factors  at  an  early  age.®  Intimal 
thickening  of  the  coronary  arteries  may  begin 
before  birth  in  such  susceptible  children  and 
preventive  measures  should  begin  in  infancy.® 

Until  the  results  of  the  Multiple  Risk  Factor 
Intervention  Trial  are  compiled,  our  efforts  to 
modify  risk  factors  must  rest  on  empiricism.  And 
what  if  the  study  fails  to  show  promise  in  pre- 
venting myocardial  infarction?  As  one  authority 
aptly  concluded,  “. . . health  planners  may  be 
reduced  to  a state  of  scientific  bankruptcy.”® 

Some  of  us  believe  that  this  will  not  be  the 
case,  that  an  intervention  program  against  the 
known  risk  factors  is  the  proper  and  long  over- 
due approach  at  this  time,  and  that  the  results  of 
the  national  trial  will  prove  that  acute  coronary 
events  can  be  prevented. 

Jack  M.  Martt,  MD,  Temple. 
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Before  prescribing,  please  consult  com* 
plete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  antf 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres-^ 
sants.  Withdrawal  symptoms  (similar  to  _ 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus-j 
cle  cramps,  vomiting  and  sweating).  Keep  j 
addiction-prone  individuals  under  carefu|| 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
i psychotherapeutic  effect  of 
I Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-nig,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed: drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
'depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Fraud,  abuse, 
and  due  process 


These  days  the  news  media  reports 
regularly  the  high  cost — about 
$114  billion  per  year — of  health  and 
medical  services  in  this  countiy.  Over 
$40  billion  of  the  total  goes  to  pay  for 
government  health  programs,  and  in 
Washington,  the  watchword  has  be- 
come “containment  of  health  care 
costs.” 

There  are  reports  and  allegations 
that  some  persons  providing  health 
care  seiwices  have  defrauded  and 
abused  these  programs,  and  an  in- 
tensified campaign  is  under  way  at 
the  federal  and  state  levels  to  identify 
and  prosecute  such  persons.  HEW’s 
resources  for  investigation  and  de- 
tection are  growing  significantly. 
Medicaid  is  assembling  a fraud  and 
abuse  unit  of  108  people,  as  opposed 
to  5 currently  employed,  and  a criminal 
investigation  unit  of  74  investigators. 

I have  no  concern  about  the  medical 
profession,  because  I know  that  99 
out  of  100  physicians  are  honest  and 
conscientious.  Also,  we  are  bound  by 
a moral  code.  The  Principles  of  Medi- 
cal Ethics,  which  tells  us : “The  medi- 
cal profession  should  safeguard  the 
public  and  itself  against  physicians 
deficient  in  moral  character  or  pro- 
fessional competence.  Physicians 
should  observe  all  laws,  uphold  the 
dignity  and  honor  of  the  profession 
and  accept  its  self-imposed  disciplines. 
They  should  expose,  without  hesita- 
tion, illegal  or  unethical  conduct  of 
fellow  members  of  the  profession.” 

Further,  concerning  exposure  of 
unethical  conduct,  “A  physician 
should  expose,  without  fear  or  favor, 
incompetent,  corrupt,  dishonest,  or 
unethical  conduct  on  the  part  of  mem- 
bers of  the  profession.” 


On  July  1 the  AMA’s  House  of  Dele- 
gates adopted  this  statement : “The 
American  Medical  Association  con- 
demns and  deplores  all  acts  of  fraud 
and  wrongdoing,  including  in  particu- 
lar any  wrongful  acts  as  recently  re- 
ported in  the  Medicaid  and  Medicare 
programs.  We  urge  that  responsible 
government  agencies  proceed  with  all 
due  speed  in  the  prosecution  of  all  who 
are  charged  with  guilt  or  fraudulent 
misconduct.  We  will  continue  to  offer 
our  cooperation  and  assistance  in 
bringing  to  an  end  such  activities.” 

Since  it  is  not  likely  we  will  know 
about  those  alleged  to  have  committed 
acts  of  fraud  or  abuse  involving  gov- 
ernment health  programs  until  charg- 
es are  brought,  let’s  make  our  position 
loud  and  clear : We  will  help  weed  out 
fraud  and  dishonesty  of  any  within 
our  profession,  but  at  the  same  time 
we  expect  investigations  to  be  fair  and 
without  prejudice,  and  to  fulfill  the 
legal  and  philosophical  concepts  of 
due  process.  We  will  cooperate  with 
federal  or  state  investigators  upon 
their  invitation  or  request. 

In  short,  we  physicians  stand  by 
our  professional  ideals  and  we  do  not 
fear  fair  and  honest  scrutiny.  We  will 
not  shield,  and  we  will  cast  out,  those 
whose  conduct  has  violated  Medical 
Ethics. 


L.  S.  Thompson,  Jr.,  MD,  President, 
Texas  Medical  Association. 


144 


TEXAS  MEDICINE 


®arbptt-i^utri;ittg0-^mitif  jllemortal  UfoBpital 

anil  SInrb0tt-i|utrl|tn0B-#mitiy  CUntc 

322  Coleman  Street  fHarlin,  Sl^xas  76BBX  Telephone:  936-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith.  M.D.,  E.A.C.S. 
D.  R.  Swetland.  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 

W.  F.  McKinley.  Jr..  M.D. 
James  S.  Bussell.  M.  D. 
C.  G.  Brown,  M.D. 


VASCUI.AR  SURGEY 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 


EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D..  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley.  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson.  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith.  M.D..  F.A.C.S. 
Howard  L.  Smith,  M.D..  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 

Harry  W.  Slade.  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  75211  Telephone  823-4151 


INTERNAL  MEDICINE 

John  B.  Allen,  M.D.,  D.A.B.l.M. 

Morris  E.  Magers,  M.D. .D.A.B.l.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.l.M. 

Cloyce  L.  Stetson.  Jr.,  M.D.,  D.A.B.l.M. 

David  S.  Sowell,  HI,  M.D..  D.A.B.l.M..  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.l.M.,  and  D.A.B.  Rhu., 
F.A.C.P. 

W.  Mark  Armstrong,  M.D.,  D.A.B.l.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas.  M.D..  D.A.B.l.M. 

Steven  P.  Bowers,  M.D. 


ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller.  HI.  M.D. 

Vernie  D.  Bodden,  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B.P..  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B.P.,  F.A.A.P. 
Larry  Gray,  M.D.,  D.A.B.P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery,  M.D..  D.A.B.S..  F.A.C.S. 
George  P.  Fosmire,  M.D.,  D.A.B.S..  F.A.C.S. 
Miller  S.  Bell,  M.D.,  D.A.B.S.,  F.A.C.S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 
William  H.  Hoffman.  M.D.,  D.A.B.U.,  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 


RADIOLOGY 

Raymond  W.  Burford,  M.D..  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGER^ 

D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond.  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D.,  D.A.B.l.M.,  F.A.C.P., 
Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B.P.,  F.A.A.P. 

William  H.  Potts,  M.D.,  F.A.C.P.,  Internal  Medicine 
Ozro  T.  Woods,  M.D..  Surgery  Emphasizing  Tumors 
J.  Wilbur  Bourland,  Jr..  M.D..  Obstetrics  and  Gynecology 
Adam  D.  Green.  M.D.,  Surgery 
R.  Celia  Slaughter.  M.D..  D.A.B.P..  F.A.A.P. 

Edwin  M.  Cleveland,  M.D. 

John  B.  Bourland,  M.D..  D.A.B.O.G. 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


UBRIUAf  & 

chlordiazepoxide  HCI/ Roche 

5 mg,  10  mg,  25  mg  capsules 

Lihritabs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  foilows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addic- 
tion-prone individuals  or  those  who 
might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy,  lac- 
tation, or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
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Usual  Daily  Dosage:  Individualize  for  maxi- 
mum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 
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in  answering  your  inquiries.^ 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
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many  primary  medications. 
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terest; they  will  appear  in 
the  “Medicine  in  Literature" 
department,  and  will  be 
prepared  by  the  Memorial 
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Scientific  topics  for  ar- 
ticles next  month  will  in- 
clude sudden  death,  hyper- 
calcemia, stressful  doctor- 
patient  relationships,  court 
decisions  influencing  medi- 
cal practice,  and  products 
liability  for  physicians. 


Where  did  that  surprising 
statistic  originate? 

From  the  first  survey  designed  to 
assess  the  nutritional  status  of  the 
entire  U.S.  population.  The  conclu- 
sion above  \A/as  the  most  striking 
result  reported  in  the  preliminary 
findings  released  in  January  1974. 

VWre  they  really  dealing  with 
a true  sample  of  the  entire 
US.  population? 

Those  conclusions  were  based  on  a 
sample  of  10,126  people— a prob- 
ability sample  established  by  the 
U.S.  Bureau  of  Census  to  reflect  the 
country’s  total  population,  regardless 
of  race  or  income. 

Among  those  95%  with 
substandard  iron  intake, 
hov';  low  was  their  intake 
actually? 

For  whites  and  blacks,  for  both 
sexes,  for  both  income  levels,  the 
mean  intake  of  iron  (as  a percent  of 
the  standard)  for  the  1-5  year  age 
group  ranged  from  60  to  69%. 
Typically,  then,  95children  out  of 
100  have  iron  intakes  that  are  only 
% of  the  standard. 


Whose  iron  intake  standard 
were  they  using? 

The  standard  set  by  the  Food  and 
Nutrition  Board  of  the  National 
Academy  of  Sciences  for  this  group. 

Implication  of  all  this? 

That  iron  deficiency  among  pre- 
schoolers is  anything  but  rare  and 
signs  like  mental  apathy,  lethargy, 
irritability,  behavior  problems,  may 
be  telegraphing  iron  deficiency. 

Suggesting  iron  supp^mentation? 

Not  necessarily.  In  many  instances 
this  situation  can  be  corrected  by 
proper  diet  and,  obviously,  this  is  the 
preferred  route.  When  dietary 
improvement  is  not  attainable, 
consider  a supplement. 

But  consistent  use  of  an  iron 
supplement  is  difficult  to  achieve. 

Compliance  is  a problem,  as  so 
much  of  the  recent  data  suggest.* 
INCREMIN  with  Iron  Syrup  has  a 
pleasant  flavor  which  encourages 
consistent  use. 


Is  this  cited  study  generally 
available? 

Yes,  from  the  Office  of  Infor- 
mation, National  Centerfor 
Flealth  Statistics,  5600  Fishers 
Lane,  Rockville,  MD.,  20852. 
Request  “First  Health  and 
Nutrition  Examination  Survey”, 
1974,  DHEW  Pub.  No.  (HRA) 
74-1219-1. 

*B.  Blackwell:  The  Drug  Defaulter. 

Clinical  Pharmacology  and  Therapeutics 
13:841  (1972). 

INCREMIN 
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Alcohol 0.75% 


DOSAGE:  Prevention  of  iron- 
deficiency  anemia— Children  and 
Adults— 1 tsp.  (5  cc)  daily.  Treat- 
ment of  iron  deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults: 

1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and 
16  fl.  oz. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Prominent  speakers  to  highlight  TMA  fall  conference 

Three  prominent  guest  speakers  have  been  secured  for  the  Texas 
Medical  Association’s  fall  conference  Sept  18  at  the  Joe  C.  Thompson 
Conference  Center  in  Austin. 

The  speakers  include  Dr.  James  H.  Sammons,  executive  vice  presi- 
dent, American  Medical  Association;  Sen  Lloyd  Bentsen  of  Texas;  and 
Thomas  F.  Johnson,  PhD,  director  of  research  for  the  American  En- 
terprise Institute  for  Public  Policy  Research,  Washington,  D C.  The 
conference  will  focus  on  current  medical  issues  of  both  national  and 
statewide  significance  including  Medicare  and  Medicaid  legislation, 
health  manpower,  implementation  of  professional  standards  review 
organizations,  utilization  review,  health  planning,  swine  influenza 
immunization,  professional  liability,  and  others. 

An  orientation  program  for  provisional  TMA  members  will  be  con- 
ducted in  conjunction  with  the  conference.  Many  TMA  boards,  coun- 
cils and  committees  will  also  be  meeting  in  Austin  that 
weekend. 


Health  organizations  readying  for  immunization  program 

Health  organizations  across  the  state  of  Texas  have  been  building  up 
tothe  massive  effort  required  fora  successful  national  influenza  im- 
munization campaign.  The  Texas  Medical  Association’s  Department 
of  Communication  has  prepared  information  for  physicians  regard- 
ingthe  immunization. This  information  has  been  senttoallTMA 
members. 

Accordingto  Dr.  Fratis  L.  Duff,  director  of  theTexas  Department  of 
Health  Resources,  the  program  is  still  “on  schedule’’  in  spite  of  un- 
certainties at  the  national  level.  The  bivalent  vaccine  for  the  elderly 
and  chronically  ill  will  be  available  in  early  September.  The  second 
vaccine  (monovalent)  should  be  ready  by  mid-September. 

The  bivalent  vaccine  is  a combination  vaccine  consisting  of  the 
A/New  Jersey  strain  (swine  flu)  and  the  A/Victoria  strain.  This  vac- 
cine is  intended  only  for  persons  over  65  years  of  age,  or  victims  of 
chronic  illnesses  such  as  diabetes,  kidney  disease,  emphysema,  and 
so  forth. 

Although  some  questions  have  been  raised  as  to  the  practicality  and 
even  the  necessity  of  the  mass  flu  immunization  campaign.  Dr.  Duff 
feels  such  doubts  are  misplaced. 

“ If  you  would  read  the  literature  about  the  great  influenza  epidemic 
of  1918-1919,  there  would  be  no  doubt  in  your  mind,’’  Dr.  Duff  said. 
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"Five  hundred  thousand  people  in  the  United  States  died,  many  of 
them  within  24  hours  after  they  got  sick.  Even  the  Asian  flu  epidemic 
of  1957-1958  was  estimated  to  have  killed  about  70,000  people.” 
Tofurther  inform  TMA  membersaboutvariousaspectsof  the  im- 
munization program,  theTMA  legal  counsel  has  prepared  a "Ques- 
tions/ Answers”  column  and  an  article  on  informed  consent  which 
appear  on  pages  104-106  of  this  journal. 


At  press  time  it  was  learned  that  Congress  has  passed  The  National 
Swine  Flu  Immunization  Program  of  1976.  The  bill  protects  physi- 
cians and  pharmaceutical  companies  from  direct  liability  in  injuries 
resulting  from  administering  the  vaccine.  According  to  the  Aug  1 1 
issue  of  the  Wall  Street  Journal,  “Doctors  or  medical  workers  who 
help  give  the  free  shots  are  regarded  as  ‘program  participants’ . . . 
and  thus  are  shielded  from  lawsuits ...  A Doctor  who  obtains  free 
vaccine  but  charges  for  giving  the  shot  isn’t  deemed  a ‘program  par- 
ticipant’ and  thus  isn’t  protected  by  the  bill.” 


Executive  Board  endorses  expansion  of  graduate  training 

TheTexas  Medical  Association’s  Executive  Board  has  endorsed  the 
expansion  of  graduate  training  positions,  in  particular  primary  resi- 
dencies, as  the  most  rapid,  effective,  and  efficient  way  to  increase 
the  numbers  of  well  educated  physicians  to  care  for  the  citizens  of 
Texas. 

The  policy  stand  was  adopted  by  theTMA  Executive  Board  in  July. 
TMA  will  support  state  funding  for  new  residency  programs  before 
the  Texas  Legislature  in  1977,  with  the  recommendation  that  the  Co- 
ordinating Board,  Texas  College  and  University  System,  serve  as  the 
mechanism  for  distribution  of  funds.  The  Executive  Board  asked  that 
its  policy  statement  be  forwarded  immediately  to  the  coordinating 
board. 

The  Executive  Board  also  endorsed  a report  from  The  University  of 
Texas  System  Task  Force  on  Graduate  Medical  Education.  According 
to  the  report,  the  goal  for  Texas  should  be  development  of  300  first- 
year  positions  in  family  medicine  and  400  first-year  positions  in  the 
three  other  primary  care  disciplines  by  1982.  The  task  force  supports 
creation  and  further  study  directed  toward  developing  residency  pro- 
grams in  off-campus  sites  to  be  affiliated  with  the  UT 
system. 
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TheTMA Council  on  Medical  Educa- 
tion and  Hospitals  has  requested  in- 
formation on  graduate  medical  edu- 
cation programs  and  plans  for  expan- 
sion from  otherTexas  medical 
institutions. 

In  the  area  of  continuing  education, 
the  Executive  Board  approved  a 
recommendation  of  the  TMA  Commit- 
tee on  Continuing  Education  that, 
should  the  House  of  Delegates  choose 
to  adopt  a continuing  education  re- 
quirementforTMA  membership,  the 
association  should  accept  a physi- 
cian’s report  that  he  or  she  has  ful- 
filled the  continuing  education  re- 
quirement. The  committee  suggested 
that  it  might  be  feasible  to  initiate  a 
program  in  1978.  The  committee  will 
submit  its  recommendation  to  the 
House  of  Delegates  in 
November. 

The  board  also  received  information 
thattheTexas  Institute  for  Medical 
Assessment  has  requested  the  De- 
partment of  Health,  Education,  and 
Welfare  to  conduct  a poll  of  Texas 
physicians  regarding  their  prefer- 
ence on  the  establishment  of  a pro- 
fessional standards  review  organiza- 
tion in  Texas.  The  board  adopted  a 
plan  to  inform  physicians  about  the 
poll  at  the  appropriate  time.  (See 
updated  story,  p8). 

In  other  actions,  the  Executive  Board 
authorized  a follow-up  professional 
liability  survey  scheduled  to  reach 
physicians  in  early  September.  The 
three  basic  parts  of  the  survey  con- 
cern coverage,  suit  and  claim  experi- 
ence in  1976,  and  information  on  the 
increased  cost  to  the  patient.  Physi- 
cians are  asked  to  return  the  survey 
as  quickly  as  possible. 

PSRO  poll  scheduled  by  HEW 

In  a notice  published  July  13  in  the 
Federal  Register,  the  Department  of 
Health,  Education  and  Welfare  an- 
nounced that  it  would  undertake  ap- 
propriate procedures  to  redesignate 
professional  standards  review  organ- 


ization areas  in  Texas.  The  depart- 
ment plans  to  conduct  an  informal 
secret  ballot  poll  of  all  doctors  of 
medicine  or  osteopathy  engaged  in 
active  practice  in  Texas  to  ascertain 
whether  they  favor  the  designation  of 
Texas  PSRO  areas  on  a local  or  state- 
wide basis. 

Review  of  the  poll  results  by  the  se- 
cretary of  DHEW  could  prompt  ad- 
ministrative action  designating  a 
single  area  or  multiple  areas  or  a 
public  hearing  on  area  designation 
as  was  done  in  1973.  The  poll  is  ex- 
pected to  be  completed  sometime  this 
month. 

If  a single  area  is  designated,  theTex- 
as  Institute  for  Medical  Assessment 
(TIMA)  would  apply  for  either  a plan- 
ning or  conditional  PSRO  status.  If 
multiple  areas  are  designated,  a bind- 
ing statutory  poll  under  the  Bentsen 
Amendment  would  be  requested.  If  a 
single  area  is  designated,  an  addition- 
al one  to  three  months  of  contract 
negotiation  is  likely. 


Insurance  coverage 
available  to  students 

Medical  students  in  The  University 
of  Texas  System  now  may  purchase 
malpractice  insurance  coverage 
through  the  existing  policy  that  cov- 
ers doctors,  residents  and 
interns. 

V.  E.  Thompson,  vice  president  for 
business  and  hospital  affairs  at  the 
Galveston  Medical  Branch,  reported 
that  the  UT  System’s  professional 
liability  insurance  committee,  of 
which  he  is  chairman,  has  negotiated 
a proposed  contract  with  the  Hart- 
ford Insurance  Group  to  provide  mal- 
practice coverage  for  medical  stu- 
dents in  amounts  of  $25,000  to 
$75,000.  Students  previously  were 
not  included  in  the  policy. 

The  coverage,  which  will  be  added  to 
the  existing  malpractice  insurance 
policy,  will  require thatthe students 
pay  an  annual  premium  of  $25. 
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Cancer  education  program 
to  offer  public  information 

A new  cancer  education  program  for 
the  lay  public  offering  current,  fac- 
tual information  is  being  established 
in  Texas  and  will  be  operational  state- 
wide by  early  1977. 

The  Cancer  Information  Service  is 
designed  to  help  create  a postive 
sense  of  awareness  about  cancer  that 
will  encouragethe  public  to  seek 
physician  evaluation  for  early  detec- 
tion and  prompt  treatment  of  sus- 
pected malignancies. 

To  reinforce  this  philosophy  and  en- 
courage followup,  a list  of  resources 
on  basic  services  available  tothe  pa- 
tient and  his  family  in  his  community 
is  being  compiled.  Included  is  infor- 
mation relating  to  services  and  as- 
sistance provided  by  physicians,  hos- 
pitals, medical  organizations,  volun- 
tary and  governmental  health 
agencies  and  others. 

The  CIS  is  a cooperative  effort  of 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  and  many  organizations  in 
Texas  and  is  supported  by  funds 
from  the  National  Cancer  Institute. 
Similar  projects  are  funded  at  the 
other  17  Comprehensive  Cancer 
Centers  to  unite  efforts  of  organiza- 
tions, agencies,  and  various  govern- 
mental level  outlets  involved  in 
health  education. 

An  important  tool  of  the  CIS  program 
is  a toll-free  telephone  numberwhere 
Texans  can  obtain  information  on 
prevention,  early  detection,  research, 
etc.,  and  receive  educational  mate- 
rials produced  by  many  voluntary  and 
governmental  programs. 

The  phone  service  is  manned  by 
trained  volunteer  workers  under 
supervision  of  the  project’s  staff. 

All  policies  and  materials  for  dis- 
semination are  reviewed  by  a commit- 
tee of  clinicians  and  researchers  at 
M.  D.  Anderson. 

Callers  seeking  specific  information 
for  specific  medical  problems  will  be 
advised  to  discuss  those  problems 
with  their  personal  physicians. 

Those  seeking  physicians  will  be  re- 


ferred to  the  appropriate  county  med- 
ical society. 

Operational  in  a rural  pilot  area  since 
late  June,  the  CIS  phone  service  will 
be  introduced  in  the  Houston  area 
and  surrounding  counties  during 
September.  Although  the  service 
was  promoted  only  in  the  pilot  area, 
the  project  staff  has  accepted  lay 
inquiries  directed  to  M.  D.  Anderson 
in  general  since  early  this  year.  As  of 
mid  July  over  350  calls  and  letters 
were  processed  from  50  Texas  coun- 
ties, 33  states,  and  two  foreign  coun- 
tries. Analysis  of  data  is  currently 
beingtabulated. 

The  Texas  Medical  Association  Com- 
mittee on  Cancer  has  endorsed  the 
project. 


Hospital  announces  savings 
resulting  from  study 

Austin's  city  owned  Brackenridge 
Hospital  has  announced  that  it  ex- 
pects to  improve  the  hospital’s  finan- 
cial picture  by  savings  of  more  than 
$2.7  million  overa  period  of  15 
months.  The  savings  will  result  from 
the  implementation  of  several  recom- 
mendations comingfrom  a study  of 
the  hospital’s  operations  by  the  Texas 
Hospital  Association  Productivity 
Center. 

Included  in  the  interim  report  of  the 
study  were  recommendations  to  re- 
duce the  number  of  hospital  patient 
rooms  by  17  (from  336  to  319);  re- 
duce personnel  by  132  employees 
(from  1332  to  1200);  and  reduce  pa- 
tient room  rates  by  $5  or  $6  (from 
$80  to  $75  for  private,  $76  to  $70  for 
semi-private).  The  employee  reduc- 
tion will  be  made  by  normal  attrition. 
Rates  were  reduced  and  the  17  rooms 
closed  July  1. 

The  THA  Productivity  Center  was  es- 
tablished by  a contract  signed  in 
August  1975  by  the  Department  of 
Health,  Education,  and  Welfare  and 
THA.  This  two  year  contract  in  the 
amount  of  $1.8  million  was  50% 
funded  by  DHEW  and  50%  by  THA. 
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You  can  help  inform  the  public 
on  liability  insurance  problems 

An  informative  new  pamphlet  from  TMA  can  tell 
physicians’  story  of  the  malpractice  insurance  crisis 
quickly  and  easily.  Communication  with  the  public  is 
vital  if  we  are  to  overcome  the  crisis. 

A sample  copy  of  “No  Texan  can  escape  this  epi- 
demic” is  enclosed  so  you  can  see  what  an  effective 
communication  tool  the  pamphlet  can  be. 

You  can  put  the  pamphlet  in  statements,  place  it  in 

waiting  rooms  and  hospitals,  distribute  it  at  meetings. 
Utilize  it  in  all  sorts  of  situations. 

An  effective  display  card  with  pamphlet  pocket 
also  is  available  free  of  charge.  This  versatile  tool  uses 
professional  looking  gray  and  white  graphics  to  attrac- 
tively display  pamphlets  and  its  own  message:  “Run- 
away Malpractice  Insurance  rates  are  hurting  every- 
body. Let’s  help  each  other  get  action  in  Austin.” 

You  can  fold  out  its  attached  easel  for  tabletop  dis- 
play or  hang  the  8V2  x 1 1 inch  card  on  a wall  in  a promi- 
nent place. 

Use  the  easy  order  form  below. 


Available  free  from  TMA 


TO:  Communication  Department 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Yes,  1 want  to  help  tell  people  about  the  "malpractice  insurance"  crisis.  Please  send,  free  of  charge: 

Pamphlets  entitled  "No  Texan  can  escape  Display  cards — "Runaway  Malpractice 

(No.)  thjg  epidemic."  (No.)  Insurance  rates  are  hurting  everybody.  . 


Send  to:  

(print  or  (Name) 

type)  

(Address) 


(City,  state,  zip) 
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New  vaccine  tested 

A vaccine  against  serum  hepatitis, 
a liver  disease  sometimes  transmit- 
ted in  blood  transfusions,  has  been 
successfully  tested  in  animals  and  is 
now  ready  for  human  trials,  accord- 
ingtoa  research  report  in  the  June 
28  issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

The  vaccine  is  highly  potent  in  induc- 
ing antibody  formation  against  se- 
rum hepatitis  in  guinea  pigs,  mon- 
keys, and  chimpanzees  after  three 
injected  doses,  Eugene  B.  Buynak, 
PhD,  and  colleagues  said.  The  report 
is  from  the  Merck  Institute  for  Thera- 
peutic Research,  West  Point, 

Pa. 

Tests  of  the  vaccine  for  control  of 
hepatitis  B (serum  hepatitis)  in  man 
are  to  be  carried  out.  Dr.  Buynak 
reported.  The  vaccine  is  madefrom 
a highly  purified  virus  by  treating 
with  formaldehyde  solution,  and  has 
been  tested  for  safety  and  potency, 
he  said. 

“The  results  of  the  tests  in  the  pres- 
ent study  give  promise  for  eventual 
control  of  hepatitis  B by  a highly 
purified  viral  antigen  vaccine,”  Dr. 
Buynak  declared. 

Medicare/ Medicaid 
anniversaries  noted 

Medicare  and  Medicaid  became  ten 
years  old  July  1. 

Harry  Schwartz,  a member  of  the 
editorial  board  of  the  York  Times, 

noted  the  anniversary  and  comment- 
ed that  “the  politicians  are  strangely 
bashful  about  pointing  with  pride  or 
otherwise  claiming  credit.”  Writing 
in  the  June  29  Times,  Schwartz  said: 
“In  retrospect,  one  of  the  most  im- 
portant consequences  of  Medicare 
and  Medicaid  has  been  to  delay  for 
many  years  adoption  of  comprehen- 
sive national  health  insurance  in  this 
country.  By  aiding  the  aged  and  the 
poor,  the  programs  reduced  the  poli- 
tical pressure  for  an  all-inclusive  sys- 
tem. Simultaneously  the  huge  prob- 


lems Medicare  and  Medicaid  creat- 
ed— especially  in  the  area  of  costs — 
helped  cool  the  ardor  of  many  who 
might  otherwise  have  been  demand- 
ing a first  priority  for  national  health 
insurance.” 

He  pointed  out  that  health  expendi- 
tures in  fiscal  1965  were  under  $40 
billion  ($5  billion  of  it  federal)  but  are 
expected  to  be  $130  billion  ($42.5 
billion  of  itfederal)  in  fiscal  1976. 
“The  enormous  price  inflation  for  all 
types  of  medical  services — more 
than  80%  this  decade — is  properly 
credited  in  large  part  to  the  explosion 
of  effective  demand  which  Medicare 
and  Medicaid  made  possible,”  he 
writes.  “Perhaps  the  great  costs  of 
this  learning  process  are  compensat- 
ed for  by  the  greater  sophistication 
and  skepticism  with  which  all  inter- 
ests concerned  approach  today’s 
proposals  for  more  intimate  relations 
between  government  and  medicine.” 

HEW  seeks  comment 
on  rules  preventing 
discrimination  of  handicapped 

The  Department  of  Health,  Education, 
and  Welfare  is  seeking  comment  on 
proposed  rules  to  prevent  discrimina- 
tion based  on  a handicap.  The  rules 
apply  to  programs  benefiting  from 
federal  financial  assistance.  Deadline 
for  receipt  of  comments  is  Sept  14, 
1976. 

The  proposed  rules  are  designed  to 
implement  a section  in  the  1973  Re- 
habilitation Act,  which  states  that, 

“no  otherwise  qualified  handicapped 
individual  in  the  United  States  . . . 
shall  solely  by  reason  of  his  handicap, 
be  excluded  from  the  participation 
in,  be  denied  the  benefits  of,  or  be 
subjected  todiscrimination  underany 
program  or  activity  receiving  Federal 
financial  assistance.” 

The  proposed  rules  also  could  have 
impact  on  health,  welfare,  and  other 
social  service  programs.  The  rules 
refer  specifically  to  the  availability  of 
health  services  that  are  comparable 


TEXAS  MEDICINE 


to  those  available  to  nonhandicapped 
persons. 

According  to  Subpart  F,  “A  recipient 
which  provides  health  benefits  or 
services  shall  ensure  that  these  bene- 
fits or  services  are  accessible  to  quali- 
fied handicapped  persons  through 
use  of  the  methods  set  forth  in  Sub- 
partC,  including  making  house  calls, 
referring  patients,  arranging  to  meet 
patients  in  accessible  facilities,  and 
modifyingfacilities.” 

The  methods  described  in  Subpart  C 
include  construction  of  newfacilities, 
redesign  of  equipment,  and  alteration 
of  existing  facilities. 

In  determining  the  limits  on  travel  to 
gain  access  to  a federally-assisted 
health  program,  the  department  is 
considering  the  concept  of  the  “catch- 
ment area,”  as  used  in  the  National 
Health  Planning  and  Resources  Act 
of  1974  (PL  93-641).  If  this  standard 
is  adopted,  one  method  of  compliance 
for  local  physicians  and  the  state 
Medicaid  program  administrators 
would  be  to  ensure  that  handicapped 
persons  have  access,  within  the 
health  service  area,  to  a range  of 
Medicaid  reimbursed  services  com- 
parable to  that  available  to  the 
nonhandicapped. 

Part  84  also  proposes  that  communi- 
cations describing  health,  welfare  or 
other  social  services  should  be  pre- 
pared in  a manner  understandable 
to  persons  with  sensory  or  speaking 
handicaps. 

“Accordingly,  the  Department  solicits 
comment  on  thetypes  of  notices  used 
and  on  the  nature  of  the  groups  in- 
tended to  be  reached  by  these  no- 
tices. Comments  are  also  welcome 
concerning  the  possible  burdens  that 
would  result  from  this  requirement 
and  concerning  methods  of  reducing 
them,”  Federal 

Register. 

Other  issues  on  which  the  department 
seeks  comment  are  the  definitions  of 
handicapped  persons  and  recipient, 
the  degree  of  specificity  that  is  best 
suited  to  this  regulation,  time  periods 
for  compliance,  financial  burdens  re- 


sultingfrom  the  requirements  of  the 
regulation,  grievance  procedures, 
employment  practices,  increasing 
accessibility  or  usability  of  a reci- 
pient's facilities,  and  requirements 
for  nondiscrimination  in  recruitment 
and  admission  of  students  to  post- 
secondary education  programs  and 
activities. 

Comments  should  be  mailed  tothe 
Director,  Office  for  Civil  Rights,  De- 
partment of  Health,  Education,  and 
Welfare,  PO  Box  1909,  Washington, 
DC  20013. 


Mammography  proven  effective 
in  detection  of  cancer 

The  American  College  of  Radiology’s 
Commission  on  Cancerand  Commit- 
tee on  Mammography  and  Diseases 
of  the  Breast  have  issued  a policy 
statement  that  mammography  has 
proven  to  be  the  most  effective  diag- 
nostic tool  so  far  developed  for  the 
detection  of  breast  cancer  at  an  early 
stage  before  it  spreads  to  regional 
lymph  nodes. 

Accordingtothe  statement,  mammog- 
raphy at  appropriate  intervals  in 
asymptomatic  women  over  age  35 
promises  to  reduce  significantly  the 
number  of  deaths  from  breast  cancer. 
However,  the  statement  indicated 
there  is  now  no  definitive  scientific 
evidence  with  regard  to  optimal  age 
for  the  initial  mammogram,  frequency 
of  examination,  and  data  on  possible 
longterm  radiation  risk  and  that  it 
was  issued  as  a summary  of  current 
informed  opinion. 

The  statement  includes  six  recom- 
mendations for  screening  for  breast 
cancer  in  asymptomatic  women. 
These  are: 

(1)  All  women  should  have  annual 
physical  examination  of  the  breasts 
and  be  taught  breast  self- 
examination. 

(2)  For  asymptomatic  women  the 
first,  or  baseline,  mammographic  ex- 
amination should  be  performed  be- 
tween the  ages  of  35  and  40. 
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(3)  Subsequent  mammographic  ex- 
aminations should  be  performed  at 
one  to  three  year  intervals  unless 
more  frequent  examination  is  medi- 
cally warranted. 

(4)  After  age  50,  annual  or  other  reg- 
ular interval  examinations,  including 
mammography,  should  be 
performed. 

(5)  Although  the  carcinogenic  effects 
of  radiation  at  current  levels  of  ex- 
posure are  probably  immeasurably 
small,  continuing  attempts  to  reduce 
exposure  should  be  made.  However, 
image  quality  must  be  preserved  for 
accurate  diagnosis  to  insure  the  best 
risk/benefit  (cure)  ratio. 

(6)  Each  radiologist  should  assure 
the  periodic  monitoring  of  his  equip- 
ment and  procedures  to  determine 
that  the  patient’s  exposure  is  being 
maintained  at  the  lowest  feasible 
level. 


UT  adopts  procedure 
for  selection 
of  chief  officers 

A new  procedure  for  selection  of  chief 
administrative  officers  of  component 
institutions  of  The  University  of  Texas 
System  has  been  adopted  by  the 
Board  of  Regents. 

When  it  is  known  that  there  is  to  be  a 
vacancy  in  the  office  of  a chief  ad- 
ministrative officer  of  a component 
institution,  an  advisory  committee 
with  the  chancellor  as  chairman,  will 
be  established  to  recommend  candi- 
dates to  the  Board  of  Regents  for 
final  selection. 

The  advisory  committee  will  be  com- 
posed of  the  chancellor,  deputy  chan- 
cellor, three  chief  administrative  of- 
ficers, three  regents,  five  faculty 
members  of  the  institution  involved 
(at  least  three  of  whom  have  the  rank 
of  associate  professor  or  higher),  one 
dean,  two  students  from  the  institu- 
tion involved,  and  the  president  of  the 
ex-students’  association  of  the  cam- 
pus involved  or  his  designee.  Accord- 
ingtothe  new  procedure,  the  com- 


mittee will  evaluate  a candidate  by 
criteria  that  relate  to  the  needs  of  the 
individual  component  and  shall  seek 
advice  on  the  ability  of  each  candi- 
date interviewed. 

The  committee  will  submit  a panel  of 
three  to  five  candidates  with  no  pre- 
ference indicated  to  the  Board  of 
Regents.  If  none  of  the  names  sub- 
mitted in  the  report  is  satisfactory  to 
the  regents,  then  the  board  may  ei- 
ther name  a new  committee  or  pro- 
ceed to  select  a chief  administrative 
officer  under  other  procedures  which 
it  deems  appropriate. 


Insurance  trust  broadened 
to  encompass  all  plans 

The  Texas  Medical  Association  Insur- 
anceTrust  has  been  amended  to  en- 
compass, in  addition  toTMA  mem- 
bers’ group  life  insurance,  all  other 
group  insurance  and  retirement  plans 
now  offered  by  the  TM  A Insurance 
Department.  The  action  came  at  the 
July  10  meeting  of  theTMA  Board  of 
Trustees. 

In  part,  thechangewas  made  to  faci- 
litate the  expansion  of  programs  and 
service  to  members  and  to  make  pre- 
sent insurance  programs  more  com- 
patible with  federal  law  (Employees 
Retirement  Income  Security  Act  of 
1974  and  related  statutes). 

Major  inputfrom  involved  TMA  coun- 
cils and  committees  on  the  structur- 
ing of  members’  insurance  benefits, 
rates,  and  plans  will  continue,  and  the 
trustees  of  the  insurance  trust  will  be 
identical  to  those  of  theTMA  Board 
of  T rustees  with  the  addition  of  two 
members,  the  chairmen  of  the  Council 
on  Medical  Service  and  Insurance  and 
the  Committee  on  Association  Insur- 
ance Programs. 

Former  employees  of  the  TMA  Insur- 
ance Department,  now  trust  em- 
ployees, will  continue  to  render  the 
same  service  to  TMA  members,  and 
there  will  be  no  change  in  the  present 
program.  This  reorganization  will  not 
affect  current  rates. 
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TheVanguard 

Pulmonary  FunctionTesting  System 

has  been  found  effective  by  physicians  and  paramedical 
personnel  the  world  over  in  the  analysis  of  pulmonary  function  by: 

> helping  to  establish  a diagnosis, 

- determining  the  degree  of  impairment, 

- following  the  progress  of  a disease, 

- and  evaluating  the  results  of  treatment. 

Yes, 

I am  interested  in  the  Vanguard  PFT  System.  Please  send  more  information. 


Name: Speciality 

Title/lnstitution:  

Address: 

City:  

State: Zip: 

Telephone:  

Life  Support  Equipment  Corp.,  6 Gill  St.,  Woburn,  Ma.  01801 
Telephone  (617)  935-4954 
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Leukemia  society  offering 
research  scholarships 

Post-doctoral  grants  are  being  offer- 
ed by  the  Leukemia  Society  of  Ameri- 
ca, Inc,  for  medical-scientific  research 
inthefieldsof  leukemia  and  allied 
diseases  of  the  blood-forming 
organs. 

Three  types  of  grants  are  available  for 
qualified  investigators  including  a 
$100,000  five-year  scholarship  and 
two-year  fellowships  for  $31,000 
and  $25,000.  Letters  of  application 
for  the  grants  should  be  addressed 
to  Dr.  Rose  Ruth  Ellison,  Leukemia 
Society  of  America,  Inc,  211  E43rd 
St,  New  York,  NY  10017.  Deadline  for 
filing  completed  applications  is  Oct  1. 

UT  regents  approve  budget 

Educational  and  general  funds  total- 
ing $436,221,030  have  been  allo- 
cated to  The  University  of  Texas 
System  component  institutions  and 
System  administration  for  the  1976- 
1977  fiscal  year.  The  budget,  ap- 
proved by  the  UT  System  Board  of 
Regents  in  July,  includes  $336,626,- 
143  for  the  three  health  science 
centers,  the  Galveston  Medical 
Branch,  Sealyand  Smith  Foundation 
Hospitals,  and  the  University  Cancer 
Center. 

A breakdown  of  the  allocations  in- 
cludes: Dallas  Health  Science  Center, 
$45,799,545;  Galveston  Medical 
Branch,  $92,897,674;  Sealy  and 
Smith  Foundation  Hospitals,  $8,805,- 
327;  Houston  Health  Science  Center, 
$47,887,571;  San  Antonio  Health 
Science  Center  $44,452,889;  and 
University  Cancer  Center, 
$96,783,137. 

Among  notable  increases  in  the  San 
Antonio  Health  Science  Center  bud- 
get is  $350,000  allotted  for  the  fam- 
ily practice  residency  training  pro- 
gram, up  $190,000.  The  Dallas 
Health  Science  Center  budget  in- 
cludes a 43%  increase  in  library 
funding,  a 57.1  % increase  in  funds 
for  continuing  education,  and  a 


73.7 % increase  in  a special  item  for 
the  Family  Practice  Training  Pro- 
gram. Patient  care  activities  at  M.  D. 
Anderson  Hospital  and  Tumor  Insti- 
tute account  for  $35,378,662  of  the 
educational  and  general  funds  bud- 
get, an  increase  of  38.7  % from  the 
Cancer  Center’s  1975-1976  budget 
figure.  The  hospital  will  be  increas- 
ing in  over-all  size  and  patient  capac- 
ity by  more  than  100%,  with  growth 
from  a 300-bed  hospital  to  a 600- 
bed  hospital,  an  increase  in  the  out- 
patient clinic  from  600  to  1,200  pa- 
tients per  day,  and  in  the  radiation 
therapy  center  from  200  to  300  pa- 
tients per  day.  Budget  for  the  Medical 
Branch  hospitals  is  up  19.2%,  due 
in  part  to  the  opening  of  a new  Child 
Health  Center. 

Nursing  school  funds  were  included 
by  the  regents  in  the  budgets  for  UT 
Arlington,  UT  Austin,  UT  El  Paso,  the 
Galveston  Medical  Branch,  Houston 
Health  Science  Center,  and  San 
Antonio  Health  Science  Center. 

PSRO  condition 
for  federal  payments 

According  to  a recent  issue  oiPSRO 
Letter,  the  Bureau  of  Health  Insur- 
ance (Medicare)  has  communicated 
to  its  regions  that  under  the  1972 
Social  Security  Amendments,  profes- 
sional standards  review  organization 
(PSRO)  review  is  a condition  of  pay- 
ment for  Medicare  claims  and  that  in- 
structions to  that  effect  are  being 
readied  for  distribution  to  fiscal 
intermediaries. 

Hospitals  in  some  areas  have  refused 
to  enter  into  a relationship  with  a 
conditional  PSRO  operating  in  their 
respective  areas  for  a variety  of  rea- 
sons ranging  from  disagreement  on 
terms  for  delegation  of  review  re- 
sponsibilities or  data  system  usage  to 
serious  personality  conflicts.  Accord- 
ing to  the  PSRO  Letter,  the  matter, 
while  not  widespread,  has  been  the 
subject  of  increasing  discussion  be- 
tween the  Bureau  of  Quality  Assur- 
ance and  BHI. 
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Mo.3  ¥ 

As  potent  as  the  paUi  it  relieves. 


■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPiNSIVE 

■ brand-name  quality,  yet  reasonable  ip  cosi  ^ 

■ readily  available  in  both  hospital  and  local  pharmacies 

(m  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


sprains  and  strains 


EMPIRliC  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate*(32  4 mg)  gr  >2 

Each  tablet  also  contains  aspirin  gr  SV?,  phenacetin  gr  2J4,  caffeine  gr  *Warning-may  be  habit-forming 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


the  unpuzzling  approach  to 
thyroid  replacement  therapy 


SYNTHROID®  (Sodium  Levothyroxine,  U.S.P,)  Flint  is  not 
derived  from  any  animal  gland  source.  It  is  a pure  synthetic.  Every 
batch  of  SYNTHROID  (Sodium  Levothyroxine)  is  of  controlled 
potency.  And,  it  provides  your  patients  with  everything  they  need 
for  complete  thyroid  replacement  therapy. 

T4,  T3,  or  both?  SYNTHROID  (Sodium  Levothyroxine, 
U.S.P.)  Flint  is  T4  which  is  coverted  to  T3  at  the  cellular  level,  pro- 
viding a physiologic  source  and  optimal  amount  of  T3  to  meet  meta- 
bolic needs  for  your  hypothyroid  patients.  Because  of  the  slower  and 
steadier  onset  of  action,  the  possibility  of  sudden  metabolic  surges  is 
reduced  with  SYNTHROID  therapy. 

SYNTHROID  medication  is  practical  and  economical  for  long- 
term therapy.  A recent  study  of  44  hypothyroid  patients  indicates 
that  89  percent  were  maintained  with  doses  of  T4  (SYNTHROID) 
between  100  meg.  and  200  meg.  (0.1  mg.  and  0.2  mg.)  per  day.‘ 

in  additional  information, 
you  a portfolio  of  pertinent 
i or  contact  your  Flint 


If  you’re  interested 
we’d  be  pleased  to  send 
clinical  data.  Write  ^ 
representative. 

Synthroid 

(Sodium 
Levothyroxine, 

US.P)  Flint 


See  reverse  side  for  full  prescribing 
information 

1.  Stock,  J.  M.,  Surks,  M.  I.,  and 
Oppenheimer,  J.  H.  Replacement 
dosage  of  L-thyroxine  in  hypothy- 
roidism. A re-evaluation.  New 
Engl.  J.  Med.  290:529-33,  1974. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC. 

Deerfield,  Illinois  eoois 


Synthroid  Tablets— for  oral  administration 
Synihrold  lor  Injection— for  parenteral  administration 

Description:  SYNTHROID  (sodium  levothyroxine) 
Tablets  and  SYNTHROID  Injection  contain  synthetic 
crystalline  sodium  levothyroxine  (L-thyroxine) 
L-thyroxine  is  the  principal  hormone  secreted  by  the 
normal  thyroid  gland 


Synthroid® 

(Sodium 
Levothyroxine. 
U.S.P.)  Flint 

Eliminates  many  of 
the  uncertainties  of 
desiccated  thyroid 
therapy 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC 

Deerfield,  Illinois  60015 


Actions;  SYNTHROID  (sodium  levothyroxine)  Tablets, 
taken  orally,  provide  hormone  that  is  readily  absorbed 
from  the  gastrointestinal  tract  SYNTHROID  Injection  is 
effective  by  any  parenteral  route  Following  absorption, 
the  synthetic  L-thyroxine  provided  by  SYNTHROID 
products  cannot  be  distinguished  from  L-thyroxine 
that  IS  endogenously  secreted  Each  is  bound  to 
the  same  serum  proteins  and  each  exhibits  a six  to  seven 
day  circulating  half-life  in  the  euthyroid  individual 

Both  SYNTHROID  products  will  provide  L-thyroxine 
as  a substrate  for  physiologic  deiodination  to 
L-triiodothyronine  Therefore,  patients  taking 
SYNTHROID  products  will  demonstrate  normal 
blood  levels  of  L-friiodofhyronine  even  when  the 
thyroid  gland  has  been  surgically  removed  or  destroyed 
by  radioiodine  Administration  of  levothyroxine 
alone  will  result  in  complete  physiologic  thyroid 
replacement. 

Indications;  SYNTHROID  (sodium  levothyroxine) 
products  serve  as  specific  replacement  therapy  for 
reduced  or  absent  thyroid  function  of  any 
etiology  SYNTHROID  Injection  can  be  used 
intravenously  whenever  a rapid  onset  of  effect  is 
critical,  and  either  intravenously  or  intramuscularly 
in  hypothyroid  patients  whenever  the  oral  route 
is  precluded  for  long  periods  of  time. 

Contraindications:  There  are  no  absolute 
contraindications  to  SYNTHROID  (sodium 
levothyroxine)  therapy  Relative  contraindications 
include  acute  myocardial  infarction,  uncorrected 
adrenal  insufficiency  and  thyrotoxicosis  (See 
WARNINGS) 

Warnings:  Patients  with  cardiovascular  diseases 
warrant  particularly  close  attention  during  the 
restoration  of  normal  thyroid  function  by  any  thyroid 
drug  In  such  cases,  low  initial  dosage  increased 
slowly  by  small  increments  is  indicated  Occasionally, 
the  cardiovascular  capacity  of  the  patient  is  so 
compromised  that  the  metabolic  demands  of  the  normal 
thyroid  state  cannot  be  met.  Clinical  judgment 
will  then  dictate  either  a less-than-complete 
restoration  of  thyroid  status  or  reduction  in 
thyroid  dosage 

Endocrine  disorders  such  as  diabetes  mellitus,  adrenal 
insufficiency  (Addison’s  disease),  hypopituitarism  and 
diabetes  insipidus  are  characterized  by  signs 
and  symptoms  which  may  be  diminished  in  severity 
or  obscured  by  hypothyroidism,  SYNTHROID  (sodium 
levothyroxine)  therapy  for  such  patients  may 
aggravate  the  intensity  of  previously  obscured 
symptoms  and  require  appropriate  adjustment  of 
therapeutic  measures  directed  at  these 
concomitant  disorders 

Thyroid  replacement  may  potentiate  the  effects  of 
anticoagulants  Patients  on  anticoagulant  therapy 
should  have  frequent  prothrombin  determinations  when 
instituting  thyroid  replacement  to  gauge  the  need 
to  reduce  anticoagulant  dosage 

Precautions:  Overdosage  with  any  thyroid  drug  may 
produce  the  signs  and  symptoms  of  thyrotoxicosis, 
but  resistance  to  such  factitious  thyrotoxicosis 
is  the  general  rule  With  SYNTHROID  (sodium 
levothyroxine)  Tablets,  the  relatively  slow  onset  of 
action  minimizes  the  risk  of  overdose  but  close 
observation  in  the  weeks  following  institution  of  a 
dosage  regimen  is  advised.  Treatment  of  thyroid 
hyperactivity  induced  by  oral  medication  is 
confined  to  interruption  of  therapy  for  a week, 
followed  by  reinstitution  of  daily  fherapy  at 
an  appropriately  reduced  dosage 

Adverse  reactions:  Adverse  reactions  are  due  to 
overdose  and  are  those  of  induced  hyperthyroidism 

Dosage  and  administration:  For  most  adults,  a final 
dosage  of  100  meg  (0  1 mg)  to  200  meg  (0  2 mg)  of 
SYNTHROID  (sodium  levothyroxine)  Tablets  daily 
will  restore  normal  thyroid  function  and  only 
occasionally  will  patients  require  larger  doses.  Failure 
to  respond  adequately  to  a daily  oral  intake  of 
400  meg  (0,4  mg)  or  more  is  rare  and  should  prompt 
reconsideration  of  the  diagnosis  of  hypothyroidism, 
special  investigation  of  the  patient  in  terms  of 
malabsorption  of  L-thyroxine  from  the  gastrointestinal 


tract  or  poor  adherence  to  therapy 

The  concomitant  appearance  of  other  diseases, 
especially  cardiovascular  diseases,  usually  dictates 
a replacement  regimen  with  initial  doses  smaller 
than  100  meg/day  (0  1 mg). 

In  otherwise  healthy  adults  with  relatively  recent  onset 
of  hypothyroidism,  full  replacement  dose  of  150  meg 
(0  15  mg)  or  200  meg  (0  2 mg)  has  been  instituted 
immediately  without  untoward  effect  and  with 
good  therapeutic  response  General  experience, 
however,  favors  a more  cautious  approach  in  view  of 
the  possible  presence  of  subclinical  disorders  of 
the  cardiovascular  system  or  endocrinopathies. 

The  age  and  general  physical  condition  of  the  patient 
as  well  as  the  severity  and  duration  of  hypothyroid 
symptoms  determine  the  starting  dosage  and 
the  rate  of  incremental  dosage  increase  leading  to 
a final  maintenance  dosage.  In  the  elderly  patient 
with  long  standing  disease,  evidence  of  myxedematous 
infiltration  and  symptomatic,  functional  or 
electrocardiographic  evidence  of  cardiovascular 
dysfunction,  the  starting  dose  may  be  as  little  as  25  meg 
(0  025  mg)  per  day  Further  incremental  increases 
of  25  meg  (0.025  mg)  per  day  may  be  instituted  at  three 
to  four  week  Intervals  depending  on  patient 
response.  Conversely,  otherwise  healthy  adults  may 
be  started  at  higher  daily  dosage  and  raised  to 
the  full  replacement  dosage  in  two  to  three  weeks. 
Clearly  it  is  the  physician's  judgment  of  the 
severity  of  the  disease  and  close  observation  of 
patient  response  which  determines  the  rate  of 
dosage  titration. 

Laboratory  tests  to  monitor  thyroid  replacement 
therapy  are  of  limited  value  Although  measurement 
of  normal  blood  levels  of  thyroxine  in  patients 
on  replacement  regimens  frequently  coincides  with  the 
clinical  impression  of  normal  thyroid  status, 
higher  than  normal  levels  on  oral  replacement  of 
levothyroxine  occasionally  occur  and  should  not  be 
considered  evidence  of  overdosage  per  se. 

In  all  cases,  clinical  impression  of  the  well-being  of  the 
patient  takes  precedence  over  laboratory 
determination  in  determining  the  appropriate 
individual  dosage 

In  infants  and  children,  there  is  a great  urgency  to 
achieve  full  thyroid  replacement  because  of  the  critical 
importance  of  thyroid  hormone  in  sustaining 
growth  and  maturation  Despite  the  smaller  body  size, 
the  dosage  needed  to  sustain  a full  rate  of  growth, 
development  and  general  thriving  is  higher  in 
the  child  than  in  the  adult,  as  much  as  300  meg 
(0,3  mg)  to  400  meg  (0.4  mg)  per  day. 

In  myxedema  coma  or  stupor,  without  concomitant 
severe  heart  disease,  200  to  500  meg  of  SYNTHROID 
Injection  may  be  administered  intravenously 
as  a solution  containing  100  mcg/ml  Although  the 
patient  may  show  evidence  of  increased 
responsivity  within  six  to  eight  hours,  full 
therapeutic  effect  may  not  be  evident  until  the 
following  day  An  additional  100  to  300  meg  or 
more  may  be  given  on  the  second  day 
if  evidence  of  significant  and  progressive 
improvement  has  not  occurred.  Like  the 
oral  dosage  form,  SYNTHROID  Injection 
produces  a predictable  increase  in  the  circulating 
level  of  hormone  with  a long  half-time.  This  usually 
precludes  the  need  for  multiple  injections  but 
continued  daily  administration  of  lesser  amounts 
intravenously  should  be  maintained  until  the  patient  is 
fully  capable  of  accepting  a daily  oral  dose 

In  the  presence  of  concomitant  heart  disease,  the 
sudden  administration  of  such  large  doses  of 
L-thyroxine  intravenously  is  clearly  not  without 
its  cardiovascular  risks  Under  such  circumstances, 
intravenous  therapy  should  not  be  undertaken 
without  weighing  the  alternative  risks  of  the 
myxedema  coma  and  the  cardiovascular  disease. 
Clinical  judgment  in  this  situation  may 
dictate  smaller  intravenous  doses  of  levothyroxine, 

SYNTHROID  Injection  by  intravenous  or  intramuscular 
routes  can  be  substituted  for  the  oral  dosage  form 
when  ingestion  of  SYNTHROID  Tablets  is 
precluded  for  long  periods  of  time 

How  Supplied:  SYNTHROID  (sodium  levothyroxine) 
Tablets  are  supplied  as  scored,  color-coded  compressed 
tablets  in  6 concentrations:  25  meg  (0.025  mg)— orange 
50  meg  (0  05  mg)— white  . 100  meg  (0.1  mg)— 

yellow  . 150  meg  (0  15  mg)— blue  . 200  meg 
(0.2  mg)— pink  . 300  meg  (0.3  mg)— green. 

SYNTHROID  (sodium  levothyroxine)  for  Injection  is 
supplied  in  10  ml  vials  containing  500  meg  of 
lyophilized  active  ingredient  and  10  mg  of  Mannitol, 
U.S.P,  A separate  5 ml  vial  containing  Sodium 
Chloride  Injection.  U S P is  provided  as  a diluent. 

Directions  for  reconstitution;  Reconstitute  the 
lyophilized  sodium  levothyroxine  by  aseptically  adding 
5 ml  of  the  Sodium  Chloride  Injection.  U.S.P 
to  the  vial.  Shake  vial  to  insure  complete  mixing.  Use 
Immediately  after  reconstitution  Discard  any 
unused  portion 

U S.  Pat  2,889.363 
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Signature  requirements 
change  for  Medicare 

Several  changes  in  the  signature  re- 
quirements for  Medicare  claims  have 
been  issued. 

According  to  a recent  Medicare  Part 
B newsletter,  a physician’s/supplier’s 
signature  is  required  on  all  claims, 
whether  assigned  or  non-assigned, 
except  when  an  itemized  bill  listing 
the  services  being  billed  and  a letter- 
head indicatingthe  name  of  the  pro- 
vider is  attached. 

Acceptable  provider  signatures  in- 
clude actual  signature  of  provider; 
rubber  stamp  of  provider;  typewritten 
signature  of  provider;  computer-billed 
signature  of  provider;  signature  of 
authorized  employee;  signature  of 
physician/supplier,  signed  and  ini- 
tialed by  an  authorized  employee;  and 
itemized  bill  with  physician/supplier 
letterhead. 

There  is  a special  condition  for  physi- 
cians billing  underan  emergency 
room  association  or  group.  The  actual 
signature  of  the  physician  performing 
the  service  is  required.  An  employee 
of  the  emergency  room  association 
may  not  sign  on  behalf  of  the 
physician. 

Reference  book  published 

The  Commission  on  Professional  and 
Hospital  Activities  has  announced 
publication  of  the  new  edition  of 
Length  of  Stay  in  PAS  Hos- 
pitals. 

The  data  in  these  books  have  been 
compiled  from  over  14  million  indi- 
vidual patient  discharge  abstracts 
submitted  by  more  than  2,000  of  the 
U S and  Canadian  hospitals  partici- 
pating in  the  Professional  Activity 
Study  during  1975.  These  length  of 
stay  books  display  data  forthe  United 
States,  Canada,  and  each  of  the  four 
U S census  regions. 

The  membership  in  the  Professional 
Activity  Study,  begun  in  1953,  now 
stands  at  over  2,200  hospitals  in  the 
United  States  and  Canada  in  addi- 


tion to  a number  of  hospitals  abroad. 
Further  information  about  the  1975 
length  of  stay  books  is  available  from 
the  commission,  1968  Gree  Road, 
Ann  Arbor,  Mich  48105. 


Public  health  school 
receives  fellowship 

The  School  of  Public  Health  of  The 
University  of  Texas  Health  Science 
Center  at  Houston,  has  been  awarded 
an  Eastman  Kodak  Fellowship  in  Oc- 
cupational Medicine  forthe  academic 
year  1976-1977. 

Accordingto  Dr.  Marcus  M.  Key,  pro- 
fessor of  occupational  medicine  at 
the  school,  the  demand  for  physicians 
trained  or  board  certified  in  occupa- 
tional medicine  has  greatly  increased 
since  the  passage  of  the  Occupational 
Safety  and  Health  Act  of  1970.  He 
said  a wide  variety  of  opportunities 
for  practice  are  available,  including 
industry  at  the  plant  and  corporate 
levels,  federal  and  state  agencies, 
universities,  and  research 
laboratories. 

Physicians  interested  in  the  residency 
training  program  at  the  School  of 
Public  Health  should  contact  Dr.  Key 
at  (713)  792-4300  or  Betsy  Chadder- 
donat  (713)792-4311. 


Membership  cards  not  available 

The  TMA  Membership  Department 
has  announced  a decision  that  no 
1976  membership  cards  will  be 
distributed. 

The  decision  came  afterthe  depart- 
ment received  two  shipments  of  cards 
which  were  not  of  acceptable 
quality. 

Physicians  who  require  documenta- 
tion of  their  membership  may  request 
a letter  of  membership  certification 
from  the  Membership  Department, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin  78701. 

A membership  card  is  not  required  to 
gain  admittance  toTMA-sponsored 
meetings. 
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Lawyers  experiencing 
malpractice  problems 

Malpractice  suits  against  lawyers  are 
increasing  nationwide  and  liability 
insurance  rates  have  gone  up  100% 
to  300%  in  each  of  the  past  two 
years. 

The  American  Bar  Association  has 
established  a task  force  to  study  the 
problem.  Gerald  Myers,  an  insurance 
agent  who  is  also  a member  of  the 
Chicago  Bar  Association,  gave  the 
Chicago  Sun-Times  these  reasons  for 
the  increase  in  lawyers’  malpractice 
cases:  “People  are  lawsuit  happy.  If  a 
person  falls  off  a chair,  he  looks  to 
see  who  manufactured  it  so  he  can 
sue  the  company ...  In  the  present 
social  climate,  there  is  much  more 
willingness  on  the  part  of  a lawyerto 
take  a case  against  another  lawyer. 
Life  is  getting  more  complicated.’’ 


Construction  projects  slated 
by  UT  health  components 

Actions  on  several  major  construction 
or  remodeling  projects  at  component 
institutions  of  The  University  of 
Texas  System  have  been  taken  by  the 
UT  System  Board  of 
Regents. 

The  largest  of  the  projects  is  at  the 
San  Antonio  Health  Science  Center 
and  involves  a $13.5  million  expan- 


sion of  facilities  to  accommodate  an 
entering  class  of  200  medical 
students. 

For  the  UT  System  Cancer  Center  at 
Houston,  the  regents  have  approved 
final  plans  and  authorized  the  ad- 
vertisement for  bids  on  remodeling 
of  the  Cancer  Center’s  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  at 
an  estimated  total  project  cost  of  $12 
million. 

The  regents  also  have  given  their  ap- 
proval to  a construction  contract 
totaling  $1,894,800  for  remodeling 
of  the  Edward  H.  Cary  Basic  Science 
Hall  at  the  Dallas  Health  Science 
Center. 


Directory  deadline  near 

Texas  Medicine  has  announced  plans 
for  its  seventh  annual  Texas  Continu- 
ing Education  Directory  for 
Physicians. 

The  directory  will  contain  courses  de- 
signed specifically  for  physicians  and 
will  be  published  in  late  December, 
1976.  In  addition,  the  directory  will 
carry  a listing  of  medical  meetings 
scheduled  during  the  year. 

Hospitals,  schools,  medical  societies, 
and  others  wishingto  have  courses 
and  meetings  for  physicians  included 
in  the  1976  directory  should  submit 
the  information  by  Oct  1 to:  Texas 
Medicine,  1801  N Lamar  Blvd,  Austin 
78701. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1976 

Through 

7/30/76 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-^12.7% 

-33.0% 

- 6.2% 

1.4% 

Loomis-Sayles  Mutual  Fund 

~ 8.3% 

-21.0% 

- 3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

- 13.8% 

-35.8% 

-16.5% 

3.4% 

Mercantile  Bank  Fixed  Income  Fund 

- 3.2% 

-13.5% 

- 8.6% 

7.8% 

T Rowe  Price  Growth  Stock  Fund 

- 8.9% 

-34.1% 

- 1.9% 

2.1% 

T Rowe  Price  New  Income  Fund 

~ 0.7% 

N/A 

N/A 

8.0% 

Stein  Roe  & Farnham  Balanced  Fund 

- 8.2% 

-24.9% 

-f  4.1% 

3.1% 

Standard  & Poor  500  Stock  Average 

-14.7% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

-15.5% 

-16.4% 

-f  1.6% 

•Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


WASHINGTON:  TOWER  INTRODUCES  BILL  TO  REPEAL  PLANNING  LAW.  Sen 
John  Tower  (R-Tex)  has  introduced  S 3573  to  repeal  the  National  Health  Plan- 
ning and  Resources  Development  Act  of  1974,  PL  93-641.  He  said  the  law  had 
‘‘odious  ramifications,  especially  to  nonmetropolitan  communities  and  the  health 
facilities  and  services  in  those  areas.” 

AUSTIN:  STUDY  COMMISSION  UPDATE.  In  July,  theTexas  Medical  Professional 
Liability  Study  Commission  held  its  13th  official  meeting  in  Austin.  Items  of  dis- 
cussion included  the  joint  underwriting  association  policy  for  Baylor  College  of 
Medicine  interns  and  residents  and  problems  which  have  been  created  in  rela- 
tionshipto  nurse  anesthesiologists.  In  addition,  upon  recommendation  by  Dr. 

Don  Webb  of  Houston,  the  commission  tentatively  voted  to  support  a voluntary 
arbitration  proposal  which  would  be  binding  upon  all  parties  30  days  after  execu- 
tion. Robert  Witt,  professor  of  insurance  at  The  University  of  Texas,  gave  a 
status  report  of  his  study  comparing  the  Texas  experience  to  the  national  mal- 
practice experience.  The  findings  of  the  study  will  be  presented  at  the  next  com- 
mission meeting.  At  its  August  meeting,  the  commission  was  to  vote  on  such 
items  as  limitation  of  pain  and  suffering  awards;  limitation  of  damages;  the  col- 
lateral source  rule;  contingency  fees;  periodic  versus  lump-sum  payments;  item- 
ized damages;  patients’  compensation  board  approach;  and  Subcommittee  ll’s 
report  with  respect  to  the  impact  of  the  medical  professional  liability  insurance 
crisis  on  the  quality  and  availability  of  health  care  in  Texas. 

CHICAGO:  AMA  BOARD  ACTIONS.  The  American  Medical  Association’s  Board  of 
Trustees  has  approved  policy  positions  on  many  provisions  of  the  Medicare- 
Medicaid  Administrative  and  Reimbursement  Reform  Act  as  proposed  by  Sen 
Herman  E.  Talmadge  (D-Ga),  chairman  of  the  Senate  Finance  Subcommittee  on 
Health.  Hearings  on  the  controversial  bill,  S 3205,  probably  will  beheld  some- 
time this  year.  After  reviewing  recommendations  of  the  Council  on  Legislation, 
the  board:  (1)  opposed  creation  of  a new  Health  Care  Facility,  Health  Care  Fi- 
nancing Administration,  which  would  split  the  responsibility  for  financing  and 
health  services  and  could  compromise  quality  care  under  financial  pressures; 

(2)  opposed  creation  of  a special  HEW  office  on  fraud  and  abuse  and  a separate 
inspector  general  (while  recognizing  the  importance  of  eliminating  fraud  and 
abuse,  the  board  pointed  out  that  HEW  already  has  investigative  powers  and  has 
started  a program  without  the  need  of  special  legislation);  (3)  supported  provi- 
sions to  determine  Medicaid  eligibility  more  promptly  and  to  give  more  flexibility 
to  survivors  in  obtaining  payment  for  services  to  deceased  beneficiaries;  (4)  sup- 
ported provisions  which  would  give  more  flexibility  to  the  course  of  treatment 
for  patients  in  skilled  nursingfacilities;  (5)  supported  a provision  providingthat 
Medicaid  notices  of  services  furnished  be  sentto  a sample  group  rather  than  to 
all  Medicaid  recipients  of  services;  (6)  opposed  provisions  that  would  add  cri- 
teria for  determining  physicians’  reasonable  charges,  eventually  resulting  in 
equalizing  charge  levels  throughout  the  state  and  curtailing  appropriate  fee  in- 
creases; (7)  opposed  a provision  denying  to  physicians  the  current  option  of  bill- 
ing Medicare  patients  through  assignments  or  by  the  direct  method;  (8)  opposed 
a provision  introducing  a new  criterion  on  physician  reimbursement  (the  board 


Editor’s  note: 

‘‘Capital  Com- 
ments” is  pre- 
pared by  Brown, 
Maroney,  Rose, 

Baker  & Barber 
Attorneys  at  Law, 

TMA  General  Counsel, 
to  highlight  cur- 
rent items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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said  reimbursement  under  Medicare  should  be  for  services  recognized  as  medi- 
cal practice  within  a state  and  not  subject  to  added  federal  criteria);  (9)  opposed 
a provision  limiting  payment  of  pathologists  to  levels  determined  by  HEW;  (10) 
opposed  a provision  revisingthe  Medicaid  lawto  make  physician  reimbursement 
for  services  provided  outside  the  hospital  no  less  than  80%  of  the  Medicare 
reasonable  charge  (the  provision  is  in  conflict  with  recommendations  for  usual, 
customary  or  reasonable  fees  and  is  based  on  a discriminatory  Medicare  for- 
mula, the  board  said);  and  (11)  opposed  a provision  that  would  prohibit  payment 
to  physicians  or  others  if  an  assignment  were  made  to  a third  party  (the  board 
said  this  provision  interferes  in  the  contractual  rights  of  physicians  and 
others). 

AUSTIN:  HSA  APPLICATIONS:  On  July  20,  Gov  Dolph  Briscoe  completed  his 
recommendations  to  the  secretary  of  DHEW  with  respect  to  recommendations  for 
conditional  designation  of  the  remaining  health  systems  agencies  (HSAs)  during 
the  current  review  cycle  in  Texas.  The  governor  recommended  that  the  following 
applicants  should  receive  conditional  designation  forthe  appropriate  health 
service  areas:  Panhandle  Regional  Planning  Commission  for  Area  1;  WestTexas 
Council  of  Governments  for  Area  3;  Tri-regional  Health  System  Agency  for  Area 
4;  North  Texas  Health  System  Agency  for  Area  5;  Central  Texas  Health  System 
Agency  for  Area  6;  Northeast  Texas  Health  System  Agency  for  Area  7;  South 
Texas  Health  System  Agency  for  Area  8;  Camino  Real  Health  System  Agency  for 
Area  9;  and  Houston-Galveston  Area  Council  for  Area  10.  The  recommendations 
conditioned  on  certain  additional  items  being  done  as  recommended  by  the 
Texas  Coordinating  Commission  on  State  Health  and  Welfare  Services. 

WASHINGTON:  CLOSED-CLAIMS  SURVEY.  The  National  Association  of  Insur- 
ance Commissioners  (NAIC)  has  released  the  second  of  four  volumes  of  its 
closed-claims  survey  on  medical  injury  cases.  The  second  volume  contains  data 
based  on  some  9,500  closed  claims  submitted  tothe  NAIC  between  July  1,  1975 
and  February  3,  1976.  According  to  the  survey,  the  ten  leading  states  in  terms 
of  numbers  of  medical  injury  allegations  made  are  (in  descending  order)  Cali- 
fornia, New  York,  Pennsylvania,  Illinois,  Florida,  Michigan,  Ohio,  Texas,  Mary- 
land, and  Alabama.  Hospitals  were  cited  as  either  defendants  or  codefendants 
in  39%  of  the  closed-claims,  and  were  liable  for  29%  of  the  total  indemnity 
dollars  paid.  In  addition,  hospital-based  incidents  accounted  for  80%  of  the 
closed-claims  and  for  84%  of  the  awarded  damages.  Of  the  categories  referred 
to  in  the  survey,  on  a purely  numerical  basis,  physicians  who  perform  minor 
surgery  appear  to  stand  the  greatest  risk  of  having  a medical  injury  allegation 
made  against  them.  Eighteen  percent  of  the  closed  claims  were  of  this  type.  In 
terms  of  those  specialties  who  generate  the  greatest  volume  of  claims  in  rela- 
tionshipto  their  proportion  of  the  total  number  of  specialties,  the  data  indicates 
that  the  greatest  volumes  were  generated  by  anesthesiologists,  cardiac  sur- 
geons, and  neurosurgeons. 

AUSTIN:  PLANNING  AGENCY  RECEIVES  GRANT.  In  July  the  Bureau  of  State 
Health  Planning  and  Resources  Development  of  the  Texas  Department  of  Health 
Resources  celebrated  its  first  anniversary  and  received  approval  of  its  federal 
funding  grant  application.  With  approval  of  the  grant,  the  bureau  can  begin 
officially  as  the  federally  designated  state  health  planning  and  development 
agency  to  fulfill  its  health  planningfunction  as  mandated  underthe  PL  93-641. 
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A new  development  in  tablet  design 
to  permit  more  accurate  dosage  titration 


Announcing 

ISORDICTITRADOSE 

(isosorbide  dinitrate) 

Easier-splitting  tablets  for  your 
angina’patients 


® (E.Z.SPLir)t 
ORAL TABLETS 

5, 10,  and  20  mg. 


One  press 
ef  a finger 
selves 
two  problems 

1.  for  the  physician:  precise  dosage  titration 

2.  for  the  patient:  easier  compliance 
with  your  dosage  adjustments 

tTITRADOSE®  (E.Z.  SPLIT®)  Oral  Tablets,  U.S.  Pat.  Nos.  D224591  and  3883647 


ISORDIlTITRADOSr  ORAl  TARIETS 

(isosorbide  dinitrate) 

^Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences — National  Research  Council  and/or  other  information,  FDA 
has  classified  the  indication  as  follows: 

"Possibly”  effective:  When  taken  by  the  oral  route,  Isordil  is  indicated 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 

Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


Adverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
common  and  may  be  severe  and  persistent. Transient  episodes  of  dizziness 
and  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
postural  hypotension  may  occasionally  develop.  This  drug  can  act  as  a 
physiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
the  hypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  vomiting, 
weakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/  or  professional  samples? 


IVES  LABORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 


CONTINUING  EDUCATION  COURSES 


SEPTEMBER 

Basic  Sciences:  Microbiology  & Im- 
munology 

Title:  Anaerobic  Microbiology  Workshop 
Sponsors;  A Webb  Roberts  Center  for 
Continuing  Education  in  the  Health 
Sciences,  Dallas;  Virginia  Polytechnic 
Institute  and  State  University,  Division 
of  Anaerobic  Microbiology 
Location  of  Course:  Beasley  Auditorium, 
Baylor  University  Medical  Center; 

UT  Health  Science  Center  at  Dallas 
Dates:  Sep  17-19,  1976 
Fee:  Lectures  only,  $20;  Lectures  and 
lab  session,  $50 

Credit:  14  hours.  Category  I,  AMA 
Physician's  Recognition  Award 
Contact:  A Webb  Roberts  Center  for 
Continuing  Education,  Baylor  University 
Medical  Center,  3500  Gaston  Ave, 

Dallas  75246 


Family  Medicine 

Title:  Family  Practice  Recertification 
Review 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  10-12,  1976 

Duration:  Continuous,  3 days,  6 hours 

instruction  per  day,  18  total  course 

hours 

Fee:  To  be  determined 
Designed  For:  General  practitioners 
Enrollment:  Minimum,  25;  Maximum, 
100 

Credit:  18  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician's  Recognition 
Award 

Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Title:  Office  Gynecology 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course;  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  18-19,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  $75 

Designed  For:  General  practitioners; 
Specialists  in  Gynecology 
Enrollment:  Maximum,  110 
Credit:  10  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician's  Recognition 
Award 

Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Title;  Seventh  Family  Medicine  Review 
Location  of  Course:  University  of  Ken- 
tucky Medical  Center,  Lexington,  Ky 
Dates:  Sep  26-Oct  2,  1976;  Repeated 
Oct  17-23,  1976 
Fee:  $295 

Contact:  Dr.  Frank  R Lemon,  Continu- 
ing Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington, 

Ky  40506 


Title:  Advances  in  Clinical  Medicine 
Sponsor:  Faculty,  UT  Southwestern 
Medical  School,  Dallas 
Location  of  Course:  Gooch  Auditorium, 
UT  Health  Science  Center  at  Dallas 
Dates:  Sep  27-30,  1976 
Fee:  $250;  $100  for  Residents,  Fel- 
lows with  letter  from  Head  of  Depart- 
ment 

Credit:  24  hours.  Category  I,  AMA  Phy- 
sician's Recognition  Award 
Teaching  Methods:  Lecture,  patient 
demonstration,  syllabus  provided,  par- 
ticipation in  teaching  rounds  and  out- 
patient clinics 


Contact:  Office  of  Continuing  Education, 
UT  Health  Science  Center  at  Dallas, 

5323  Harry  Hines  Blvd,  Dallas  75235 

General  Medicine 

Title:  Blackford  Memorial  Lectures 
Sponsor:  Memorial  Hospital  of  Denison 
Date:  Sep  11,  1976 
Duration:  1 day 
Fee:  None 

Designed  For:  General  practioners; 
Specialists 

Enrollment:  Maximum,  100 
Credit:  AAFP 

Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
live  clinic,  open  question,  panel,  pa- 
tient demonstration,  seminar,  televi- 
sion 

Contact:  Mike  Mayes,  Executive  Direc- 
tor, Memorial  Hospital  of  Denison, 

1000  Memorial  Dr,  Denison  75020 

Obstetrics  & Gynecology 

Title:  Great  Debates  in  Gynecological 
Endocrinology  and  Infertility 
Sponsor:  Baylor  College  of  Medicine, 
Houston 

Location  of  Course:  Texas  Medical 
Center,  Houston 
Dates:  Sep  16-18,  1976 
Duration:  Continuous,  3 days 
Fee:  To  be  determined 
Designed  For:  Specialists 
Credit:  Category  I,  AMA  Physician's 
Recognition  Award 
Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Dr.  Fred  M Taylor,  Director, 
Office  of  Continuing  Education, 

Baylor  College  of  Medicine,  1200 
Moursund  Ave,  Houston  77025 

Psychiatry 

Title:  Colloquium  in  Psychoanalytic  Psy- 
chotherapy 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 
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Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Sep  18-19,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day 

Fee:  $75 

Designed  For:  Specialists  in  Psychiatry 
Credit:  10  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Teaching  Methods:  Audiovisual  materi- 
als, lecture,  open  question 
Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Other:  Psychology 

Title:  MMPI  Workshop 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Date:  Sep  25,  1976 

Duration:  Continuous,  1 day,  7 total 

course  hours 

Fee:  $65 

Designed  For:  General  practitioners; 
Psychologists;  School  counselors 
Enrollment:  Maximum,  60 
Credit:  18  hours,  AAFP  Prescribed;  Cate- 
gory I,  AMA  Physician's  Recognition 
Award 

Teaching  Methods:  Lecture,  open  ques- 
tion 

Contact:  Office  of  Continuing  Education 
Services,  UT  Health  Science  Center  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio  78284 


Other 

Title:  Computerized  Tomography  of  the 
Neuroaxis 

Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  Medical  School  at  Houston 
Location  of  Course:  UT  Medical  School 
at  Houston 

Dates:  Sep  17-18,  1976 


Fee:  $25;  No  fee  for  Residents,  Interns, 
Fellows 

Contact:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion, Box  20367,  Houston  77025 


OCTOBER 

Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Third  Texas  Medical  Center 
Symposium  on  Infectious  Disease  and 
Microbiology 

Sponsor:  Office  of  Continuing  Education, 

Baylor  College  of  Medicine 

Location  of  Course:  Jesse  Jones 

Auditorium,  Houston 

Date:  Oct  21,  1976 

Fee:  $25  (Approximate) 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston  77030 


Gastroenterology 

Title:  Refresher  Course  in  Gastroin- 
testinal Radiology 
Sponsors:  Department  of  Radiology, 

UT  Health  Science  Center  at  Dallas;  A 
Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

Location  of  Course:  Fairmont  Hotel, 
Dallas 

Dates:  Oct  29-31,  1976 
Credit:  18  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  Dr.  Robert  N Berk,  Department 
of  Radiology,  Parkland  Memorial 
Hospital,  5201  Harry  Hines  Blvd, 

Dallas  75235 


Ophthalmology 

Cancelled:  Genetics  in  Ophthalmology 
Symposium,  UT  Medical  School  at 


Houston,  Program  in  Ophthalmology, 
October,  1976 


Psychiatry 

Title:  Film  Festival:  Culture  in  Psychia- 
try— Great  Britain  (Freedom  and 
Responsibility) 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 

Center  at  San  Antonio 

Dates:  Oct  22-24,  1976 

Duration:  Continuous,  3 days,  7 hours 

instruction  per  day 

Fee:  $10 

Designed  For:  General  practitioners: 
Specialists  in  Psychiatry 
Credit:  20  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual 
materials,  lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Psychiatry  in  Medical  Practice 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion: UT  Medical  School  at  Houston 
Location  of  Course:  UT  Health  Science 
Center  at  Houston 
Dates:  Oct  27-Dec  15,  1976 
Duration:  Intermittent,  1 day  per  week, 

8 weeks,  2 hours  instruction  per  day, 

14  total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners 
Enrollment:  Maximum,  30 
Credit:  14  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician's  Recognition 
Awa  rd 

Teaching  Methods:  Audiovisual 
materials,  lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 
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Doyou 

thinkenoiigh 

of  your 

employees 
toprovkle 
the  best? 

You  might  get  other  group 
health  insurance  at  lower  rates. 

But  in  a dollar-for-dollar 
comparison,  there  are  three 
simple  reasons  why  Blue  Cross 
and  Blue  Shield  coverage  is 
better: 

1 . It  returns  more  of  its  premiums 
in  claim  payments  to 
policyholders  than  most  other 
major  insurance  companies. 

2.  And  it  doesn’t  set  maximum 
dollar  limits  on  most  hospital 
services. 

3.  The  Blue  Cross  and  Blue 
Shield  ID  card  admits  members 
to  most  hospitals  anywhere  in  the 
country,  as  simply  as  possible. 

Blue  Cross  and  Blue  Shield 
coverage  means  a lot  to  your 
employees.  And  it  shows  they 
mean  a lotto  you. 


Blue  Cross 
Blue  Shield 

mI  Te»as 

Identification  Card 


JAMES  B.  MARTIN  024781070 

ifi'fi  AFBXs'"  oi'-ir-Ts 


Blue  Cross 

GROUP  hospital  service.  INC. 

Blue  Shield 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

of  Texas 

^ Registered  Mark  Blue  Cross  Association 
^ Registered  Service  Mark  of  the 

National  Association  of  Blue  Shield  Plans 
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dro^  of 

hel^  make  ^ 

COLACEthe 

most  widdy  used 
stool  sdtener. 


GOIAGE 

dioctyl  sodium  sulfosuccinate 


1373  Mead  lo^jpaflp  & Connpany -Evansville,  Indiana  47721  U.S.A.  j 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  of 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


mmw  u 


A B O R ATO  R I e S 


^ 


©WALLACE  LABORATORIES 

Division  of  Corter-Wallace,  Inc. 
Cronbury,  New  Jersey  08512 


The  promise  of  Soma 
in  the“low-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies''^  of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  objective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders... and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicated  as  on  odiunct  to  rest,  physical  theropy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  os 
meprobamate,  mebutamote,  tybamate 

Warnings:  Idiosyncratic  Reactions:  Rarely,  extreme  weakness,  transient  quodriplegio,  dizziness,  otoxio,  temporary  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  contusion  and  disorientation  hove  appeared  within  minutes  or  hours  of  the  first  dose. 

These  usually  subside  in  several  hours  but  supportive  and  symplomotic  therapy,  including  hospitalization,  may  be  necessary. 

Pregnancy  and  Lactation  Sate  use  not  established;  weigh  potential  benefts  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or  operoting  machinery. 

Additive  Effects.  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulotion,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System-  Drowsiness,  dizziness,  vertigo,  otaxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic:  In  previously  unexposed  patients,  these  ore  usually  seen  after  1-4  doses  ond  include  rash,  erythema 
multiforme,  pruritus,  eosinophilic,  fixed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g.,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular  Tachycardia,  postural  hypotension,  facial  flushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup  epigastric  distress. 

Hematologic:  Leukopenia  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  depressants  or  psychotropic  agents  con  be  additive  even  when  one  of  the  drugs  has  been 
taken  in  the  usual  recommended  dosoge.  Empty  stomach,  treat  symptomatically;  cautiously  give  respirotory  assistance,  CNS 
stimulants,  pressor  agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinary  output;  avoid  overhydration;  observe  for  possible 
relapse  due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

1.  Hindle,  TH.  IIL  Calif.  Med.  117-7  (Aug.)  1972.  2,3.  Unpublished  Data  on  file,  Medicol  Department,  Wallace  Laboratories,  Cronbury,  N.  J. 
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COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION 

Texas  Medical  Association’s  1976  Update  on  Medical  Issues  will 
take  place  Saturday,  Sept  18,  at  the  Joe  C Thompson  Conference 
Center  in  Austin.  Registration  begins  at  8:30  am.  Dr.  James  H 
Sammons,  executive  vice-president  of  the  American  Medical  As- 
sociation, will  speak  on  national  issues  of  concern  to  physicians, 
and  the  Honorable  Lloyd  Bentsen,  Jr,  Houston,  US  Senator 
from  Texas,  will  present  a review  of  medical  issues  before  the 
Congress.  The  program  also  features  Dr.  Philip  W Mallory, 
Austin,  deputy  commissioner,  Texas  Department  of  Health  Re- 
sources; Dr.  Joseph  T Painter,  Houston,  president,  Texas  Insti- 
tute for  Medical  Assessment;  Dr.  John  P Coughlin,  San  Angelo, 
TMA  Committee  on  Health  Planning;  and  Dr.  Milton  V Davis, 
Dallas,  chaiinnan.  Medical  Advisory  Committee,  Texas  Depart- 
ment of  Public  Welfare.  (For  further  details,  see  p.  6.) 

Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd, 
Austin  78701. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS,  John  B Hynes  Veterans 
Auditorium,  Boston,  Sep  20-23,  1976.  $25 
registration  fee  includes  seven  of  nine 
scientific  program  elements.  No  advance 
registration  necessary  for  these  seven  pro- 
grams. Hour  for  hour  AAFP  prescribed 
credit.  Live  teaching  demonstrations,  pro- 
grammed instruction,  taping  and  strapping 
of  athletic  injuries  demonstrations,  frac- 
tures demonstrations,  scientific  exhibits. 
Clinical  seminars  on  practical  management 
of  electrolyte  problems,  management  of 
diabetes  mellitus,  cardiac  arrhythmias, 
practical  and  useful  tests  in  endocrine  dis- 
orders, prevention  and  management  of 
athletic  injuries,  chronic  obstructive  lung 
disease,  management  of  hypertension, 
other  topics.  Special  family  events.  Con- 
tact: 1740  W 92nd  St,  Kansas  City,  Mo 
64114. 


TEXAS  PEDIATRIC  SOCIETY 

The  54th  annual  meeting  of  the  Texas  Pediatric  Society,  Sep 
23-25,  1976,  at  the  Fairmont  Hotel,  Dallas,  will  be  combined 
with  meetings  of  the  Texas  Chapter,  American  Academy  of 
Pediatrics  and  the  Texas  Society  of  Pediatric  Surgeons.  Among 
the  special  events  are  a golf  tournament,  doubles  tennis  and  a 
cocktail  party. 

Contact:  Mary  E Greene,  1801  N Lamar  Blvd,  Austin  78701. 


TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCIENCES 

Houston  is  the  site  of  the  Texas  Research  Institute  of  Mental 
Sciences’  tenth  annual  symposium,  “Research  Issues  in  Child 
Psychiati'y.”  The  symposium  will  take  place  Sep  29-Oct  1,  1976. 
The  preliminary  program  lists  risk  research  and  primary  pre- 
vention, therapeutic  intervention  research,  research  on  the 
family,  socialization  research  and  special  research  problems  as 
primary  topics. 


AMERICAN  COLLEGE  OF  PHYSICIANS, 
Washington/Alaska  Regional  Meeting, 
Olympic  Hotel,  Seattle,  Wash,  Sep  12, 
1976.  Designed  for  specialists  in  internal 
medicine  and  related  medical  fields  from 
Washington  and  Alaska.  Up-date  on  de- 
velopments in  internal  medicine.  Category 
I,  AMA  Physician’s  Recognition  Award. 
Contact;  Dr.  Alvin  J Thompson,  1001 
Broadway,  Seattle,  Wash  98122. 


NATIONAL  CONFERENCE  ON  CANCER 
RESEARCH  AND  CLINICAL  INVESTI- 
GATION, Chase-Park  Plaza  Hotel,  St. 
Louis,  Sep  20-22,  1976.  Sponsored  by 

American  Cancer  Society — National  Can- 
cer Institute.  Purpose  of  conference  is  to 
present  developments  in  basic  cancer  re- 
search and  to  demonstrate  its  relationship 
to  clinical  investigation.  Open  to  mem- 
bers and  students  of  medical  and  dental 
professions.  16  hours.  Category  I,  AMA 
Physician’s  Recognition  Award;  15  elective 
hours,  AAFP.  Contact:  Dr.  Sidney  L Arje, 
American  Cancer  Society,  777  Third  Ave, 
New  York  10017. 


Contact:  Lore  Feldman,  Publications,  1300  Moursund,  Texas 
Medical  Center,  Houston  77025. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  26-27. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


SEPTEMBER 


AMERICAN  ACADEMY  FOR  CEREBRAL  PALSY,  Los 
Angeles,  Sep  12-16,  1976.  126B  New  Hampshire  Ave 
NW,  Room  1030,  Washington,  DC  20036. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Boston,  Sep  20-23,  1976.  1740  W 92nd  St,  Kansas 

City,  Mo  64114. 

■ AMERICAN  ACADEMY  OF  MEDICAL  ADMINIS- 
TRATORS, Dallas,  Sep  19-20,  1976.  6 Beacon  St, 

Boston  02108. 

AMERICAN  CANCER  SOCIETY-NATIONAL  CANCER 
INSTITUTE,  St.  Louis,  Sep  20-22,  1976.  Dr.  Sidney  L 
Arje,  American  Cancer  Society,  777  Third  Ave, 
New  York  10017. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Seattle, 
Wash,  Sep  12,  1976,  Dr,  Alvin  J Thompson,  1001  Broad- 
way, Seattle,  Wash  98122. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  New 
Orleans,  Sep  24,  1976.  3422  Bienville  St,  New 

Orleans  70119. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIE- 
TY, Dearborn,  Mich,  Sep  30-Oct  2,  1976.  4137  Erie 
St,  Willoughby,  Ohio  44094. 

AMERICAN  FRACTURE  ASSOCIATION,  Acapulco, 
Mexico,  Sep  6-10,  1976.  Box  10202,  Atlanta  30319. 

■ AMERICAN  HOSPITAL  ASSOCIATION,  Dallas,  Sep 
20-23,  1976.  840  N Lake  Shore  Dr,  Chicago  60611, 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  Atlanta, 
Sep  19-23,  1976.  1700  18th  St,  NW,  Washington,  DC 
20009. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Washing- 
ton, DC,  Sep  18-26,  1976.  20  N Wacker  Dr,  Chicago 
60606. 

AMERICAN  SOCIETY  OF  PLASTIC  & RECONSTRUC- 
TIVE SURGEONS,  Boston,  Sep  26-Oct  1,  1976.  29  E 
Madison  St,  Ste  807,  Chicago  60602. 

NATIONAL  ASSOCIATION  OF  NEIGHBORHOOD 
HEALTH  CENTERS.  INC,  Atlanta,  Sep  20-24,  1976. 
1626  I St,  NW,  Ste  403,  Washington,  DC  20006. 

NATIONAL  ENDOWMENT  FOR  THE  HUMANITIES, 
Galveston,  Sep  13-Oct  8,  1976.  Julian  F MacDonald, 
Program  Officer,  National  Endowment  for  the  Humani- 
ties, Washington,  DC  20506. 

SOCIETY  FOR  PEDIATRIC  RADIOLOGY,  Washing- 
ton, DC,  Sep  19-20,  1976.  c/o  Johns  Hopkins  Hos- 
pital, Baltimore  21205. 

■ TEXAS  MEDICAL  ASSOCIATION.  Fail  Conference. 
Austin,  Sep  17-19,  1976.  C Lincoln  Williston,  Exec  Dir, 
1801  N Lamar  Blvd,  Austin  78701. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sep  23-26. 
1976.  Mary  E Greene,  1801  N Lamar  Blvd,  Austin 
78701. 

■ TEXAS  RESEARCH  INSTITUTE  OF  MENTAL  SCI- 
ENCES, Houston,  Sep  29-Oct  1,  1976.  Drs.  Sergio  Henao 
and  Mae  F McMillan,  1300  Moursund  Ave,  Houston  77030. 


OCTOBER 


AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington, 
DC,  Oct  16-21,  1976.  6320  Pine  Ridge  Ave,  Cheyenne, 
Wyo  82001. 


AMERICAN  ASSOCIATION  OF  BLOOD  BANKS.  San 
Francisco.  Oct  31-Nov  6,  1976.  1828  L St,  NW,  Wash- 
ington, DC  20036. 


AMERICAN  ASSOCIATION  FOR  CLINICAL  IM- 
MUNOLOGY AND  ALLERGY,  Tuscon,  Ariz,  Oct  3-6, 
1976.  Box  912,  DTS,  Omaha  68101. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Certifica- 
tion examination.  Seven  cities  throughout  the  US,  Oct 
30-31,  1976.  Dr.  Nicholas  J Pisacano,  Exec  Dir-Sec,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington,  Ky  40606. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lanta, Oct  24-28,  1976.  911  Busse  Highway,  Park  Ridge, 
111  60068. 


AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
New  Orleans,  Oct  12-14,  1976.  241  E Saginaw,  E Lansing, 
Mich  48823. 


AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Oct  24-30,  1976.  299  Broadway,  New  York 
10007. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct 
11-16,  1976.  66  E Erie  St,  Chicago  60611. 

AMERICAN  GROUP  PRACTICE  ASSOCIATION.  Bal 
Harbour,  Fla,  Oct  6-9,  1976.  20  S Quaker  Lane,  Alex- 
andria, Va  22313. 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY, 
Chicago,  October,  1976.  636  N Dearborn  St,  Chicago, 
60610. 

■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Aus- 
tin, Lakeway  World  of  Tennis,  Oct  16-23,  1976.  Box  13, 
Alton,  111  62002. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  De- 
troit, Oct  6-10,  1976.  9660  Rockville  Pike,  Bethesda,  Md 
20014. 


AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  New 
Orleans,  Oct  7-10,  1976.  Box  708,  Kent,  Ohio  44240. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct  9-13,  1976.  616  Busse  Hwy,  Park  Ridge, 
III  60068. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE. 
Cambridge,  Mass,  Oct  8-9,  1976.  William  R Ramsey, 
Exec  Officer,  703  Market  St  #535,  San  Francisco  94103. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Los  Angeles,  Oct  16-22,  1976.  2100  W Harrison  St, 
Chicago  60612. 


ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Scottsdale,  Ariz.  Oct  21-23,  1976.  2111 

McDonald’s  Dr,  Suite  N-515,  Oak  Brook,  111  60521. 


■ AMERICAN  SOCIETY  FOR  MICROBIOLOGY.  Austin. 
Oct  6-8,  1976.  1913  I St,  NW,  Washington.  DC  20006. 
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ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Washington,  DC,  Oct  11-13, 
1976.  200  Berkeley  St,  Boston  02117. 


■ ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Oct  31-Nov  4,  1976, 
10606  Concord  St,  Kensington,  Md  20796. 

GERONTOLOGICAL  SOCIETY,  New  York,  Oct  13-17, 
1976.  1 Dupont  Circle.  Ste  620,  Washington,  DC  20036. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY,  Wash- 
ington, DC,  Oct  17-23,  1976.  c/o  Dept  of  Pathology,  Uni- 
versity of  Indiana  Medical  Center,  Indianapolis  46202. 


INTERNATIONAL  ASSOCIATION  OF  SOCIAL  PSY- 
CHIATRY, Yugoslavia.  October,  1976.  Dr.  John  J Carle- 
ton,  2323  Oak  Lane,  Santa  Barbara,  Calif  93106. 

INTERNATIONAL  CONGRESS  OF  ALLERGOLOGY, 
Buenos  Aires,  October,  1976.  Dr.  LL  Henderson,  Sec 
Gen,  Mayo  Clinic,  Rochester,  Minn  66901. 

INTERNATIONAL  FEDERATION  OF  GYNECOLOGY 
& OBSTETRICS,  Mexico  City,  October,  1976.  Av  Baja 
California  317-301,  Mexico  11  DF. 

LEUKEMIA  SOCIETY  OF  AMERICA.  INC.  Oct  28-30. 
1976.  Washington,  DC.  Meade  P Brown,  Exec  Officer, 
211  E 43rd  St.  New  York  10017. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY. 
Amarillo,  Oct  2,  1976.  Box  3276,  Amarillo  79106. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Williams- 
burg, Va,  Oct  2-5,  1976.  Annette  S Boutwell,  Exec  Of- 
ficer, Box  10387,  Raleigh,  NC  27606. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, Oct  17-19,  1976.  Donald  C Jackson,  Exec  Dir.  1905 
N Lamar  Blvd,  Austin  78706. 

TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NU- 
CLEAR MEDICINE,  Location  to  be  determined.  Oct 
30-31,  1976.  Dr.  Fred  W Riley,  Jr,  Pres,  3718  Hundred 
Oaks,  San  Antonio  78217. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Las  Palmas, 
Canary  Islands,  Oct  30-Nov  7,  1976.  Dr.  William  F 
Spiller,  1111  N 10th  St,  McAllen,  Tex  78501. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Salado,  Tex, 
Oct  16,  1976.  Dr.  Donald  E Pisar,  Sec-Treas,  Scott  & 
White  Clinic,  Temple,  Tex  76501. 

WORLD  MEDICAL  ASSEMBLY,  Sao  Paulo.  Brazil.  Oct 
24-30,  1976.  DOC/Associacao  Medica  Brasileira,  Au,  Pau- 
liala  1169/3-314/316,  01311  Sao  Paulo,  Brazil. 


NOVEMBER 


AMERICAN  ACADEMY  OF  MAXILLOFACIAL  PROS- 
THETICS, San  Diego,  Calif,  Nov  8-10,  1976.  110  S Jerge 
Dr,  Elma,  NY  14069. 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Newton,  Mass.  Nov  8-12,  1976,  430  N Michigan 
Ave,  Chicago  60611. 


AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  San  Diego,  Calif,  Nov  7-12, 
1976.  30  N Michigran  Ave.  Ste  922,  Chicago  60602. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Tucson,  Ariz,  Nov  28-Dec  2, 
1976.  Box  912,  Omaha  68101. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Atlanta,  Nov  17-21,  1976.  11239  S 
Lakewood  Blvd,  Downey,  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THER- 
APY, Miami  Beach,  Fla,  Nov  6-10,  1976.  Robert  R Weila- 
cher.  Exec  Dir,  7411  Hines  Place,  Dallas  76236. 

AMERICAN  BOARD  OF  PATHOLOGY,  Chicago,  Nov 
18-20,  1976.  1820  Exchange  Natl  Bank  Bldg,  610  N Flori- 
da Ave,  Tampa,  Fla  33602. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, San  Diego,  Calif,  Nov  7-12,  1976.  30  N Michigan 
Ave,  Ste  922,  Chicago  60602. 

AMERICAN  HEART  ASSOCIATION,  Miami  Beach,  Fla, 
Nov  16-19,  1976.  44  E 23rd  St,  New  York  10010. 

■ AMERICAN  SOCIETY  OF  CYTOLOGY,  Houston.  Nov 
3-6,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health  Sci- 
ences Center,  130  S Ninth  St,  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
San  Francisco.  Nov  11-15,  1976.  One  Dupont  Circle, 

NW,  Washington,  DC  20036. 

■ MD  ANDERSON  HOSPITAL  AND  TUMOR  INSTI- 
TUTE, Houston,  Nov  11-12,  1976.  Stephen  C Stuyck  or 
Dr.  Margaret  Davis,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston  77030. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK, 
New  York,  Nov  7-11,  1976.  420  Lakeville  Rd,  Lake  Suc- 
cess, NY  11040. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Guadalajara,  Mexico,  November,  1976.  c/o 
Virginia  Bryant,  333  W Thomas  Rd,  Phoenix,  Ariz  86013. 

MEDICAL  SOCIETY  OF  VIRGINIA,  Williamsburg,  Va, 
Nov  4-7,  1976.  4206  Dover  Rd,  Richmond,  Va  23221. 

MID-AMERICAN  BREAST  CANCER  SYMPOSIUM, 
Madison,  Wis,  Nov  5-6,  1976.  William  B Hobbins,  Pres, 
Wisconsin  Breast  Cancer  Detection  Foundation,  Inc, 
7803  Mineral  Point  Rd,  Madison,  Wis  63717. 

NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH, 
Philadelphia,  Nov  16-19,  1976.  1800  N Kent  St,  Arlington, 
Va  22209. 

NATIONAL  EYE  RESEARCH  FOUNDATION,  Las 
Vegas,  Nev,  Nov  7-11,  1976.  18  S Michigan  Ave,  Chicago 
60603. 

NATIONAL  KIDNEY  FOUNDATION,  Washington,  DC, 
Nov  17-21,  1976.  116  E 27th  St,  New  York  10016. 

NEW  YORK  STATE  SOCIETY  OF  DERMATOLOGY, 
New  York,  Nov  8,  1976.  420  Lexington  Ave,  Ste  443, 
New  York  10017. 


NEW  YORK  STATE  SOCIETY  OF  INTERNAL  MEDI- 
CINE, New  York,  Nov  10,  1976.  420  Lexington  Ave,  Ste 
443,  New  York  10017. 
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PAN  AMERICAN  ASSOCIATION  OF  OTO-RHINO- 
LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY, 
New  Orleans,  Nov  7-11,  1976.  10921  Wilshire  Blvd,  Los 
Angeles  90024. 

PENNSYLVANIA  MEDICAL  SOCIETY,  Hershey,  Pa, 
Nov  S-6,  1976.  20  Erford  Ed,  Lemoyne,  Pa  17043. 

PUERTO  RICO  MEDICAL  ASSOCIATION.  Santurce, 
PR,  Nov  16-20,  1976.  1306  Fernandez  Juncos  Ave,  Box 
9387,  Santurce,  PR  00908. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA,  Chi- 
cago, Nov  28-Dec  3,  1976.  1 MONY  Plaza,  IBth  Floor, 
Syracuse,  NY  13202. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov  8-11,  1976.  2601  Highland  Ave,  Birmingham,  Ala 
36206. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Dele- 
gates, Austin,  Nov  6-7,  1976.  C Lincoln  Williston,  Exec 
Dir,  1801  N Lamar  Blvd,  Austin  78701. 


DECEMBER 


AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  At- 
lanta, Dec  5-8.  1976.  Charlotte  Bruskin,  Exec  Sec,  40 
Gramercy  Park  North,  New  York  10010. 

AMERICAN  MEDICAL  ASSOCIATION.  Philadelphia, 
Dec  4-8,  1976.  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  SOCIETY  OF  HEMATOLOGY.  Boston,  Dec 
3-5,  1976.  Dr.  Thomas  Bradley,  Sec,  Veterans  Admin- 
istration Hospital,  4160  Clement  St,  San  Francisco 
94121. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Las 
Vegas,  Nev,  Dec  12-16,  1976.  1616  N Lake  Shore  Dr, 
Chicago  60610. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Puerto  Vallarta,  Mexico,  Nov  10-13,  1976. 
Mrs.  Vir^nia  E Bryant,  licec  Sec,  333  W Thomas  Ed, 
Suite  207,  Phoenix,  Ariz  86013. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  2-4,  1976.  Dr.  Reuben  H Adams,  Pres,  3630  Noble 
Ave,  Dallas  76204. 

■ TEXAS  ACADEMY  CHAPTER,  AMERICAN  COL- 
LEGE OF  PHYSICIANS.  Houston,  Dec  2-3,  1976.  Dr. 
RD  Bone,  Sec.  Box  841,  Corsicana,  Tex  75110. 


FEBRUARY,  1977 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Nev,  Feb  3-8,  1977.  Dr.  Charles  V 
Heck,  Exec  Dir,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  CARDIOLOGY.  Philadel- 
phia, Feb  28-Mar  3,  1977.  William  D Nelligan,  9660 
Rockville  Pike,  Bethesda,  Md  20014. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen,  Colo,  Feb 
28-Mar  4,  1977.  Dr.  Emanuel  Salzman,  Conference 

Chairman,  Division  of  Radiology,  Beth  Israel  Hospital, 
Denver  80204. 

FIRST  DISTRICT  MEDICAL  SOCIETY,  Pecos,  Tex,  Feb 
7,  1977.  Dr.  LN  Nickey,  1515  N Oregon  St,  El  Paso, 
Tex  79902. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Kuala  Lumpur,  Singapore,  Bali,  Hong  Kong  and  Taipei, 
Feb  17-Mar  7,  1977.  Dr.  Alfred  .1  Cantor,  96  Wildwood 
Rd.  Great  Neck,  NY  11024. 

TAOS  MEDICAL  SYMPOSIUM,  Taos.  NM.  Feb  16-19, 
1977.  Thomas  A Btxlnar.  Exec  Dir,  Albuquerque  & 
Bernalillo  County  Medical  Association,  2650  Yale  Blvd 
SE  #103.  Albuquerque,  NM  87106. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Corpus 
Christi,  Feb  27-Mar  2,  1977.  Robert  E Monroe,  Exec 
Sec,  4107  Medical  Parkway  #201,  Austin  78756. 


JANUARY,  1977 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY.  Hollywood.  Fla,  Jan  30-Feb  5, 
1977.  Virginia  Kendall,  Sec,  30  N Michigan  Ave,  Chicago 
60602. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  OPH- 
THALMOLOGY, Hollywood  Fla,  Jan  30-Feb  6,  1977.  Dr. 
John  Bellows,  Sec,  30  N Michigan  Ave,  Chicago  60602. 

US  VIRGIN  ISLANDS  MEDICAL  SOCIETY,  St.  Croix. 
VI.  Jan  13-15,  1977.  Dr.  James  S Glenn,  Chairman,  US 
Virgin  Islands  Medical  Society,  Box  520,  Christiansted, 
St.  Croix,  US  Virgin  Islands  00820. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

Phis  is  because  her  problem, 
although  primarily  one  of  ex- 
;essive  anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 

;an  provide  relief  for  both— as 
;he  excessive  anxiety  is  re- 
ieved,  the  depressive  symp- 
:oms  associated  with  it  are  also 
aften  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium; 

(diazepam) 

2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


V Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley.  New  Jersey  07110 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Updating  psychotropic  drug  therapy 


Harry  K.  Davis,  MD 


Now  that  more  information  concerning 
the  pharmacology  and  physiology  of  the 
psychotropic  drugs  is  becoming  available, 
physicians  may  prescribe  on  the  basis  of 
reasoned  choices  ratherthan  empiricism. 
Last  year  about  225  million  psychotropic 
drug  prescriptions  were  written,  and  80% 
were  written  by  nonpsychiatrists.  More 
than  250  psychotropic  drugs  are  now 
available:  all  of  them  alter  both  behavior 
and  physiology.  Skepticism  about  the  sci- 
entific efficacy  of  psychoactive  drugs  has 
gradually  decreased  as  laboratory  invest!- 

7.  Major  tranquilizers  (neuroleptics,  antipsychotics). 

gations  have  provided  theoretical  and  clin- 
ical explanations.  The  therapeutic  effects 
versus  the  potential  side  effects,  as  well  as 
the  considerations  of  polypharmacy,  make 
the  clinical  use  of  these  drugs  more 
complicated. 

Fig  1 lists  the  more  commonly  used 
major  tranquilizers  (neuroleptics)  and  re- 
views the  therapeutic  dose  ranges.  There 
is  a large  variation  in  dosage,  with  the  low- 
er dose  being  appropriate  for  antianxiety 
effects  in  neuroses  and  psychophysiologi- 
cal  problems,  and  the  upper  dose  limit 

I.  Phenothiazines’  (commonly  used) 

Oral  therapeutic  dose  range 

A.  Aliphatic  Groupt 

1.  Chlorpromazine  (Thorazine)  (100) 

100-2,000  mg/day 

2.  Promazine  (Sparine)  (200) 

150-  800  mg/day 

3.  Triflupromazine  (Vesprin)  (35) 

30-  150  mg/day 

B.  Piperazine  Groupt 

1.  Fluphenazine  dihydrochloride  (Prolixin,  Permitil)  (2)  5-  30  mg/day 

2.  Perphenazine  (Trilafon)  (10) 

12-  64  mg/day 

3.  Acetophenazine  (Tindal)  (3) 

40-  120  mg/day 

4.  Trifluoperazine  (Stelazine)  (5) 

10-  40  mg/day 

5.  Prochlorperazine  (Compazine)  (16) 

30-  150  mg/day 

6.  Carphenazine  maleate  (Proketazine  maleate)  (35) 

25-  400  mg/day 

7.  Bulaperazine  maleate  (Repoise)  (20) 

15-  100  mg/day 

C.  PiperidinesS 

1.  Thioridazine  hydrochloride  (Mellaril)  (100) 

75-  800  mg/day 

2.  Mesoridazine  (Serentil)  (35) 

150-  400  mg/day 

3.  Piperacetazine  (Quide)  (35) 

40-  160  mg/day 

II.  Thioxanthenes 

A.  Chlorprothixene  (Taractan)  (100) 

75-  600  mg/day 

B.  Thiothixene  (Navane)  (2) 

10-  80  mg/day 

III.  Butyrophenones 

A.  Haloperidol  (Haldol)  (2) 

2-  15  mg/day 

IV.  Loxapine  succinate  (Loxitane) 

60-  200  mg/day 

V.  Molindone  hydrochloride  (Moban) 

15-  225  mg/day 

Numbers  in  parentheses  denote  dosage  equivalency  relating  to  100  mg  chlorpromazine  as  standard  antipsychotic  activity. 
* Lethal  dose  ranges  variable 

t More  hypotension,  sedation,  dermatitis,  and  convulsions,  less  extrapyramidal  side  effects 

t More  extrapyramidal  side  effects;  less  sedation,  hypotension,  and  tendency  to  develop  lens  opacities 

§ More  effect  on  electrocardiogram;  more  ejaculatory  disturbance  and  retinal  toxicity,  less  extrapyramidal  side  effects 
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applyingto  overt  psychoses.  Relief  of  anx- 
iety symptoms  can  occur  within  one  to  six 
hours  after  administration;  however,  maxi- 
mum antipsychotic  effects  may  not  be  evi- 
dent for  three  weeks  to  six  months.  Thera- 
peutic trials  with  a given  drug  must  con- 
form to  both  dose  and  time  parameters. 

Minortranquilizers  listed  in  Fig  2 are 
excellent  antianxiety  drugs,  but  should  be 
used  for  short-term  therapy  (less  than 
three  months  of  continuous  therapy).  It  is 
now  well  established  that  both  the  propane- 
diole  and  benzodiazepine  groups  of  drugs 
areabusable,  and  tolerance  to  these  drugs 
develops  rapidly.  Therapeutic  effects  are 
experienced  in  one  to  four  hours.  When 
long-term  therapy  is  anticipated,  neuro- 
leptics are  the  d rugs  of  choice. 

Unquestionably,  tricyclic  compounds 
remain  the  drugs  of  choice  for  antidepres- 
sant drugtherapy.  Because  of  possible 
toxic  reactions,  monamine  oxidase  inhibi- 
tors should  be  reserved  for  special  clinical 
entities  or  for  cases  that  do  not  respond  to 
tricyclic  drug  treatment.  The  onset  of  anti- 
depressant drug  action  occurs  within  7 to 
14  days,  however  symptomatic  relief  may 
occur  much  earlier.  T reatment  is  advisable 
fora  least  three  to  six  months  after  remis- 
sion of  depressive  syndromes  or  for  as  long 
as  is  clinically  indicated. 

A Careful  Drug  History 

Until  recently,  little  emphasis  has  been 
placed  on  obtaining  a patient’s  complete 
drug  history  before  prescribing.  The  physi- 
cian must  assume  responsibility  for  a de- 
tailed drug  history  for  every  patient  who 
receives  psychotropic  drug  therapy.  Only 
with  this  in  mind  can  the  problems  of  drug 
selection,  drug  synergism,  crossover, 
habituation,  and  potentiation  be  evaluated. 
What  other  drugs  does  the  patient  ingest 


as  prescribed  by  other  physicians,  as  over- 
the-counter  medications,  or  as  remedies 
given  by  friends?  Data  now  suggest  that 
metabolic  patterns  of  drug  responsiveness 
are  genetically  transmitted  and  can  be  as- 
certained from  an  adequate  drug  history. 

If  your  patient  has  a severe  depression  and 
you  wanttotreat  him  with  a tricyclic  com- 
pound, it  is  likely  that  he  would  respond  to 
thesamedrugthata  relative  did.  Likewise, 
he  will  have  a tendency  to  respond  to  the 
same  drug  with  each  relapseof  a similar 
illness.  Even  drug  absorption  rates  tend  to 
be  similarwith  similar  compounds  (parti- 
cularly for  neuroleptic  and  tricyclic  com- 
pounds^)  in  genetically  related  people. 

If  detailed  drug  histories  are  available, 
recurrence  of  complications  because  of 
repeated  administrations  of  a drug  can  be 
prevented.  Availability  of  drug  history  has 
been  greatly  enhanced  by  improved  hos- 
pital and  doctors’  office  records,  and  by 
better  hospital  discharge  planning. 

Drug  history,  then,  is  of  prime  impor- 
tance until  we  are  able  to  routinely  mea- 
sure plasma  levels  and  sensitivity  of  the 
various  psychotropic  drugs.  Plasma  levels 
of  antidepressant  drugs  are  routinely  used 
in  Sweden,  and  these  data  when  available 
will  be  quite  helpful  in  understandingab- 
sorption  rate  problems.  Within  a few  years 
we  may  be  able  to  determine  the  variations 
in  plasma  level  among  individual  patients 
as  well  as  in  the  patient’s  family. 

Drugs  Specific  for  illness.  Not  Symptoms 

Careful,  complete,  and  specific  diagnosis 
allows  accurate  selection  of  drugs.  For  in- 
stance, in  treating  a hypochondriacal  pa- 
tient, the  physician  would  try  not  just  to 
relieve  the  patient’s  symptoms  but  rather 
to  diagnose  and  treat  an  underlying  disease 
or  personality  malfunction.  Use  of  anti- 
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depressant  would  be  more  effective  in 
treating  the  depressive  illness  (with  hypo- 
chondriasis) than  in  treating  the  symptom 
of  hypochondriasis  alone  with  a minor 
tranquilizer. 

In  the  selection  of  a psychotropic  drug, 
the  therapeutic  effects  should  be  balanced 
against  the  side  effects.  The  decision  is 
also  based  on  the  anticipated  duration  of 
treatment,  so  that  in  chronic  disease,  drugs 
with  few  side  effects  may  be  emphasized. 
Since  most  neuroleptic  drugs  produce  a 
remission  of  schizophrenia,  selection  of 
the  specific  drug  would  be  based  on  the 
nature  of  its  side  effects  (sedation,  auto- 
nomic effects,  hypotension,  and  so  forth). 
Drug  selection  can  be  summarized  in  the 
concept  of  individually  selecting  a drug  for 
the  patient  and  his  disease. 

The  drugthat  is  selected  initially  should 
be  continued  unless  toxicity  or  side  effects 
intervene.  The  drug  dose  may  be  altered, 
ora  similardrugsubstituted,  ora  counter- 
acting drug  added,  if  side  effects  are  both- 
ersome. In  choosingamongseveral  drugs 


within  the  same  drug  group,  the  relative 
strengths  should  be  considered.  The  inci- 
dence of  side  effects  as  well  as  the  cost  and 
availability  of  the  drug  would  be  balanced 
with  the  desirable  therapeutic  effects.  For 
instance,  if  several  phenothiazine  drugs 
are  equally  successful  in  maintainingthe 
remission  of  schizophrenia,  then  the 
chances  of  a severe  side  effect  must  be 
considered,  for  example,  tardive  dys- 
kinesia. The  drug  selected  then  would  be 
one  with  a lower  incidence  of 
complications. 

Before  the  decision  is  made  to  switch  to 
another  drug,  however,  the  dose  and  route 
of  administration  should  be  checked  as 
well  as  the  variable  predicted  responses  to 
an  individual  drug.  Is  one  sure  that  the  pa- 
tient is  receivingthedrugaccordingtothe 
prescribed  directions?  It  is  likewise  impor- 
tant to  realize  that  once  the  patient’s  symp- 
toms are  in  good  control,  the  disease 
process  is  variable  enough  that  the  dose 
of  the  drugcan  be  reduced  (particularly 
the  neuroleptics  and  tricyclic  compounds) 


2.  Minor  tranquilizers  (antianxiety  agents). 


Oral  Therapeutic 

Dose  Per  Day 

Lethal 

Dose 

I.  Propanedioles 

A.  Meprobamate 

(Equanil,  Miltown) 

B.  Tybamate 

800-3,200  mg 

Uncertain 

(8,400-40,000  mg) 

(Solacen,  Tybatran) 

11.  Benzodiazepines 

1,000-3,000  mg 

Uncertain 

(8,400-40,000  mg) 

A.  Chlordiazepoxide 

(Librium) 

15-  150  mg 

750  mg 

B.  Diazepam  (Valium) 

4-  40  mg 

700  mg 

C.  Oxazepam  (Serax) 

30-  120  mg 

Unknown 

D.  Clorazepate  (Tranxene) 

III.  Diphenylmethane  Derivatives  (Sedating  Antihistamines) 

15-  60  mg 

Unknown 

A.  Hydroxyzine 

(Vistaril,  Atarax) 

75-  400  mg 

Unknown 

B.  Promethazine  (Phenergran) 

C.  Diphenhydramine 

12.5-  100  mg 

Unknown 

(Benadryl) 

25-  200  mg 

Unknown 

Volume  72,  September,  1976 


Psychotropic  drugs 


by  one-half  to  two-thirds  for  maintenance 
therapy.  Failure  to  dothis  further  increases 
drug  complications  and  side  effects. 

Hazards  of  Polypharmacy 

Accumulated  data  now  suggest  that  drug 
combinations  (polypharmacy)  are  highly 
undesirable.  The  literature  contains  nu- 
merous examples  to  document  this.  Nico- 
tine, barbiturates  and  alcohol  are  known  to 
decrease  tricyclic  plasma  levels.  Hypno- 
tics, with  the  exception  of  flurazepam  (Dal- 
mane)  and  chloral  hydrate,  increase  the 
rate  of  metabolism  of  the  tricyclics  and 
thus  decrease  their  effectiveness  as 
sedatives. 

The  addition  of  neuroleptics  to  tricyclics 
increases  the  plasma  level  of  tricyclics  and 
thus  enhances  their  therapeutic  effect.  An 
example  of  such  a combination  would  be 
perphenazine  (Trilafon)  plus  amitriptyline 
(Elavil),  available  as  Triavil  or  Etrafon. 


Diazepam  (Valium)  and  chlordiazapoxide 
(Librium)  do  not  significantly  alter  the 
levels  of  tricyclic  compounds.  Oral  contra- 
ceptives plus  thioridazine  (Mellaril)  and 
amitripytyline  (Elavil),  as  well  as  other 
certain  neuroleptics,  have  an  undesirable 
side  effect  of  increased  weight  gain.  Gen- 
erally, females  require  larger  doses  of 
tricyclics  because  of  a large  depot  of  body 
fat. 

Unit  Dose  Concept 

Another  concept  to  emerge  recently  is  that 
of  the  unit  dose.  The  entire  daily  dose  is 
given  at  onetime,  usually  at  bedtime.  Sev- 
eral studies  have  indicated  that  this  prac- 
tice does  increase drugcompliance.  One 
study^  indicated  that  70%  of  the  patients 
on  a four-times-daily  dose  failed  to  take 
theirdrug25%  to  50%  of  the  time,  60% 
failed  to  take  a three-times-daily  dose, 
30%  failed  to  take  a twice-daily  dose  and 


3.  Antidepressant  drugs. 


Drugs 

Oral  Therapeutic 

Dose  Range 

Adult 

Lethal  Dose 

Tricyclic  Compounds* 
Imipramine  (Tofranil) 
(Presamine) 

100-300  mg /day 

Desipramine  (Pertofrane) 
(Norpramin) 

150-250  mg/day 

Nortriptyline  (Aventyl) 

100-150  mg/day  , 

> 10-30  times  daily  dose 

Amitriptyline  (Elavil) 

150-300  mg/day 

Doxepin  (Sinequan) 

(Adapin) 

150-300  mg/day 

Protriptyline  (Vivactil) 

15-  60  mg/day 

Compounds 

Triavil  or  Etrafon  (Perphenazine  -f  amitriptyline)  ( 

y Not  determined 

Dosages  available  (2-10) 

(2-25)  (4-10)  (4-25)  t 

Deprol  (Benactyzine,  1 mg. 

+ meprobamate,  400  mg) 

1 

Monamlne  Oxidase  Inhibitors  (MAOl  Group) 

Isocarboxazid  (Marplan) 

300- mg /day;  maintenance. 

Approximately 

10-20  mg/day 

10  times  daily  dose 

Phenelzine  (Nardil) 

45  mg/day;  maintenance. 

Approximately 

15  mg/day 

10  times  daily  dose 

Tranylcypromine  (Parnate) 

30  mg/day;  maintenance. 

Approximately 

10-20  mg/day 

6 times  daily  dose 

*To  be  reserved  for  cautious  use  following  prescribed  drug  and  food  omissions. 
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only  7%  failed  to takea  daily  dose  25% 
to  50%  of  the  time.  Another  advantage  of 
the  unit  dose  is  the  decreased  cost  to  the 
patient.  Chlorpromazine  (Thorazine)  in  50- 
mg  tablets  cost  approximately  $.07,  where- 
as 100-mg  tablets  cost  $.085,  and  200-mg 
tablets  cost  only  $.10.  The  higher  doses  of 
neuroleptics  usually  provide  adequate  bed- 
time sedation  to  preclude  the  use  of  hypno- 
tics.^ Side  effects  are  much  less  bother- 
some when  the  patient  is  asleep,  and  most 
are  dissipated  before  the  patient  arises  in 
the  morning.  Fortunately,  the  unit  dose 
concept  applies  to  nearly  all  neuroleptics,® 
tricyclics,®  '^  and  tranquilizers.®’®  Oxazepam 
(Serax)  has  a very  short  biologic  half  life 
and  is  not  as  effective  given  as  a unit  dose. 
Evening  administration  (between  8 pm 
and  bedtime)  is  preferable  for  the  unit 
dose. 

Certain  patients  have  difficulty  adjusting 
to  the  unit  dose,  since  most  expect  imme- 
diate effects  after  ingestion  of  the  drug. 
Simple  explanations  of  the  unit  dose  are 
necessary  to  enhance  patient  cooperation. 
Caution  should  be  exercised  in  prescribing 
for  patients  with  existing  medical  problems 
or  advanced  age  in  whom  large  initial 
doses  might  significantly  alter  hemody- 
namics. 

Drug  Holidays 

Another  innovation  is  that  of  drug  holidays. 
This  must  be  individualized  for  specific 
drugs,  but  most  neuroleptics  and  tricyclics 
maintain  levels  that  permit  the  patient  to 
omit  the  weekend  doses.  In  maintenance 
therapy,  the  use  of  a drug  for  a five-day 
period  every  week  is  all  that  is  necessary. 
Drug  holidays  reduce  the  overall  cost  of 
treatment  as  well  as  help  to  obviate  the 
psychological  crutch  that  a drug  may  be- 
come during  long-term  administration. 


Drug  Complications 

Current  medical  practices  now  demand 
that  each  physician  acquaint  himself  not  in 
generalities  but  with  specific  details,  es- 
pecially complications  and  side  effects, 
concerning  each  drug  he  writes  a prescrip- 
tion for.  The  detailed  information  is  avail- 
able in  package  inserts  and  the  Physicians’ 
Desk  Reference.  As  medicolegal  questions 
arise,  it  becomes  increasingly  important 
not  to  prescribe  or  to  use  a drug  in  any 
manner  different  from  that  specified  on  the 
package  insert.  As  the  physician  carefully 
studies  the  various  psychoactive  drugs  he 
uses,  he  will  find  thatthere  are  multiple, 
oftentimes  frightening,  precautions  urged 
on  him.  Clinical  experience  with  a drug  al- 
lays much  of  his  anxiety  about  its  use. 

One  of  the  new  compi  ications  observed 
and  described  in  the  literature  has  been 
tardive  dyskinesia. “ Dyskinesias  have 
been  known  as  a side  effect  of  the  neuro- 
leptic (phenothiazine)  drugs.  With  the  need 
to  treat  the  elderly  and  patients  with  exist- 
ing extrapyramidal  disease,  there  has  been 
an  apparent  increase  in  incidence  of  tar- 
dive dyskinesia,  primarily  oral-buccal  type. 
It  is  postulated  that  with  too  little  dopamin- 
ergic transmission  at  receptor  sites  in  the 
extrapyramidal  system,  parkinsonism  will 
develop,  whereas  an  abundance  of  dopa- 
minergic transmission  will  tend  to  produce 
tardive  dyskinesia.  We  do  not  have  a satis- 
factory treatment  program  worked  out  for 
the  tardive  dyskinesias,  although  programs 
involvingthe  use  of  additional  phenothia- 
zine drugs,  acetamidobenzoate  (Dean- 
er),  and  amantadine  hydrochloride 
(Symmetrel)  are  promising.  Drug  holidays 
allow  less  drug  accumulations,  thereby 
helping  to  prevent  the  alpha  receptors 
from  developing  a “denervation  hypersen- 
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sitivity”  to  dopamine  (the  proposed  me- 
chanism forthis  syndrome). 

Since  phenothiazines  were  initially  used 
in  the  1950’s,  parkinsonism  has  been  an 
ever-recurring  complication.  It  has  been 
both  prevented  and  treated  by  the  use  of 
various  anti-parkinsonism  drugs  such  as 
Cogentin,  Artane,  and  similar  drugs.  For 
several  years  it  was  generally  accepted 
practice  to  preventthe  parkinsonian  com- 
plications of  the  phenothiazines  by  using 
antiparkinsonism  drugs.  This  practice  is 
not  without  complications,  and  so  the  cur- 
rent practice  is  a gradual  build-up  dose  of 
the  neuroleptic  drugs  and  an  antidote  used 
only  if  parkinsonism  symptoms  develop. 

An  anti-parkinsonism  drug  is  rarely  needed 
after  it  is  used  for  three  to  four  months. 

Cardiac  dysrhythmias  are  continuing  to 
be  reported  in  the  literature.  These  are 
unpredictable  and  oftentimes  undetected 
until  symptoms  develop.  The  most  serious 
have  been  ventricular  dysrhythmias,  parti- 
cularly fibrillation  and  tachycardia.  Sudden 
deaths  in  otherwise  healthy  patients  who 
are  receiving  phenothiazines  have  been 
reported.  These  are  apparently  a result  of 
sensitivity  or  idiosyncratic  reaction  to  the 
drug. 

Complications  of  drugwithdrawal  con- 
tinue to  be  a problem.  Most  physicians  now 
are  aware  of  the  need  for  slow  withdrawal 
of  narcotic  and  barbiturate  drugs  to  de- 
crease withdrawal  deliria.  Tothis  list  must 
be  added  meprobamate,  since  deliria  and 
even  sudden  deaths  have  been  reported 
with  abrupt  withdrawal  of  high  doses.  Most 
other  drugs  may  be  abruptly  withdrawn, 
but  gradual  withdrawal  more  nearly  main- 
tains a physiologic  homeostasis.  T reatment 
of  drugwithdrawal  delirium  is  similarto 
the  treatment  of  other  delirious  states. 

Hypotensive  accidents  occur  with  the 
neuroleptic  and  tricyclic  drugs,  particularly 


with  larger  doses  and  especially  in  hyper- 
susceptible  people.  Hypotensive  crises  with 
syncopal  attacks  and  possible  injury  are 
always  a danger.  Routine  blood  pressure 
determinations  twice  daily  in  the  lyingand 
sitting  positions  are  helpful  to  alert  the 
physician  to  this  complication. 

Several  of  the  phenothiazine  drugs  as 
well  as  reserpine  have  been  indicted  as  in- 
creasing a depressive  mood  and  decreas- 
ing affective  responses.  Awareness  of  this 
possibility  is  important  to  avoid  deepening 
a depressive  illness. 

The  crossover  phenomenon  continues  to 
be  one  of  the  more  debatable  complications 
described  in  the  literature.  Initially,  it  was 
thought  that  the  crossover  from  a mona- 
mine oxidase  (MAO)  inhibitorto  a tricyclic 
compound  without  an  adequate  interval  of 
10  to  14  days  might  lead  to  a severe  drug 
reaction  and  possibly  death.  The  crossover 
from  a tricyclic  compound  to  an  MAO  in- 
hibitor seems  to  be  considerably  safer,  al- 
though it  has  not  received  complete  sanc- 
tion by  psychopharmacologists.  Until 
further  investigations  clarify  this  issue,  the 
plan  suggested  in  the  package  insert,  al- 
lowing 10  to  14  days’  interval  between  the 
two  drugs,  seems  in  order. 

Newer  Drugs  Available 

Several  new  drugs  may  be  added  tothe 
list  of  those  available,  but  only  a few  seem 
to  hold  promise  of  improved  psychothera- 
peutic results.  Some  dramatic  results  for 
depressive  illness  have  been  reported  with 
thyrotropin-releasing  hormone  (TRH),^^’^^ 
although  the  exact  benefit  remains  in  ques- 
tion. Thyroid  extract  has  long  been  known 
to  be  helpful  in  treatingthe  depressed  pa- 
tient who  has  a demonstrable  thyroid 
deficiency. 

The  butyrophenones  (Haldol)  and  the 
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thioxanthenes  (Navane,  Taractan)  have 
been  effectively  used  in  large  doses  as  anti- 
psychotic agents  and  in  small  doses  as  an- 
tianxiety agents.  With  gradually  increasing 
doses,  the  occurrence  of  tardive  dyskinesia 
is  unusual  and  the  incidence  of  other  unde- 
sirable side  effects  is  likewise  low.  Doxepin 
(Sinequan,  Adapin)  has  been  a useful  tricy- 
clic compound.  It  has  minimal  side  effects, 
yet  retains  its  therapeutic  efficacy  as  a tri- 
cyclic antidepressant.  The  drug  combina- 
tions of  Triavil  and  Etrafon  are  particularly 
helpful,  especially  if  thediagnosis  is  in 
question  or  if  the  patient  has  diverse  symp- 
toms that  demand  a drug  combination. 
Fluphenazine  (Prolixin  Enanthate)  has  been 
esterified  and  is  available  as  Prolixin  Deca- 
noate.13  The  esterification  has  increased 
the  therapeutic  efficiency  and  decreased 
its  toxicity  to  provide  an  effective  neurolep- 
tic drugfor  intramuscular  use.  Twenty-five 
to  50  mg  given  intramuscularly  every  two 
to  four  weeks  is  an  adequate  maintenance 
dosage.  This  drug  program  is  particularly 
helpful  when  a patient  must  return  to 
stressful  environmental  situations  or  when 
the  family  has  had  a high  incidence  of  re- 
admission. 

A new  antipsychotic  drug,  loxapine  sul- 
fate (Loxitane),  has  definite  antipsychotic 
effects  with  rareextrapyramidal  motor  ef- 
fects. It  does  resemblethioridazine  (Mel- 
laril) in  some  respects.  It  is  still  in  the  early 
stages  of  clinical  evaluation  in  the  United 
States,  and  its  eventual  therapeutic  effects 
are  uncertain. 

A slight  modification  in  the  structure  of 
butyrophenones  has  created  a diphenyl- 
butyrylpiperdine,  of  which  pimozide  has 
been  extensively  tested.  A second  drug  in 
this  group  is  penfluridol,^®  and  it  is  of  in- 
terest because  of  its  slow  rate  of  disposition 
from  the  body.  A once-a-week  dose  may  be 
adequate  for  maintenance  of  the  chronic 


schizophrenic  patient.  Molindone  hydro- 
chloride (Moban)  clinically  resembles  the 
piperazine  phenothiazines,  and  adds  an- 
other effective  antipsychotic  agent.^® 

Rubidium, another  addition  to  ion 
therapy,  was  assumed  to  react  opposite  to 
lithium  carbonate,  and  thus  be  effective  in 
treating  depression.  Thus  far,  investigative 
reports  are  discouraging. 

The  use  of  methadone  duringthe  past 
ten  years  has  represented  a major  advance 
in  the  treatment  of  opiate  dependence.  A 
new  narcotic  antagonist,  naltrexone,^® 
promises  to  block  effects  of  opiates  (metha- 
done does  not)  and  thus,  through  lack  of 
habit  reinforcement,  lead  to  extinction  of 
the  addiction.  A single  oral  dose  may  block 
opiates  for  two  to  three  days. 

Lithium  Carbonate  in  Manic 
Depressive  Disease 

Lithium  carbonate  has  been  shown  to  be 
80%  effective  in  bipolar  manic-depressive 
disease,  and  less  effective  in  unipolar 
manic-depressive  disease,  particularly  de- 
pression.It  is  important  to  stress  that 
a complete  physical  examination  and  medi- 
cal workup  are  necessary  before  lithium 
carbonate  is  prescribed,  with  particular 
emphasis  on  thyroid,  liver,  and  renal  func- 
tion studies,  baseline  electrocardiogram, 
determinations  of  T-4  and  T-3,  protein- 
bound  iodine,  liver  enzymes,  blood 
urea  nitrogen,  and  creatinine.  The  treat- 
ment program  consists  of  the  usual  dose 
of  1,200  to  1,600  mg  of  lithium  carbonate 
daily.  In  the  extreme  manic  phases  of 
manic-depressive  disease,  the  concomitant 
use  of  one  or  more  of  the  sedating  neuro- 
leptic drugs  is  usually  necessary. 

Toxicity  involvingthe  gastrointestinal 
tract  and  central  nervous  system  occurs  in 
only  a small  percentage  of  the  patients. 
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Toxicity  Other  than  in  the  central  nervous 
system  may  occur  when  the  serum  level 
rises  above  1.5  mEq/liter.  It  is  necessary 
to  monitor  the  serum  levels  twice  weekly 
duringthe  dose  adjustment  phase,  and 
then  only  as  indicated.  After  several 
months  of  stability,  lithium  determinations 
every  three  to  six  months  seem  to  be  ade- 
quate for  prudent  follow-up  care. 

It  is  helpful  to  understand  the  newter- 
rninology  established.  Bipolar  depressions 
refer  to  classic  manic-depressive  disease, 
and  unipolar  depressions  refer  to  the  pre- 
viously diagnosed  endogenous  depression 
or  the  variants  of  manic-depressive  disor- 
ders in  which  the  depressive  episodes 
predominate. 


This  comprehensive  review  article  was  pre- 
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APPENDIX 


Dalmane:  Roche 

Trilafon:  Schering 

Elavil:  Merck  Sharp  & Dohme 

Etrafon:  Schering 

Valium:  Roche 

Mellaril:  Sandoz 

Librium:  Roche 

Thorazine:  Smith  Kline  & French 

Serax:  Wyeth 

Sinequan:  Pfizer 

Adapin:  Pennwalt 

Prolixin:  Squibb 

Loxitane:  Lederle 

Haldol:  McNeil 

Navane:  Roerig 

Deaner:  Riker 

Symmetrel:  Endo 

Sparine:  Wyeth 

Vesprin:  Squibb 

Permitil:  Schering 

Tindal:  Schering 

Stelazine:  Smith  Kline  & French 

Compazine:  Smith  Kline  & French 

Proketazine:  Wyeth 

Repoise:  Robins 


Serentil:  Sandoz 
Quide:  Dow 
Taractan:  Roche 
Moban:  Endo 
Equanil:  Wyeth 
Miltown:  Wallace 
Solacen:  Wallace 
Tybatran:  Robins 
Tranxene:  Abbott 
Vistaril:  Pfizer 
Atarax;  Roerig 
Phenergan:  Wyeth 
Benadryl:  Parke-Davis 
Tofranil:  Geigy 

Presamine:  USV  Pharmaceuticals 
Pertofrane:  USV  Pharmaceuticals 
Norpramin:  Lakeside 
Aventyl:  Lilly 

Vivactil:  Merck  Sharp  & Dohme 
Triavil:  Merck  Sharp  & Dohme 
Deprol:  Wallace 
Marplan:  Roche 
Nardil:  Warner-Chilcott 
Parnate:  Smith  Kline  & French 
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Practical  use  of  psychotropic  drugs 
in  children 


James  H.  White,  MD 

Psychotropic  drugs  are  always  used  for 
symptomatic  treatment  and  are  never  cura- 
tive, but  they  are  equally  important  in  treat- 
ment of  disturbed  children  as  in  the  treat- 
ment of  adults.  They  are  extremely  useful 
in  managingthe  behavior  problems  of 
childhood  and  adolescence  in  combination 
with  supportive  counseling.  Of  course,  no 
drug  should  be  employed  without  firm  indi- 
cations for  its  use.  For  this  reason,  it  is  ap- 
propriate to  speak  in  terms  of  specific  tar- 
get symptoms:  the  symptom  to  be  modified 
with  pharmacologic  therapy  should  be  iden- 
tified and  then  a drug  appropriate  for  that 
symptom  selected. ^ 

An  Approach  to  Drug  Treatment 

A rational  approach  to  psychopharmacol- 
ogic  intervention  in  psychiatric  disorders  of 
childhood  and  adolescence  should  take  into 
account  the  following  goals: 

1.  Treatment  is  symptomatic  and  not 
curative:  the  physician  should  pick  outthe 
specific  symptom  or  group  of  symptoms 
that  he  desires  to  change,  and  then  choose 
the  drugto  which  the  target  symptom  is 
most  likely  to  respond. 

2.  The  main  purpose  of  pharmacologic 
treatment  is  to  return  the  child’s  behavior 
to  a functional  mode  more  rapidly,  thereby 
preventing  long  periods  of  failure  at  both 
academic  and  social  levels,  and  facilitating 
social  functioning  within  the  family  unit. 

3.  It  may  be  desirable  to  break  a cycle 
which  perpetuates  itself,  that  is,  bad  be- 
havior leads  parents  to  expect  more  bad 
behavior,  to  which  the  child  responds  with 
further  bad  behavior,  and  so  on. 

4.  Pharmacologic  treatment  will  facili- 
tate, and  can  be  used  as  an  adjunct  to,  in- 
dividual, supportive,  or  deep  psychotherapy 
as  well  as  family  therapy.- 


Consideration  of  Specific  Target  Symptoms 

The  Hyperactive  Child 

The  characteristics  of  the  syndrome  are 
short  attention  span,  distractibility,  poor 
impulse  control,  inability  to  be  still  forany 
period  of  time,  hypermotor  activity  which 
may  have  various  manifestations,  associat- 
ed learning  disorders,  poor  school  perfor- 
mance, poor  peer  relations,  and  poorly  con- 
trolled aggression.  Regardless  of  their  sus- 
pected etiology,  hyperkinetic  symptoms 
tend  to  respond  favorably  to  pharmacologic 
therapy.  Although  the  electroencephalo- 
gram is  more  likely  to  be  abnormal  if  the 
child  is  organically  impaired,  this  finding 
is  not  necessary  for  the  diagnosis  of  organ- 
ic impairment.  The  child  with  an  abnormal 
EEC  or  other  abnormal  neurologic  findings 
tends  to  respond  more  dramatically  to  drug 
management  of  hyperkinesis,  butthis  is 
relative  ratherthan  absolute.^ 

The  drugs  used  to  treat  the  hyperkinetic 
syndrome  are  methylphenidate  hydro- 
chloride, dextroamphetamine  sulfate,  imi- 
pramine  hydrochloride,  thioridazine  hydro- 
chloride, and  pemoline  (Cylert).^ 

At  the  present  time  the  preferred  drug 
fortreatingthis  syndrome  is  methylpheni- 
date (Ritalin).  This  drug  is  not  recommend- 
ed for  a child  less  than  6 years  of  age  be- 
cause of  recent  evidence  that  it  suppresses 
the  rate  of  physical  growth.  This  effect  does 
appear  to  be  dose  related.®  As  a general 
rule,  hyperkinetic  children  do  not  require 
treatment  before  they  reach  school  age.  If 
symptoms  in  a preschooler  are  so  severe 
thatthe  parents  are  unable  to  manage  the 
child,  then  a relatively  mild  agent  such  as 
promethazine  hydrochloride  (Phenergan) 
syrup,  1 tsp  two  to  three  times  a day,  may 
be  used.® 

Medication  for  the  child  of  average  size 
and  body  weight  between  the  ages  of  6 and 
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8 should  begin  with  a dosage  of  5 mg  of 
methylphenidate  hydrochloride  in  the 
morning  with  breakfast  and  5 mg  at  noon 
with  lunch.  The  drug  must  be  given  with 
meals  because  of  its  appetite-suppressing 
effect  if  given  before  meals,  and  also  be- 
cause gastrointestinal  disturbances  some- 
times occur  when  it  is  given  without  prior 
food  intake.  Because  methylphenidate  has 
a rather  short  duration  of  action  (about 
four  hours),  it  needs  to  be  given  both 
morning  and  noon. 

The  dosage  for  a child  of  average  size 
and  weight  over  8 years  of  age  should  start 
at  10  mg  of  methylphenidate  hydrochloride 
given  with  the  morning  meal  and  10  mg 
given  with  the  noon  meal.  If  the  child  is  ex- 
cessively overactive  and  uncontainable  in 
the  afternoon  after  school,  then  an  addi- 
tional dose  of  5 mg  (or  one-half  the  noon- 
time dose)  may  be  added  at  4 pm.  In  no  cir- 
cumstances should  the  drug  be  given  later 
than  4 pm  because  of  the  problem  of 
insomnia. 

Methylphenidate  has  a rapid  effect  and 
if  the  child  is  receivingthe  proper  dosage, 
the  response  should  be  immediate.  The 
most  reliable  way  to  assess  the  efficacy  of 
the  drug  is  through  reports  from  the  child’s 
teacher  as  to  changes  in  behavior.  The 
dosage  should  be  adjusted  no  more  fre- 
quently than  at  weekly  intervals  and  only 
one  dose  should  be  increased  at  a time.  For 
instance,  if  the  child  began  receiving  10  mg 
in  the  morning  and  10  mg  at  noon  and  the 
teacher  reports  that  he  is  still  highly  dis- 
tractible,  then  the  dosage  should  be  in- 
creased to  15  mg  in  the  morning  and  10 
mg  at  noon.  If  it  is  necessary  to  increase 
the  dosage,  the  increase  always  should  be 
accomplished  by  5 mg  increments,  one 
dose  at  a time,  at  weekly  intervals. 

Once  the  dosage  is  established,  the  drug 
should  be  given  only  on  school  days  and 


not  on  weekends  and  holidays.  Methyl- 
phenidate has  been  shown  to  suppress 
physical  growth  when  given  in  large 
amounts  over  extended  periods  of  time.  By 
withholdingthedrugon  nonschool  days, 
this  growth-suppressing  effect  is  more  or 
less  avoided. ^The  usual  maximum  daily 
dosage  of  methylphenidate  hydrochloride 
should  not  exceed  60  to  75  mg  per  day.® 

Inthe  summer  months  the  child  should 
be  given  a drug-free  period  and  should  be 
allowed  to  start  the  new  school  year  with- 
out medication  to  assess  his  current  need 
for  it.  As  a general  rule,  the  first  four  weeks 
of  school  can  be  allowed  as  a trial  period;  if 
the  teacher  then  reports  that  the  child  is 
still  distractibleand  havingsimilardifficul- 
ties,  the  drug  may  be  reinstituted.’^  The  dos- 
age is  dependent  on  body  weight  and  may 
have  to  be  increased  as  the  child  grows. 
Medication  with  methylphenidate  should 
not  be  continued  in  patients  beyond  the  age 
of  13  because  of  the  drug’s  potential  for 
abuse  among  adolescents. 

Before  the  introduction  of  methylpheni- 
date, dextroamphetamine  was  the  prefer- 
red drugforthe  hyperkinetic  syndrome.  It 
is  no  longer  considered  to  be  the  primary 
drug.  Generally,  dextroamphetamine  is  now 
reserved  forthose  hyperkinetic  children 
who  do  not  respond  to  treatment  with 
methylphenidate  or  imipramine  hydro- 
chloride. The  method  of  administration  of 
dextroamphetamine  is  much  the  same  as 
that  of  methylphenidate,  although  dextro- 
amphetamine’s duration  of  action  is  some- 
what longer  and  in  some  cases  it  may  need 
to  be  given  only  in  the  mornings.  For  chil- 
dren over  the  age  of  6,  dextroamphetamine 
sulfate  dosage  is  usually  begun  at  5 mg  be- 
fore breakfast  and  5 mg  at  lunch.  It  is  then 
increased  by  2.5-mg  increments,  one  dose 
at  a time,  at  weekly  intervals.  The  same 
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schedule  of  drug-free  periods  (weekends, 
holidays,  the  summer  months)  should  be 
observed  with  dextroamphetamine  sulfate 
as  with  methylphenidate.  The  usual  dosage 
range  is  5 to  40  mg  per  day,  with  median 
dosage  around  20  mg  per  dayT  Dextro- 
amphetamine has  been  shown  to  have  a 
greater  growth-inhibiting  potential  then 
does  methylphenidate,  and  forthis  reason 
its  use  for  long  periods  of  time  should  be 
avoided  whenever  possible.^  A complete 
blood  count  should  be  done  after  four  to  six 
weeks  of  therapy  and  at  six-month  inter- 
vals, as  istruewith  methylphenidate. 

In  recent  studies  imipramine  hydro- 
chloride has  been  found  to  be  quite  effec- 
tive in  managingthe  hyperkinetic  syn- 
drome, and  it  has  some  definite  advantages 
over  methylphenidate  and  dextroamphe- 
tamine.® Quantitatively,  however,  the  stimu- 
lant drugs  do  seem  to  be  superior  to  imi- 
pramine. The  chief  advantages  of  imi- 
pramine hydrochloride  are  that  (1)  its  dura- 
tion of  action  is  long  and  therefore  a dose 
need  not  be  given  duringthe  school  day, 
and  (2)  quantitatively,  its  growth-inhibiting 
potential  is  far  less  than  that  of  the  stimu- 
lant type  drugs.  Amongthe  disadvantages 
is  the  fact  that  imipramine  does  lower  the 
seizure  threshhold  considerably,  and  there- 
fore it  cannot  be  used  in  a patient  who  is 
epileptic  and  hyperkinetic.® 

In  high  doses,  imipramine  may  produce 
electrocardiographic  ab-normalities.  This 
usually  does  not  occur,  however,  unless  the 
dosages  are  above  4 to  5 mg/kg  of  body 
weight/day.  In  the  usual  dosage  ranges, 
where  the  total  daily  dose  does  not  rise 
above  75  mg  per  day,  EGG  abnormalities 
have  not  been  reported.^® 

Imipramine  hydrochloride  is  generally 
prescribed  in  the  following  manner:  the 
starting  dose  for  the  average  size  child  be- 


lowtheageof  9 would  be  10  mg  in  the 
morning  before  school,  and  10  mg  in  the 
evening  after  school.  It  need  not  be  given 
in  relation  to  food  intake  since  there  is 
minimal  appetite-suppressing  effect.  If  nec- 
essary, the  dosage  is  then  increased  by  10- 
mg  increments,  one  dose  at  a time,  at  week- 
ly intervals.  Teachers’  reports  on  changes 
in  the  child’s  behavior  are  utilized  to  assess 
the  efficacy  of  the  treatment.  Each  Septem- 
ber, the  child  should  be  allowed  to  attend 
the  first  four  weeks  of  school  without  medi- 
cation in  order  to  assess  his  current  need 
for  it. 

In  children  over  9 years  of  age  a starting 
dose  of  imipramine  hydrochloride,  25  mg 
twice  daily,  may  be  initiated.  A child  who 
continues  to  show  signs  of  hyperkinesis 
following  his  13th  birthday  should  be  given 
imipramine  ratherthan  one  of  the  stimulant 
type  drugs  because  imipramine  has  no 
potential  forabuse.  Because  imipramine  is 
known  to  cause  an  idiosyncratic  reaction  of 
leukopenia  in  some  individuals,  a complete 
blood  count  with  differential  should  be 
done  after  two  weeks  of  therapy  and  then 
at  six-month  intervals.  If  leukopenia  devel- 
ops, thedrug  must  bewithdrawn.^  Imi- 
pramine may  have  paradoxical  effects, 
causing  an  increase  in  anxiety  and  hyper- 
kinesis, but  this  is  relatively  rare.  If  it 
should  occur,  thedrug  should  be  with- 
drawn. 

Thioridazine  (Mellaril)  is  considered  the 
lastdrugof  choice  forthis  syndrome.  When 
the  other  drugs  are  ineffective  and  thiori- 
dazine hydrochloride  must  be  used,  then  it 
should  be  prescribed  in  initial  doses  of  10 
mg  twice  daily,  preferably  morning  and  af- 
ternoon, and  increased  by  10-mg  incre- 
ments, one  dose  at  a time,  at  weekly  in- 
tervals. If  the  child  experiences  a good  deal 
of  subjective  anxiety,  thioridazine  may  be 
quite  effective  in  controlling  this.  Leuko- 
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penia  may  occur  with  thioridazine  and  a 
complete  blood  count  should  be  done  after 
six  weeks  of  therapy  and  at  six-month  in- 
tervals during  prolonged  therapy.  There  is 
no  set  maximum  daily  dose;  it  is  generally 
determined  by  the  clinical  efficacy  and  the 
appearance  of  adverse  effects. ^ 

Enuresis 

When  we  speak  of  enuresis,  we  are  refer- 
ringto  involuntary  nocturnal  bedwettingfor 
which  no  demonstrable  pathologic  condi- 
tion can  account.  Before  therapy  for 
enuresis  is  begun,  the  patient  should  have 
a urinalysis,  urine  culture,  and  sensitivity 
studies  to  ruleout  infection  and  similardis- 
orders.“  Enuresis,  accordingto  current  re- 
search, is  probably  a disorder  of  sleep 
arousal.  It  occurs  during  the  emergence 
from  stages  three  and  four  sleep  to  the  first 
stage  of  rapid  eye  movement  sleep.  There 
is  a strong  hereditary  tendency,  especially 
in  male  relatives  of  the  patient.  It  is  not 
necessarily  associated  with  mental  disor- 
ders primarily,  although  secondary  mental 
disorder  resulting  from  chronic  enuresis  is 
common. 

The  preferred  drug  for  nocturnal  enure- 
sis is  imipramine  hydrochloride  (Tofranil). 
It  should  be  started,  fora  child  under9 
years  of  age,  at  an  initial  dose  of  10  mg  one 
hour  before  bedtime.  It  should  then  be  in- 
creased by  10-mg  increments.  In  a child 
over  9 years  of  age,  the  starting  dose 
should  be  25  mg,  and  the  drug  should  be 
increased  at  25  mg  increments  at  weekly 
intervals. 

The  maximum  dose  should  not  exceed 
75  mg.  If  there  has  been  no  change  in  the 
frequency  of  enuresis  after  one  week  of 
therapy,  then  the  time  of  the  dosage  should 
be  changed  to  6 pm. 


The  rate  of  decline  in  the  frequency  of 
the  enuresis  will  be  gradual  and  not  neces- 
sarily immediate.  Generally  six  months  of 
therapy  is  required,  and  if  the  child  has 
been  free  of  enuresis  for  six  months,  then 
the  dosage  of  the  drug  can  be  reduced  and 
discontinued.  The  child  should  have  the 
same  hematologic  examination  as  has  been 
described  for  children  receiving  imi- 
pramine therapy  for  hyperkinesis. 

Pavor  Nocturnus,  or  Night  Terrors 

This  condition,  too,  is  felt  to  be  a disorder 
of  arousal,  occurring  during  the  emergence 
of  stages  three  and  four  sleep  to  the  first 
stage  of  rapid  eye  movement  sleep.  The  pa- 
tient awakens  screaming  and  staring,  and 
cannot  be  aroused.  This  may  last  a few  min- 
utes and  then  the  patient  goes  back  to  sleep 
and  does  not  remembertheepisodethe 
next  morning.  This  condition  may  or  may 
not  be  associated  with  primary  psycho- 
pathology. The  drug  of  choice  for  this  con- 
dition is  diazepam  (Valium),  with  a dosage 
of  2 to  5 mg  at  bedtime.  Other  drugs  which 
may  be  equally  effective  are  imipramine 
hydrochloride,  10  to  25  mg  one  hour  before 
bedtime,  orthioridazine  hydrochloride,  10 
to  25  mg  at  bedtime.^^ 

Somnambulism,  or  Sleep  Walking 

This,  too,  is  a disorderof  sleep  arousal  with 
the  same  etiologic  basis  as  enuresis  and 
pavor  nocturnus,  and  thetreatment  is  the 
same  as  that  for  pavor  nocturnus. 

Insomnia 

This  symptom  is  being  considered  last  be- 
cause it  is  a complaint  often  presented  to 
the  primary  care  physician.  If  difficulty  in 
getting  the  child  to  sleep  is  a continuing 
problem,  treatment  may  be  considered  if 
other  measures  fail.  The  most  effective  and 
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safest  drug  to  be  used  for  its  sedative  hyp- 
notic effect  in  children  is  diphenhydra- 
mine (Benadryl).  It  may  be  given  either  in 
the  syrup  or  capsule  form,  and  the  dose 
range  adjusted  to  the  individual  patient’s 
need.  It  isvirtually  without  any  adverse 
reactions. 

General  Principles 

The  use  of  psychotropic  drugs  must  always 
be  viewed  as  a temporary  measure  and  the 
patient  should  be  continually  evaluated 
with  the  object  of  discontinuingthe 
drug  as  soon  as  possible.  The  most  com- 
mon reason  for  the  failure  of  drugs  to  be 
effective,  particularly  in  the  treatment  of 
hyperkinesis,  is  either  inadequate  dosage 
or  improper  administration.  The  dosage 
and  times  of  administration  as  outlined 
are  critical  to  the  effectiveness  of  the  re- 
gimen. Thefactthat  children  who  have  any 
of  these  various  symptoms  may  also  have 
secondary  or  primary  psychiatric  disorders 
must  be  considered.  Usually,  with  the 
hyperkinetic  child,  for  example,  supportive 
counseling  or  psychotherapy  is  indicated 
because  of  the  poor  self  concept  that  re- 
sults from  continued  failures.  Parents  also 
requi re  counseling  as  to  what  they  may 
reasonably  expect  from  their  child. 

If  this  outline  is  generally  followed,  then 
the  treatment  of  these  behavioral  com- 
plexes with  psychopharmacologic  agents 
usually  will  be  effective.* 
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sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 

More  detailed 
professional  information 

^ A division  of  Pfizer  Pharmaceuticals 
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THERE AREA 
LOT  OP  PEOPLE 
GETTING  BETWEEN 
WU  AND  YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

DrU^  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


hill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


60 


Use  and  abuse 

of  adrenocortical  steroid  hormones 
in  clinical  practice 


George T.  Bryan,  MD 

Adrenocortical  hormones  have  been  avail- 
able for  use  in  therapy  for  nearly  three 
decades.  Duringthis  time  our  understand- 
ing of  the  physiology  and  pharmacology 
of  this  group  of  drugs  has  improved;  the 
indications  and  contraindications  fortheir 
use,  and  their  side  effects,  have  been  de- 
fined more  clearly.  An  approach  to  the  use 
of  these  compounds  in  clinical  practice  is 
presented  herein.  This  article  is  intended 
to  dispel  some  of  the  misinformation  and 
myths  about  adrenal  steroid  therapy,  and 
to  helpthe  physician  approach  adreno- 
cortical therapy  with  greater  reason  and 
competence.  (The  fundamentals  of  adrenal 
physiology  and  pharmacology,  prerequi- 
site to  understandingthe  information  pre- 
sented, may  be  reviewed  in  any  standard 
textbook  of  endocrinology.) 

The  treatment  of  patients  with  adreno- 
cortical steroids  requires  an  approach  that 
can  be  used  as  a basis  for  therapy,  but 
that  can  be  modified  with  due  regard  for 
the  patient’s  age,  size,  nutritional  state, 
hepatic  function,  and  basic  disease  pro- 
cess. I shall  present  as  modelsthe  manage- 
ment of  hypoadrenocorticism  (Addison’s 
disease)  and  isolated  hypopituitarism 
(lack  of  adrenocorticotrophic  hormone). 

By  usingthese  models,  the  reader  can 
easily  gain  an  understanding  of  the  patient 
who  is  being  treated  with  large  doses  of 
adrenocortical  steroid  (see  self-instruction 
unit,  p 65). 

Replacement  Therapy  for  Hypoadreno- 
corticism (Addison’s  Disease) 

The  general  physician  is  rarely  faced  with 
the  problem  of  treating  Addison’s  disease. 
However,  if  he  can  understand  that  treat- 
ment model,  then  it  will  be  much  simpler 
for  him  to  understand  and  to  implement 
modification  of  that  treatment  regimen  for 


other  adrenal  and  pituitary  problems  as 
well  as  for  pharmacologic  treatment  with 
adrenal  steroids. 

The  patient  with  no  adrenal  function  has 
no  source  of  carbohydrate-active  steroids 
such  as  cortisol.  He  is  unable  to  mobilize 
glucose  from  amino  acids  orto  inhibit  the 
release  of  adrenocorticotrophic  hormone 
(ACTH)  from  the  pituitary.  He  is  also  defi- 
cient in  the  sodium-retaining  activity 
(mineralocorticoid)  of  steroids  such  as 
aldosterone.  The  therapeutic  approach  to 
this  patient  involves  artificially  dividing 
adrenal  activity  between  the  glucocorticoid 
and  the  mineralocorticoid  so  that  therapy 
can  be  started  logically  and  modified 
appropriately. 

Carbohydrate-Active  Steroids 
(Glucocorticoids) 

In  selecting  a carbohydrate-active  steroid, 
most  physicians  have  certain  biases.  My 
bias  is  that  replacement  therapy  should 
mimic  normal  function  as  closely  as  pos- 
sible. Therefore,  the  best  drug  for  replace- 
ment therapy  is  cortisol.  Cortisol  is  readily 
available  in  tablet  and  liquid  form,  is  rela- 
tively inexpensive,  and  is  free  of  side  ef- 
fects and  toxic  effects  when  administered 
in  replacement-level  dosage.  The  sodium- 
retaining,  potassium-excreting,  gluconeo- 
genic, ACTH-inhibiting,  and  growth-inhib- 
iting properties  of  cortisol  are  optimal.  The 
major  disadvantage  to  this  corticosteroid 
is  its  short  half-life  in  circulating  plasma 
(90  minutes  or  so),  with  the  resultant 
necessity  for  frequent  administration  (ev- 
ery six  to  eight  hours  by  mouth).  A starting 
dose  for  physiologic  replacement  is  25  ±5 
mg/sq  M /day  by  mouth.  The  oral  replace- 
ment dose  is  twice  the  normal  cortisol  se- 
cretion rate  of  12  ±2  mg/sq  M/day.  The 
starting  dose  should  be  in  the  upper  range 
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to  assure  prompt  alleviation  of  symptoms, 
and  should  be  reduced  when  early  side  ef- 
fects appear.  The  daily  dose  should  be  di- 
vided into  at  least  three  portions.  One  con- 
venient method  is  to  give  about  one-half 
the  dose  on  arising,  one-fourth  at  lunch  or 
early  in  the  afternoon,  and  one-fourth  at 
bedtime. 

Follow-up  visits  should  be  scheduled  at 
two-  to  four-week  intervals  for  about  two 
months,  and  then  should  be  spaced  ac- 
cordingtothe  needs  of  the  patient  and 
family  for  reinforcing  instructions  and 
answering  questions  about  modifications 
of  therapy. 

What  signs  and  symptoms  should  be 
looked  for?  Ask  about  mood,  physical  stam- 
ina, appetite,  headaches,  and  nausea  and 
vomiting.  Euphoria  and  increased  appe- 
tite are  a consequence  of  overdosage, 
whereas  depression,  poor  physical  stam- 
ina, poor  appetite,  headache,  and  nausea 
and  vomiting  are  a result  of  underdosage. 
The  physical  examination  should  focus  on 
changes  in  weight  and  growth,  appearance 
of  rounding  of  the  face,  lowering  of  the 
hairline  anteriorly,  and  thinning  or  pig- 
mentation of  the  skin.  Pigmentation  and 
weight  loss  indicate  underdosage,  whereas 
increased  weight,  slowing  growth,  lowered 
hairline,  and  thinning  of  theskin  indicate 
overdosage  (see  self-instruction  unit,  “Glu- 
cocorticoid Replacement  Therapy,’’  p65). 

The  patient  should  have  an  identifica- 
tion bracelet  or  necklace  with  the  diagno- 
sis, “adrenal  insufficiency,’’  and  specific 
instructions  provided  for  contacting  a 
knowledgeable  physician  in  the  event  of 
illness  or  injury.  The  patient  and  his  family 
should  learn  that  in  the  event  of  trauma  or 
illness,  the  usual  replacement  dose  of 
cortisol  should  betripled. 

After  additional  corticosteroid  treat- 
ment is  given  for  illness,  the  physician 


should  be  consulted  about  the  intercurrent 
problem.  In  caseof  vomitingorcoma,  the 
steroid  must  be  given  parenterally.  If  the 
patient  is  not  in  shock,  hydrocortisone 
sodium  succinate  (Solu-Cortef)  or  methyl- 
prednisolone  sodium  succinate  (Solu-Me- 
drol)  should  be  given  intramuscularly  in  a 
dose  which  is  at  least  three  times  the  usual 
replacement  dose.  For  example,  give  100- 
200  mg  Solu-Cortef  every  six  hours  until 
medications  can  betaken  orally  or  until  at 
least  12  hours  after  a long-acting  intra- 
muscular preparation  such  as  cortisone 
acetate  has  been  administered.  The  usual 
replacement  medication  should  be  re- 
sumed immediately  when  the  illness  be- 
gins to  abate  (see  self-instruction  unit, 
practice  test  questions  1 and  2,  p 66). 

Sodium-retaining  Steroids 
(Mineralocorticoids) 

The  normal,  endogenously  produced  so- 
dium-retaining steroid  in  man  is  aldoster- 
one. This  hormone  is  not  readily  available 
commercially,  nor  is  it  needed.  The  9a- 
fluorinated  derivative  of  cortisol,  fludro- 
cortisone (Florinef),  is  available  in  an  oral 
tablet,  is  highly  potent,  has  a long  half-life, 
and  has  minimal  carbohydrate  activity. 

The  starting  dose  is  0.05  mg/day  (one- 
half  tablet)  taken  in  a single  morning  dose. 
No  specific  dose  of  sodium  is  required  but 
a surfeit  of  sodium  in  some  form  should 
be  easily  available  to  the  patient.  The  so- 
dium intake  should  not  be  curtailed.  The 
dosage  of  fludrocortisone  should  be  in- 
creased gradually  until  there  is  no  evidence 
of  underdosage  or  overdosage.  The  typical 
adult  dose  is  0.1  to  0.2  mg/day. 

The  historical  information  needed  at  the 
time  of  follow-up  visits  to  regulate  the  dose 
of  fludrocortisone  relates  to  salt  craving, 
mood,  polyuria,  polydipsia,  and  the  pres- 
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ence  or  absence  of  headache.  The  physical 
examination  data  needed  include  blood 
pressure,  pulse  rate,  body  weight,  and  skin 
turgor.  Certain  laboratory  procedures  may 
aid  in  confirmingyourclinical  evaluation. 
The  concentration  of  potassium  in  serum 
and  the  carbon  dioxide  combining  power 
are  direct  indicators  of  the  effects  of 
sodium-retaining  hormone.  Thus  a lack  of 
mineralocorticoid  activity  results  in  hyper- 
kalemia and  acidosis,  and  excessive  sodi- 
um retaining  activity  is  characterized  by 
hypokalemia.  Changes  in  the  ECG,  degree 
of  hemoconcentration  and  urea  retention, 
and  changes  in  heart  size  determined  by 
radiography  reflect  the  underlying  loss  or 
retention  of  sodium  and  potassium.  The 
presence  of  salt  craving  and  polyuria  or 
polydipsia  suggests  the  need  for  additional 
sodium-retention  activity,  whereas  head- 
ache and  elevated  blood  pressure  with 
increasing  weight  would  suggest  the  need 
for  a lower  dosage  (see  self-instruction 
unit,  “Mineralocorticoid  Replacement 
Therapy,”  p 65). 

Since  there  is  no  increased  requirement 
for  sodium  retention  or  potassium  excre- 
tion during  the  stress  of  illness  or  trauma, 
fludrocortisone  requires  no  modifications 
for  such  conditions.  If  vomitingordiarrhea 
occurs,  then  replacement  intravenous  fluids 
are  indicated,  but  the  dose  of  fludrocorti- 
sone need  not  be  altered.  A parenteral  pre- 
paration is  available  (desoxycorticosterone 
acetate)  and  should  be  given  in  a dose  of 
2 mg/day  (1  mg/day  fora  child  weighing 
up  to  about  1 1 kg,  or  25  lb)  in  a single 
intramuscular  injection  until  the  oral 
fludrocortisone  can  be  resumed. 

Patient  Education 

The  patient  and  his  family  must  assume 
a major  portion  of  the  responsibility  for 


managingthe  hypoadrenocorticism.  In 
counselingthe  patient,  the  emphasis 
should  be  on  self-management  as  well  as 
the  life-long  nature  of  this  treatment. 
Another  important  aspect  of  management 
is  that  the  patient  should  participate  in  as 
near  normal  activity  as  possible.  If  the  only 
abnormality  with  which  the  patient  suffers 
is  a lack  of  the  adrenal  hormones,  then 
completely  normal  activity  is  possible  if 
treatment  is  taken  as  needed. 

Replacement  Therapy  for  ACTH  Deficiency 
(Hypopituitarism) 

The  patient  who  cannot  secrete  adreno- 
corticotrophic  hormone  (ACTH)  will  have 
secondary  hypoadrenocorticism.  The  ma- 
jor difference  in  the  management  of  these 
patients  in  contrastto  patients  with  Addi- 
son’s disease  is  that  there  is  no  require- 
ment for  additional  sodium-retaining  hor- 
mone. The  lack  of  ACTH  precludes  ade- 
quate cortisol  secretion,  but  the  continued 
integrity  of  the  renin-angiotensin-aldoster- 
one system  provides  normal  sodium  reten- 
tion and  potassium  excretion.  Hyperpig- 
mentation is  never  present  in  these  pa- 
tients despite  their  lack  or  underdosage  of 
cortisol;  thus  other,  more  subtle,  signs 
must  be  used  in  evaluatingthe  appropriate 
dose  for  these  patients  (see  self-instruc- 
tion unit,  practice  test  questions  3 and  4, 

p66). 

Pharmacologic  Therapy 

Concomitant  with  the  use  of  adrenocortical 
steroids  is  the  need  totreat  immunologic 
and  inflammatory  reactions  and  the  need 
to  select  drugs  with  minimal  (or  at  least 
reduced)  sodium-retaining  and  gluconeo- 
genic properties.  It  has  been  possibleto 
separate  the  sodium -retaining  activity  to  a 
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great  degree,  but  most  glucocorticoids 
tend  to  have  properties  which  are  enhanced 
or  minimized  concomitantly.  Therefore, 
the  adrenocortical  steroid  that  provides 
optimum  replacement  (cortisol)  exhibits 
fartoo  much  sodium-retainingand  potas- 
sium-excreting activity  for  it  to  be  useful  in 
large  doses  over  prolonged  periods  of 
time.  Many  substituted  derivatives  of  corti- 
sol are  available;  they  produce  less  sodium 
retention  and  can  be  administered  in  larg- 
er doses  without  major  mineralocorticoid 
side  effects.  One  synthetic  adrenocortical 
steroid  that  is  commonly  used  is  predni- 
sone (or  its  derivative  prednisolone).  The 
glucocorticoid  activity  of  prednisone  is 
four  to  five  times  that  of  cortisol,  whereas 
its  mineralocorticoid  effect  is  minimal. 
Prednisone  has  a somewhat  longer  half- 
life  in  plasma  (approximately  200  min- 
utes) than  cortisol,  a property  which  per- 
mits fewer  doses  each  day.  Prednisone 
inhibits  the  release  of  ACTH,  and  by  this 
mechanism  decreases  the  normal  hypo- 
thalamic-pituitary-adrenal reactions,  caus- 
ing functional  hypoadrenocorticism.  As 
with  ACTH  deficiency,  there  is  no  signifi- 
cant inhibition  of  the  normal  renal-adrenal 
relationship  so  that  sodium  retention 
remains  normal. 

Self-Limiting  Diseases 

There  need  be  little  hesitation  in  using 
adrenocorticoids  (glucocorticoids)  as  one 
part  of  the  management  of  acute,  self- 
limiting  diseases  such  as  rhus  dermatitis, 
serum  sickness,  or  anaphylaxis.  Large 
doses  can  be  given  parenterally  or  orally, 
maintained  at  six-  to  eight-hour  intervals 
until  the  disease  is  expected  to  abate,  and 
then  reduced  rapidly  or  discontinued 
abruptly.  The  dosage  should  be  several 


times  that  for  normal  replacement;  em- 
pirically 60  mg/sq  M/day  of  prednisone 
has  been  an  effective  quantity.  Patients 
treated  in  this  way  need  no  precautions 
regarding  adrenocortical  dysfunction  in 
subsequent  illnesses  (unlike  Addison’s 
disease  or  chronic  pharmacologic  therapy). 

Chronic  Daily  Therapy 

Some  disease  processes  are  so  severe  and 
life-threatening  that  chronic,  daily  gluco- 
corticoid therapy  is  essential.  Again,  pred- 
nisone can  be  used  in  a dose  of  60  mg/sq 
M /day,  as  long  as  the  side  effects  and 
complications  of  this  regimen  are  antici- 
pated, Within  three  to  ten  days  of  this 
therapy,  the  patient  will  exhibit  a change 
in  mood,  roundingof  theface,  and  leuko- 
cytosis. Soon  thereafter  will  follow  obesity, 
growth  arrest  (in  children),  lanugal  hair, 
thinning  of  the  skin  and  striae,  hyperten- 
sion, and  perhaps  localized  monilial  infec- 
tions. With  prolonged  therapy  (months), 
psychosis,  encephalopathy,  decreased 
muscle  mass,  bacterial  infections,  gastro- 
intestinal bleeding,  oranasarca  may  de- 
velop. In  addition  to  these  problems,  all 
patients  will  have  a suppressed  hypothala- 
mic-pituitary-adrenal system  sothaX after 
therapy  is  reduced  or  discontinued  it  will 
be  necessary  to  provide  adjunctive  replace- 
ment therapy  for  illness  or  surgery  for  up 
to  one  year,  or  until  normal  function  has 
been  demonstrated  chemically. 

Since  most  of  the  side  effects  above  are 
dose  dependent,  the  physician  should 
reduce  the  dose  to  the  lowest  possible 
amount  that  is  compatible  with  the  pa- 
tient’s survival  and  reasonable  well-being. 
For  example,  if  it  is  possible  to  use  other 
therapy  in  conjunction  with  the  steroid 
and  to  obtain  a lower  dose  of  steroid  there- 
by, there  will  be  fewer  side  effects. 
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Alternate  Day  Therapy 

Most  of  the  severe  side  effects  of  gluco- 
corticoid therapy  can  be  minimized  if  the 
patient  will  tolerate  single,  large,  oral 
doses  of  steroid  on  alternate  mornings. 
The  prolonged  biologic  effects  maintain 
the  therapeutic  effectiveness,  and  the  low 
plasma  levels  for  at  least  12  hours  induce 
fewer  side  effects.  If  a patient’s  disease 
requires  60  mg/sq  M/day  of  prednisone, 
it  is  reasonable  to  try  120  mg/sq  M/alter- 
nate day  in  the  morning.  By  the  second 
night,  the  hypothalamic-pituitary-adrenal 
inhibition  is  absent  because  the  plasma 
prednisone  concentrations  are  now  quite 
low.  The  dosage  should  be  reduced  until 
the  minimum  required  dose  is  found.  With 
this  regimen,  children  may  continue  to 
grow  at  a near  normal  rate;  the  side  effects 
are  minimized  while  the  therapeutic  effect 
is  maintained.  This  regimen  has  been  a 
major  step  in  improvingthe  usefulness 
of  glucocorticoids  in  therapy. 

Regardless  of  the  therapeutic  indica- 
tion, if  a patient  is  to  receive  chronic  adre- 
nal steroid  medication,  chronic  and  acute 
infectious  diseases,  especially  tuberculo- 
sis, must  be  looked  for  and  treatment 
begun  before  steroid  therapy  is  initiated. 
The  side  effects  must  be  watched  closely 
and  the  dosage  should  be  altered  down- 
ward as  much  as  possible.  The  major  indi- 
cations for  increasingthe  dose  are  (1)  a 
worsening  of  the  underlying  disease,  (2) 
preparation  for  surgery,  or  (3)  response  to 
major  physical  stress  (see  self-instruction 
unit,  practice  test  questions  5,  6,  and  7, 

p66). 

Preoperative  Management 

Preparation  for  major  surgical  procedures 
in  patients  without  pituitary  function, 
without  adrenals,  or  with  suppressed  hypo- 


thalamic-pituitary activity  consists  of  es- 
tablishing a high  concentration  of  plasma 
cortisol  or  other  glucocorticoid  that  will  be 
maintained  during  surgery  and  in  the 
immediate  postoperative  period. 

Cortisone  acetate  is  the  best  drug  to  use 
because  of  its  long  biologic  half-life  when 
given  intramuscularly.  The  dose  is  100  to 
200  mg/day,  given  as  a single  intramus- 
cular injection,  and  beginningat  least  18 
hours  before  surgery.  This  repository 
steroid  should  be  continued  at  daily  inter- 
vals until  the  oral  route  is  reliably  avail- 
able. With  brief  surgical  procedures,  intra- 
muscular hydrocortisone  sodium  succinate 
(Solu-Cortef)  may  be  given  at  four-hour 
intervals  until  the  oral  route  can  be 
resumed. 

For  patients  who  cannot  make  aldo- 
sterone (for  example,  adrenalectomized 
patients),  the  oral  fludrocortisone  will 
usually  suffice  for  short  procedures  if 
there  is  no  postoperative  gastrointestinal 
distress.  For  more  prolonged  procedures, 
the  medication  should  be  changed  to 
desoxycorticosterone  acetate  (DOCA)  in 
oil  (Percorten)  2 mg/day  in  a single  daily 
injection  (see  self-instruction  unit,  practice 
test  questions  8,  9,  and  10,  pp  66-67). 
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Self-instruction  unit 


The  following  material  constitutes  a self-instructional  unit. 
At  its  completion  you  should  be  able  to  manage  patients 
with  Addison's  disease  and  hypopituitarism,  and  those 
who  are  receiving  pharmacologic  doses  of  glucocorticoids. 
The  management  should  include  selection  of  drug,  calcu- 


lation of  dosage,  determination  of  route  and  frequency  of 
administration,  and  the  modifications  necessary  for  opera- 
tive procedures.  You  shoud  be  able  to  adjust  the  dosage 
and  anticipate  the  side  effects  of  glucocorticoids  and  miner- 
alocorticoids. 


Glucocorticoid  Replacement  Therapy 

Dosage 

Symptoms 

Signs 

Laboratory 

Deficient 

Weakness 

Depression 

Anorexia 

Headache 

Nausea  and 
vomiting 

Weight  Loss 
Hyperpigmentation 

Low  blood  pressure 
Postural  hypotension 

Nonspecific 

Excessive 

Euphoria 

Weakness 

Polyphagia 

Weight  gain 

Decreased  growth  rate 

Rounding  face 

Lowering  hairline 
anteriorly 

Thinning  of  skin 

Nonspecific 

Wlineralocorticoid  Replacement  Therapy 


Dosage 

Symptoms 

Signs 

Laboratory 

Deficient 

Salt  craving 

Weight  loss 

Hemoconcentration 

Irritable  mood 

Tachycardia 

Hyperkalemia 

Polydipsia 

Small  heart 

tT  on  ECG 

Polyuria 

Low  blood  pressure 

Postural  hypotension 

Dry  skin  and  membranes 

1 Renal  function 
(GFR) 

Excessive 

Headache 

Weight  gain 

Hypertension 

Hemodilution 

Hypokalemic 

alkalosis 

See  next  page  for  practice  test 
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Practice  Test 


True  or  False: 

1.  A 19-year-old  man  with  well  controlled 
Addison’s  disease  reports  by  telephone 
(at  8 am)  that  he  has  a fever  (101  F),  sore 
throat,  and  earache,  and  that  he  has  taken 
600  mgof  acetominophen.  You  should 
give  him  an  appointment  forthe  early  after- 
noon and  arrange  fora  complete  blood 
count  and  plasma  electrolytes. 

True False 

2.  The  plasma  half-life  of  intramuscularly 
administered  hydrocortisone  sodium  suc- 
cinate may  be  inferred  to  be  approximately 
90  minutes. 

True False 

3.  Which  one  of  the  following  groups  of 
signs,  symptoms,  and  laboratory  results 
from  a patient  who  receives  mineralocorti- 
coid  hormone  therapy  is  consistent  with 
either  overdosage  or  underdosage? 

a.  Rapid  weight  gain,  pedal  edema,  head- 
ache, hyperkalemia,  and  increasing  heart 
size. 

b.  Excessive  thirst,  postural  hypotension, 
oliguria,  low  blood  pressure,  hyperkalemia, 
uremia,  decreasing  heart  size. 

c.  Headache,  weight  loss,  hypokalemia, 
anemia,  increasing  heart  size. 


4.  Fill  in  the  blanks: 

A man  of  1 .7  sq  M surface  area  (70  kg) 
with  Addison’s  disease  would  require 

mg  of by 

mouth  every hours  as  his  gluco- 
corticoid hormone  and mg  of 

by  mouth  every. 

hours  as  his  sodium-retaining  hormone. 

5.  Endogenous  ACTH  release  from  the 
pituitary  is  only  temporarily  inhibited  by 
short-term  (one  week),  high  dose  (60  mg/ 
sq  M/day),  daily  prednisone  therapy. 

True False 

6.  Chronic,  daily,  high-dose  prednisone 
therapy  (weeks  to  months)  rarely  results 
in  complicating  side  effects. 

True False 

7.  Alternate  day  therapy  is  possible  be- 
cause of  the  discrepancy  between  the 
plasma  half-life  and  the  biologic  half-life 
of  prednisone. 

True False 

8.  Present  the  complete  management  plan 
for  an  18-year-old  woman  with  diagnosed 
and  previously  treated  Addison’s  disease 
(total  hypoadrenocorticism).  You  should 
includethe  medications,  dosages,  interval 
of  follow-up  visits,  and  plans  for  education 
of  the  patient. 


d.  Weight  loss,  polyuria,  salt-craving, 
hyperkalemia,  hemoconcentration,  de- 
creasing heart  size. 
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9.  Present  the  steroid  management  for  elec-  

tive  major  surgery  in  a 12-year-old  male  

with  previously  diagnosed  and  treated 

hypopituitarism  due  to  a craniopharyn-  ^ext  page  for  answers 

gioma. 


10.  Plan  steroid  withdrawal  from  a 40- 
year-old  woman  with  moderate  rheumatoid 
arthritis  who  has  been  receiving  15  mg 
prednisone  by  mouth  daily  for  six  months. 
Include  a contingency  plan  for  exacerba- 
tion of  her  disease  during  withdrawal. 
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Practice  Test — Answers 


1.  False.  The  patient  needs  additional  glu- 
cocorticoid hormone  because  of  the  infec- 
tion. Appropriate  management  would  in- 
clude advisingthe  patienttotreble  his 
morning  dose  of  cortisol,  to  repeat  the  dose 
at  noon,  and  to  come  to  your  off  ice  at  the 
first  availabletime  (afternoon  is  accept- 
able). He  may  need  a complete  blood  count, 
but  only  if  you  would  order  the  test  for  a 
similar  illness  in  a non-addisonian  patient. 
There  is  no  reason  to  obtain  plasma  elec- 
trolytes because  there  is  no  unusual  loss 

of  fluids  or  electrolytes,  and  because 
additional  sodium-retaining  hormone  is 
not  required  during  the  stress  of  an 
infection. 

2.  True.  Hydrocortisone  sodium  succinate 
is  rapidly  hydrolyzed  tofree  cortisol  and 
therefore  the  plasma  half-life  is  similarto 
the  endogenously  secreted  hormone. 

3.  d.  In  a,  the  hyperkalemia  does  not  go 
with  the  signs  and  symptoms  of  too  much 
sodium  retention.  In  b,  theoliguria  would 
not  occurwith  the  signs  and  symptoms  of 
aldosterone  deficiency  except  in  the  final 
stages  when  blood  volume  and  glomerular 
filtration  had  decreased  to  nearterminal 
conditions.  In  c,  the  weight  loss  is  unex- 
pected with  the  other  definitive  evidence 
of  excessive  sodium  retaining  hormone. 

4.  Glucocorticoid:  cortisol,  50  mg/day  di- 
vided into  about  15-20  mg  at  eight-hour 
intervals.  The  regimen  might  be  25  mg  in 
the  morning,  12.5  mg  in  the  early  after- 
noon, and  12.5  mg  at  bedtime.  Mineralo- 
corticoid:  fludrocortisone,  0.2  mg  daily  by 
mouth.  It  should  be  started  at  a dose  of 
0.05  mg  daily  and  then  increased  at  weekly 


intervals  until  the  optimal  dose  (usually 
0.2  mg  daily)  is  reached.  Alternatively,  the 
patient  could  take  desoxycorticosterone 
acetate  (DOCA)  intramuscularly  in  a dose 
of  approximately  2 mg/day. 

5.  True.  However,  sometime  between  10 
and  30  days  of  treatment  the  inhibition 
becomes  more  of  a problem  and  may  re- 
quire up  to  90  days  to  recover  fully.  Thus, 
patients  treated  for  longer  than  one  week 
should  be  regarded  as  ACTH-inhibited 
with  regard  to  stress  for  at  least  three 
months. 

6.  False.  Such  therapy  routinely  results 
in  severe  side  effects. 

7.  True.  The  long  duration  of  glucocorti- 
coid activity  afterthe  plasma  concentra- 
tion of  prednisone  has  decreased  to  insig- 
nificant levels  permits  alternate-day  oral 
administration  without  major  impairment 
of  the  ACTH  release  in  response  to  illness 
or  other  stress. 

8.  Thetreatment  should  include  cortisol 
25  mg/sq  M/day — about 40  mg/dayfor 
an  average  size  woman,  given  by  mouth  in 
three  divided  doses  at  approximately  equal 
intervals.  For  sodium  retention  she  will 
need  fludrocortisone,  0. 1 to  0.2  mg 
daily,  in  a single  oral  dose.  The  patient 
should  be  taught  to  increase  her  dose  of 
cortisol  at  least  twofold  with  minor  illness 
and  at  least  threefold  with  more  serious 
illness  or  accident.  She  should  begivena 
prescription  for  hydrocortisone  sodium 
succinate  (Solu-Cortef)  with  directions  to 
take  200  mg  intramuscularly  in  case  of 
vomiting.  The earlyfollow-up  visits  should 
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be  no  more  than  two  weeks  apart  until  the 
exact  dosage  for  this  patient  is  established 
and  her  understanding  of  the  management 
of  her  disease  is  assured.  Thereafter, 
follow-up  every  6 to  12  months  is  usually 
adequate. 

9.  Cortisone  acetate  100  mg  intramuscu- 
larly at  least  18  hours  prior  to  the  planned 
surgery.  The  dose  should  be  repeated  on 
the  day  of  surgery,  and  then  every  third  day 
until  the  oral  route  can  be  relied  upon.  If 
major  surgery  must  be  done  without  ade- 
quate time  for  preparation,  then  give 
hydrocortisone  sodium  succinate  (Solu- 
Cortef),  100  mg  intramuscularly,  before, 
and  every  four  hours  during  and  after,  sur- 
gery. If  cortisone  acetate  is  given  also  just 
prior  to  surgery,  then  the  Solu-Cortef  can 
be  discontinued  after  24  hours. 

10,  In  a patient  who  is  suffering  from  an 
inflammatory  disease  process  the  dose  of 
prednisone  should  be  reduced  very  slowly, 
for  example,  by  one-half  tablet  (2.5  mg) 
every  seven  to  ten  days  until  symptoms 
begin  to  recur.  Continueatthatdose  level 
if  there  is  no  major  exacerbation,  and  then 
resume  the  .v/oH’ decrease  in  dosage  after 
the  patient’s  condition  has  stabilized.  If 
there  is  a major  flare-up  of  her  disease,  go 
backtotheoriginal  doseand,  after  control, 
decrease  the  dose  more  slowly.  Remember 
thatthis  patient  probably  has  no  ACTH 
release  and  therefore  the  stress  of  even 
minor  illness  should  be  treated  with  a tem- 
porary increase  in  dose  (to  two  or  three 
times  replacement)  fora  day  or  two,  and 
then  the  pre-stress  dose  resumed.  Another 
approach  is  to  change  to  alternate-day 
therapy,  gradually  increasing  the  dose  on 


one  day,  and  decreasingthe  dose  on  the 
next  day  until  the  alternate  day  regimen  is 
accomplished.  The  dosage  can  then  be 
reduced  in  very  small  decrements  as  noted 
fordaily  therapy. 


The  author  would  appreciate  physicians’  com- 
ments about  this  article.  Your  opinions  as  to  (1) 
the  level  of  the  presentation,  (2)  the  format,  (3) 
its  usefulness  to  you  as  a learning  exercise,  (4) 
its  usefulness  to  you  in  treating  patients  with 
adrenal  steroid  hormones,  and  (5)  suggestions 
for  future  articles  will  be  most  valuable.  Please 
forward  your  evaluation  (signed  or  unsigned)  to 
Dr.  Bryan,  Department  of  Pediatrics,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  TX 
77550. 

Dr.  Bryan,  Associate  Dean  for  Curricular  Affairs, 
The  University  of  Texas  Medical  Branch, 
Galveston,  TX  77550. 
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Spontaneous  rupture 
of  the  small  bowel 


Charles  Oswalt,  MD;  A.  B.  Cruz,  Jr.,  MD,  MS  (Surg) 


Perforations  of  intra-abdominal  viscera  are 
not  uncommon;  however,  when  one  ex- 
cludes perforations  secondary  to  trauma, 
peptic  ulcer  disease,  obstruction,  or  is- 
chemia, the  incidence  is  less.  Even  more 
uncommon  are  the  so-called  spontaneous 
perforations  in  the  small  intestine.  We  pre- 
sent one  such  case,  and  a brief  review  of 
the  literature. 

Case  Report 

A 54-year-old  Mexican-American  man  pre- 
sented with  abdominal  pain  that  had  been 
present  for  36  hours.  He  had  been  squat- 
tingto  pick  upa  lawn  mowerwhen  he  felt 
“a  little  explosion”  inside  his  abdomen, 
and  then  fainted.  Upon  regaining  con- 
sciousness, he  felt  constant,  burning  ab- 
dominal pain,  mostly  in  the  lower  portion 
of  the  abdomen.  He  went  to  bed  and  came 
tothe  hospital  the  next  day;  he  also  began 
having  fever  and  vomited  twice. 

The  patient’s  history  included  a left  in- 
guinal herniorraphy  when  he  was  a young 
man  and  a vagotomy  and  antrectomy  four 
years  before  admission.  Eleven  months 
before  admission  he  underwent  an  entero- 
lysis  for  small-bowel  obstruction.  He  was 
in  good  health  at  the  onset  of  his  illness. 

Physical  examination  revealed  a moder- 
ately obese  middle-aged  man  in  acute  dis- 
tress with  obviously  severe  abdominal 
pain.  His  blood  pressure  was  142/100  mm 
Hg,  temperature  101.4  F,  and  pulse  rate 
120/minute.  Pertinent  physical  findings 
were  limited  to  the  abdomen.  It  was  dis- 
tended, mildly  tender  to  palpation  without 
localization,  and  quiet.  There  was  minimal 
guarding  and  equivocal  rebound  tender- 
ness. No  hernias  were  present. 

Results  of  laboratory  examinations  in- 
cluded: hemoglobin,  15  gm/100  ml;  white 
blood  cell  count,  20,900/cu  mm,  with 


87%  neutrophils,  11%  lymphocytes,  and 
2%  monocytes;  serum  electrolytes,  with- 
in normal  limits;  glucose,  158  mg/100  ml; 
blood  urea  nitrogen,  13  mg/100  ml;  and 
serum  amylase,  73  Somogyi  units.  Results 
of  urinalysis  and  electrocardiogram  were 
unremarkable.  A chest  x-ray  revealed  clear 
lung  fields  with  no  free  subdiaphragmatic 
air.  X-rays  of  the  abdomen  revealed  a 
loop  of  small  bowel,  possibly  dilated,  in 
the  left  upper  quadrant,  and  a large  amount 
of  feces  in  the  colon.  No  fluid  levels  were 
present. 

Proctoscopic  examination  showed  no 
abnormalities.  After  admission,  treatment 
with  nasogastric  suction  and  intravenous 
fluids  was  begun,  along  with  intravenous 
antibiotics.  When  the  patient's  abdominal 
symptoms  became  worse  and  his  clinical 
condition  failed  to  improve,  an  exploratory 
laparotomy  was  performed. 

The  contents  of  the  peritoneal  cavity 
were  encased  in  dense  adhesions.  During 
the  exploration,  several  kernels  of  corn 
were  found  and  removed.  Two  small  inter- 
loop abscesses  were  encountered  before  a 
well-formed  abscess,  8 cm  in  diameter,  was 
found  around  a 1.5  cm  ileal  perforation. 

The  abscess  cavity  contained  many  corn 
kernels.  The  segment  of  ileum  looked  nor- 
mal with  no  evidence  of  intrinsic  pathologic 
changes.  The  area  of  perforation  was  ex- 
cised, the  defect  was  closed  in  two  layers, 
and  Penrose  drains  were  left  in  the  abscess 
cavity.  Pathological  examination  of  the 
excised  small  bowel  wall  revealed  normal 
small  bowel  tissue  with  peritoneal  inflam- 
mation. The  patient  did  well  postoperative- 
ly  and  left  the  hospital  on  the  seventh  post- 
operative day. 

Discussion 

In  this  case,  the  history  is  typical  of  pa- 
tients who  suffer  a spontaneous  perfora- 
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tion  of  the  small  bowel.  Wilensky  and 
Kaufman"  reported  patients  having  an 
average  age  of  48,  although  the  average 
age  of  Mason’s  four  patients®  was  65.  The 
victims  are  usually  healthy  males  engaged 
in  strenuous  labor.  They  experience  sud- 
den, excruciating  abdominal  pain  followed 
by  nausea  and  vomiting.  The  pain  subsides 
quickly,  so  many  victims  resume  work  for 
a few  hours.  Almost  none  seek  medical  as- 
sistance for  several  hours,  until  peritoneal 
irritation  makes  their  pain  unbearable. 

We  feel  that  our  case  is  almost  certainly 
an  example  of  small-bowel  perforation 
caused  by  the  combination  of  adhesions 
and  muscular  effort  producing  a sudden 
increase  in  intra-abdominal  pressure.  Al- 
though the  possibility  of  the  corn  kernels 
serving  as  foreign  bodies  can  be  raised, 
this  is  highly  unlikely.  Adhesions  and  mus- 
cular effort  are  mentioned  as  etiological 
factors  in  most  articles  on  small-bowel  per- 
forations, but  there  are  few  reported  cases 
which  do  not  have  other  causative  factors 
involved. 

Markowitz'^  reported  27  cases  of  less 
common  causes  of  perforations,  including 
foreign  body,  tuberculosis,  ulcerative  coli- 
tis, lymphoma,  regional  enteritis,  diverti- 
culum, steroids,  and  carcinoma.  He  report- 
ed no  instances  of  perforation  caused  by 
adhesions. 

Gremmel  and  Thum®  reviewed  46  pa- 
tients with  small-bowel  perforations  from 
various  causes,  none  of  which  were  related 
to  adhesions  or  muscular  effort.  In  contrast 
to  Markowitz,  who  had  one  such  case,  they 
found  no  idiopathic  perforations. 

In  1937,  Wilensky  and  Kaufman'^  collect- 
ed 42  cases,  mostly  from  the  19th  century, 
of  perforations  secondary  to  muscular  ef- 
fort. They  theorized  that  the  presence  of 
an  inguinal  hernia  predisposed  these  to 


rupture.  However,  as  details  were  seldom 
available  from  those  cases,  most  of  their 
review  and  their  assumptions  should  prob- 
ably be  disregarded. 

While  reviewing  50  cases  of  spontaneous 
small-bowel  rupture  which  could  not  be 
attributed  to  any  pre-existing  local  patho- 
logical factor.  Mason®  found  only  four  per- 
forations which  were  not  associated  with 
hernia  and  bowel  injury  on  the  antimesen- 
teric  border.  He  suggested  that  these  four 
could  have  been  caused  by  adhesions,  and 
reported  two  other  cases  which  were  not 
caused  by  hernia  or  adhesions,  or  both. 

Eiss  and  Chuapoco^  reported  a case  of  a 
spontaneously  perforated  jejunum  without 
evidence  of  local  pathological  changes. 
After  an  extensive  review  of  the  literature, 
they  found  only  one  other,  reported  by 
Markowitz,^  which  they  would  accept  as  a 
true  spontaneous  rupture  of  the  small 
bowel.  They  excluded  perforations  occur- 
ring with  muscular  effort,  and  those  related 
to  adhesions  and  hernias.  Their  case,  how- 
ever, probably  was  not  truly  spontaneous, 
as  the  patient  certainly  had  many  adhe- 
sions after  having  a perforated  duodenal 
ulcer  repaired  and  a subtotal  gastrectomy 
and  cholecystectomy  performed  after  her 
ulcer  recurred.  Moreover,  there  was  no 
mention  of  heractivity  atthetimeof  the 
catastrophe. 

Though  Farooki^  lists  undue  strain  and 
adhesions  as  common  causes  of  spontane- 
ous small  intestinal  (excluding  duodenal) 
perforation,  none  of  his  22  reported  cases 
were  attributed  to  either  cause.  He  did  list 
fourcasesas  being dueto unknown  causes 
but  gave  no  details  about  them. 

Rose  and  Fowler®  reported  six  cases  of 
spontaneous  small  bowel  perforations,  two 
of  which  occurred  in  grossly  normal  small 
bowel.  They  speculated  that  the  perfora- 
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tions  were  secondary  to  primary  nonspe- 
cific ulcers  of  the  small  intestine. 

There  seems  to  be  general  agreement 
that  small-bowel  perforations  can  be  caus- 
ed by  adhesions  and  strenuous  labor; 
nevertheless,  we  found  a paucity  of  report- 
ed cases  which  could  be  attributed  to  these 
causes  with  a good  degree  of  confidence. 
There  were  a few  other  cases  with  obscure 
causes,  and  they  conceivably  could  have 
been  the  result  of  one  or  both  of  these  fac- 
tors. With  this  report,  the  number  of  report- 
ed cases  of  small-bowel  perforations  sec- 
ondary to  adhesions  and  muscular  effort 
amounts  to  six  as  far  as  we  can  determine. 
Five  reported  cases  are  currently  unex- 
plained. 


Summary 

A case  of  small-intestine  perforation,  most 
probably  related  to  the  combination  of  ad- 
hesions and  muscular  effort,  is  presented. 
A review  of  the  literature  is  presented.  Af- 
ter critical  consideration,  only  five  other 
reported  cases  which  could  be  related  to 
these  factors  with  confidence  were  found. 
Five  other  cases  of  small-bowel  perfora- 
tions with  no  obvious  cause  were  found  in 
the  literature. 

References 

1.  Eiss  S,  Chuapoco  CS:  Spontaneous  perforation  of 
the  jejunum  without  local  pathologic  change.  Report  of 
a case.  J Int  Coll  Surg  39:121-125,  1963. 

2.  Farooki  MA:  Spontaneous  perforation  and  rupture 
of  the  abdominal  viscera.  Int  Surg  57:957-960,  1972. 

3.  Gremmel  H,  Thum  HJ:  Small  intestinal  perforation. 
Zntrlbl  F Chir  F 84:1185-1198,  1958. 

4.  Markowtiz  AM:  The  less  common  perforations  of 
the  small  bowel.  Ann  Surg  152:240-257,  1960. 

5.  Mason  LW:  Spontaneous  rupture  of  small  bowel. 

J Int  Coll  Surg  24:350-354,  1955. 

6.  Rose  TF,  Fowler  NA:  Spontaneous  perforation  of 
the  small  bowel:  a description  of  six  unusual  cases. 

Med  J Australia  2:393-395,  1957. 

7.  Wilensky  AO,  Kaufman  PA:  Subparietal  rupture  of 
the  intestine  due  to  muscular  effort;  a complication  of 
hernia.  Ann  Surg  106:373-393,  1937. 


Dr.  Oswalt,  Chief  General  Surgery  Resident, 
Bexar  County  Hospital,  4502  Medical  Drive,  San 
Antonio,  TX  78284. 

Dr.  Cruz,  Professor  of  Surgery,  University  of 
Texas  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284. 
Reprint  requests  to  Dr.  Cruz. 


TEXAS  MEDICINE 


The  changing  profile 
of  medical  education  in  Texas 


G.  V.  Brindley,  Jr.,  MD 

Many  facets  of  medical  education  are 
changing  dramatically.  There  was  a great 
resurgence  of  interest  in  and  financial  sup- 
port of  biomedical  research  after  World  War 
II.  Federal  grants  to  medical  schools  for  re- 
search were  allocated  in  increasing 
amounts  until  they  constituted  up  to  a third 
of  the  income  of  some  schools.  This  re- 
search resulted  in  many  important  discov- 
eries and  refinements  in  the  annals  of  sci- 
ence. Duringthis  “golden  era,’’  capitation 
and  construction  funds  were  relatively 
available,  with  few  governmental  restraints. 

This  was  the  dramatic  period  of  sensa- 
tional attainment  and  forecasts  of  immi- 
nent solutions  of  most  of  the  problems  of 
health.  Eager  young  students  sought  ca- 
reers in  the  exciting  specialties,  and  the 
numbers  of  graduating  students  entering 
primary  care  diminished.  Also,  most  of 
these  new  physicians  elected  to  live  in 
affluent  urban  communities.  Several  fed- 
eral and  state  studies  indicated  the  need 
for  additional  medical  schools  and  the  ex- 
pansion of  existing  schools.  Availability  of 
federal  funds  became  partially  contingent 
upon  this  expansion. 

Rapid  escalation  of  social  welfare  pro- 
grams, changing  national  goals  and  priori- 
ties, and  increasing  bureaucratic  regimen- 
tation and  control  have  resulted  in  a vastly 
different  medical  education  model.  Per- 
haps, in  this  era  that  constantly  demands 
instant  results,  too  much  was  anticipated 
from  biomedical  research.  Research  funds 
have  been  drastically  reduced,  seriously 
handicappingour  medical  schools.  With 
unwarranted  haste,  medical  schools  were 
ordered  to  graduate  more  students,  in  less 
time,  with  controlled  undergraduate  and 
graduate  curricula  responsive  to  social 
demands,  and  to  involve  students,  con- 
sumers, and  government  in  the  entire 
mechanism. 


Let  us  take  a look  at  medical  education 
in  Texas.  The  Coordinating  Board,  Texas 
College  and  University  System,  made  two 
intensive  studies  of  medical  education  in 
Texas.  At  the  time  of  the  first  study,  in 
1968,  Texas  had  four  schools  of  medicine 
with  an  entering  enrollment  of  408  stu- 
dents. That  year,  321  students  were  grad- 
uated from  these  institutions.  State  ap- 
propriations to  support  operating  expenses 
of  the  public  medical  schools  and  health 
science  centers  were  slightly  over  $46.3 
million.  Records  reveal  there  were  1 1,463 
physicians  practicing  in  Texas  in  1968,  a 
ratio  of  1 physician  per  968  of  population. 
Major  recommendations  of  the  Coordinat- 
ing Board  at  that  time  were:  increased  en- 
rollment in  The  University  of  Texas  medi- 
cal schools,  a new  University  of  Texas 
medical  school  in  Houston,  a new  medical 
school  atTexas  Tech  University,  and  sub- 
sidization by  the  state  for  each  Texas  resi- 
dent enrolled  as  a student  at  Baylor  Col- 
lege of  Medicine. 

An  extensive  second  study  of  medical 
education  was  completed  in  October  1974. 
Significant  recommendations  made  at  that 
timie  included  thefollowing: 

“The  State  of  Texas  will  be  able  to  meet 
current  demands  for  medical  and  dental 
manpower  if  trends  of  the  past  six  years 
continue,  and  if  the  present  approved  med- 
ical and  dental  schools  are  expanded  to 
their  currently  approved  optimum  capaci- 
ties. Therefore,  no  new  medical  or  dental 
schools  are  recommended  atthis  time. 

“Medical  education,  undergraduate  and 
graduate,  should  be  planned  to  decrease 
significantly  dependence  upon  foreign 
medical  schools  for  provision  of  health 
care  within  the  State  of  Texas. 

“Increased  State  of  Texas  support  is 
recommended  to  continue  augmentation 
of  primary  care  education  in  all  Texas  med- 
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ical  schools  for  undergraduate  medical 
students,  and  resident  physicians  in  hos- 
pitals and  in  other  clinical  facilities. 

“The  State  of  Texas  should  provide  im- 
mediate fundingfor  House  Bill  683,  the 
State  Rural  Medical  Education  Act,  passed 
by  the  63rd  Legislature. 

“Other  funds  should  be  made  available 
fortuition  and/or  scholarships  for  stu- 
dents from  areas  \A/ithout  adequate  medi- 
cal and  dental  professionals  who  will  agree 
to  return  to  practice  in  places  of  health 
care  shortage. 

“Financial  and  other  incentives  should 
be  considered  for  physicians  and  dentists, 
recently  graduated  from  medical  and  den- 
tal schools,  who  will  agree  to  practice  in 
underserved  central  cities  or  rural  areas. 

“Increased  numbers  of  applicants  to 
medical  and  dental  schools  should  be  ac- 
tively stimulated  from  well  prepared  wom- 
en and  minority  group  members. 

“Probability  of  minority  students  and 
those  from  smaller  community  high  schools 
successfully  meetingthe  academic  and 
emotional  demands  of  rigorous  medical 


and  dental  education  programs  should  be 
increased  by  instructional  techniques  and 
support  services  to  accommodate  different 
rates  of  learning,  increase  reading  and 
study  skills,  and  overcome  deficiencies  in 
academic  preparation. 

“Student  loan  programs  and  increased 
financial  assistance  in  the  form  of  scholar- 
ships and  fellowships  should  be  made 
available  to  needy  minority  group  medical 
and  dental  students. 

“The  State  of  Texas  should  establish  a 
sustained  level  of  fiscal  support  for  medi- 
cal and  dental  education,  including  costs 
of  research,  clinical  training,  teaching  hos- 
pital differentials,  administration  and  plan- 
ning and  production  of  staff  programs  of 
continuing  education  for  health  practi- 
tioners. 

“Educational  components  of  teaching 
hospitals,  rural  and  urban,  viewed  as  state 
training  resources,  should  befinanced  by 
state  funding,  taking  into  account  the  dif- 
ferential cost  in  health  care  when  hospitals 
are  utilized  for  medical  and  dental  educa- 
tion functions.” 


1.  Freshman  class  sizes  of  medical  and  osteopathic  schools  in  Texas,  1963-1975. 


School  1963 

1964 

1965 

1966 

1967 

1968 

1%9 

1970 

1971 

1972 

1973 

1974 

1975 

Baylor  84 

84 

84 

84 

84 

84 

92 

124 

144 

168 

168 

168 

168 

Texas  College 
of  Osteopathic 
Medicine  — 

20 

32 

51 

54 

60 

72 

Texas  Tech  — 

— 

— 

— 

— 

— 

— 

— 

— 

36 

38 

40 

40 

University  of 

Texas: 

Dallas  100 

100 

100 

106* 

109* 

105 

107 

113* 

122 

128 

152 

200 

202 

Galveston  154 

152 

155 

162* 

164* 

163 

168 

177* 

175 

204 

205 

205 

203 

Houston  — 

— 

— 

— 

— 

— 

— 

19t 

32 

49 

48 

52 

63 

San  Antonio  — 

— 

— 

15t 

7t 

56 

104 

105 

113 

116 

122 

122 

128 

Total  338 

336 

339 

352 

357 

408 

471 

539 

618 

752 

787 

847 

876 

No. 

Increase 

-2 

3 

13 

5 

51 

63 

68 

79 

134 

35 

60 

29 

% Increase 

-0.59 

0.89 

3.83 

142 

14.29 

15.44 

14.44 

14.66 

21.68 

4.65 

7.62 

3.42 

Total  No.  Increase  538 
Total  % Increase  159.17 


Includes  repeaters  and  transfers. 

^Includes  students  from  San  Antonio  in  1966  and  1967,  and  from  Houston  in  1970. 
t Counted  in  other  schools'  totals. 

Source:  Staff  of  Coordinating  Board,  Texas  College  and  University  System,  based  on  figures  from  each  school. 
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By  1975  the  medical  education  struc- 
ture had  changed  considerably.  The  num- 
ber of  medical  schools  in  operation  had  in- 
creased to  six,  with  the  addition  of  Texas 
Tech  University  School  of  Medicine  and 
The  University  of  Texas  Medical  School  at 
Houston.  By  this  time  also,  the  Texas 
A&M/Baylor  College  of  Medicine  Medical 
School,  was  under  development.  The  Texas 
College  of  Osteopathic  Medicine  became 
a state-supported  institution  by  a merger 


2.  Projections  of  freshman  class  sizes  of  the 
medical  and  osteopathic  schools  in  Texas,  1976- 
1980. 


School 

1976 

1977 

1978 

1979 

1980 

Baylor 

168 

168 

168 

168 

168 

Texas  A&M -Baylor 

32 

32 

32 

32 

Texas  College  of 

Osteopathic  Medicine 

72 

72 

72 

72 

112“ 

Texas  Tech 

40 

40 

100 

125 

125 

University  of  Texas: 

Dallas 

200 

200 

200 

200 

200 

Galveston 

203 

203 

203 

203 

203 

Houston 

100 

100 

100 

100 

200 

San  Antonio 

128 

128 

200t 

200t 

200t 

Total 

911 

943 

1,075 

1,100 

1,240 

“Reaching  the  projected  112  in  its  entering  class  will  be 
dependent  upon  completion  of  a basic  health  sciences 
building  on  TCOM's  Fort  Worth  campus. 

+ To  reach  its  estimated  goal  of  200  entering  students, 
San  Antonio  needs  an  additional  400,000  sq.  ft. 

Source:  Staff  of  Coordinating  Board,  Texas  College  and 
University  System,  based  on  projected  figures  from  each 
school. 


with  North  Texas  State  University. 

Entering  class  enrollment  in  Texas  medi- 
cal schools  for  the  1975-76  academic  year 
rose  by  more  than  115%,  from  408  in 
1968  to  876  in  1975  (Figs  1 and  2).  This 
year,  749  graduates  are  expected  to  re- 
ceive the  MDor  DO  degree,  428  more  than 
in  1968,  for  an  increase  of  133%.  Be- 
tween 1972  and  1980,  Texas  medical 
schools  will  have  graduated  6,443  new 
physicians,  a numberalmost equaltothe 


4.  Physicians  licensed  to  practice  in  Texas, 
1968-1975. 


Year 

MD's 

Texas 

Schools 

MD's 

Out-of-State 

Schools* 

DO'S 

Foreign 

MD's 

Total 

1968 

316 

350 

47 

148 

861 

1969 

289 

489 

47 

158 

983 

1970 

341 

452 

55 

167 

1,015 

1971 

311 

516 

43 

215 

1,085 

1972 

302 

612 

45 

207 

1,166 

1973 

441 

685 

41 

282 

1,449 

1974 

536 

620 

64 

370 

1,590 

1975 

516 

712 

60 

487 

1,775 

Total 

3,052 

4,436 

402 

2,034 

9,924 

•These 

figures  include  graduates 

of 

out-of-state 

medical 

schools  who  obtain  Texas  license  either  by  examination  or 
reciprocity. 

Source:  Texas  State  Board  of  Mediccal  Examiners. 


3.  Physicians  graduated  from  Texas  medical  and  osteopathic  schools,  1966-1975. 


School 

1966 

1967 

1968 

1969 

1970 

1971 

1972* 

1973 

1974 

1975 

1976 

Baylor 

83 

79 

85 

85 

88 

89 

« 

CO 

111 

226t 

133 

176 

Texas  College  of 

Osteopathic  Medicine 

— 

— 

— 

— 

— 

— 

— 

— 

18 

25 

48 

Texas  Tech 

— 

— 

— 

— 

— 

— 

— 

— 

24 

41 

42 

University  of  Texas: 

Dallas 

83 

95 

97 

% 

107 

109 

102 

114 

112 

132 

138 

Galveston 

119 

150 

139 

138 

148 

133 

150 

165 

190 

172 

186 

Houston 

— 











— 

52t 

42 

49 

San  Antonio 

— 

— 

— 

— 

33 

30 

71 

101 

96 

110 

121 

Total 

285 

324 

321 

319 

376 

361 

406 

491 

718 

655 

760 

♦Plus  one  awarded  posthumously. 

t Includes  47  graduates  in  September  1973;  34  in  December  1973;  145  in  May  1974. 
* Includes  22  graduates  in  December  1973;  30  in  June  1974. 

Source:  Staff  of  Coordinating  Board,  Texas  College  and  University  System. 
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total  number  of  Texas  graduates  in  Texas 
priorto  Dec31,  1972.*  (Fig3  shows  num- 
ber of  Texas  graduates  from  1966  through 
1975.)  Furthermore,  the  state  licensed 
1,775  newdoctors  in  1975  (Fig4). 

Appropriations  for  the  support  of  Texas 
public  medical  schools  and  health  related 
units  increased  $248.8  million  over  1968 
appropriations,  an  increase  of  nearly 
450%.  In  addition,  large  capital  outlays 
have  been  required  for  developing  medical 
school  facilities.  For  example,  the  legisla- 
ture authorized  Texas  Tech  University  to 
sell  $35  million  worth  of  tuition  revenue 
bonds  to  construct  and  equip  the  Texas 
Tech  University  School  of  Medicine.  In  ad- 
dition, forthe  Regional  Area  Flealth  Educa- 
tion Centers  in  Amarillo  and  El  Paso,  the 
legislature  has  appropriated  $3.4  million. 
Planning  funds  were  appropriated  for  an- 
other center  in  the  Permian  Basin  area. 
Also,  to  reach  its  estimated  goal  of  200 
entering  students.  The  University  of  Texas 
Medical  School  at  San  Antonio  requires 
additional  space.  On  July  9,  the  UT  Re- 
gents approved  a $10.7  million  construc- 
tion project  to  expand  The  University  of 
Texas  at  San  Antonio  Flealth  Science  Cen- 
ter to  accommodate  an  entering  class  of 
200  medical  students.  The  Texas  College 
of  Osteopathic  Medicine  will  need  addi- 
tional space  appropriations  for  a basic 
health  sciences  building  on  its  Fort  Worth 
campus  before  it  can  increase  its  enroll- 
ment to  1 12,  as  was  projected  at  the  time 
of  its  merger  with  North  Texas  State 
University. 

A medical  education  program  will  be  ini- 
tiated in  January  1977  by  Texas  A&M  Uni- 
versity, in  conjunction  with  Baylor  College 
of  Medicine  and  the  Veterans  Administra- 


*As of  Dec  31,  1972,  there  were  10,268  grad- 
uates of  Texas  medical  schools  practicing  in  the 
US.  Of  these,  6,952  (67.7%)  were  in  Texas. 


tion,  to  accept  32  students  at  the  junior 
level  as  first-year  medical  students.  Ex- 
pansion of  the  program  will  take  place  as 
needed  and  practicable.  Ffowever,  federal 
funds  allotted  to  the  program  will  decrease 
on  a sliding  scale  duringthe  next  seven 
years,  necessitating  increased  state  ex- 
penditures. In  addition,  to  ensure  further 
that  an  adequate  number  of  Texas  physi- 
cians enter  practice  each  year,  Baylor 
College  of  Medicine  is  provided  with  state 
subsidies  of  approximately  $22,300  per 
Texas  resident  student.  In  fiscal  year  1976 
these  Texas  students  numbered  445,  and 
their  state  appropriation  was  $9.7  million. 

In  1974  there  were  13,792  practicing 
physicians  in  Texas,  thus  improvingthe 
physician/population  ratio  to  1:873.  This 
ratio  should  be  further  improved  substan- 
tially if  currently  projected  expansions  of 
Texas  medical  schools  can  be  achieved 
through  increased  state  appropriations, 
particularly  for  capital  outlay  in  building 
programs. 

In  orderto  retain  our  medical  school 
graduates  in  Texas  and  to  help  ensure  a 
future  supply  of  physicians  we  must  pro- 
vide an  increased  number  of  graduate 
training  positions.  In  recent  years,  Texas 
has  not  been  able  to  make  available  as 
many  first-year  graduate  training  positions 
as  there  were  Texas  graduates.  In  1973, 
471  first-year  residencies  were  offered, 
compared  with  491  Texas  MD  graduates. 
The  picture  did  not  improve  in  1975,  when 
639  first-year  residencies  were  offered  for 
630  graduates.  In  1976,  741  first-year 
training  positions  were  available  for  712 
MD  graduates.  There  is  an  acute  shortage 
of  first-year  positions  in  family  practice 
programs.  While  medical  school  graduates 
have  shown  increasing  interest  in  family 
practice,  these  training  programs  have  not 
expanded  sufficiently  to  meet  the  demand. 
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The  Texas  Medical  Association’s  ad  hoc 
committee  on  funding  residencies  has 
been  conductingan  in-depth  study  on  the 
shortage  of  residencies  in  Texas  and  has 
recommended  a significant  increase  in  the 
number  of  training  programs  in  family 
practice.  The  committee  expects  to  make 
specific  recommendations  in  September. 
New  ones  are  under  development  at  Wichi- 
ta Falls,  Corsicana,  Port  Arthur,  Beaumont, 
Conroe,  Rosenberg,  and  Richmond.  In  his 
Special  Report  on  Graduate  Education  to 
The  University  of  Texas  System,  Dr.  Ed- 
ward N.  Brandt,  Jr.,  Dean  of  Medicine,  The 
University  of  Texas  Medical  Branch  at  Gal- 
veston, estimated  that  by  1985,  Texas 
should  have 300  first-year  (900  total)  posi- 
tions in  family  medicine  and  400  first-year 
(1,200  total)  positions  in  the  other  primary 
care  fields  of  pediatrics,  internal  medicine, 
and  obstetrics/gynecology.  To  reach  this 
goal  will  require  the  creation  of  220  new 
first-year  (660  total)  positions  in  family 
medicine  and  110  newfirst-year  (330  to- 
tal) positions  in  the  other  primary  care 
fields. 

The  State  of  Texas  does  not  provide  any 
direct  financial  support  for  graduate  train- 
ing programs,  and  nine  of  the  current  pro- 
grams have  annual  HEW  training  grants 
thatwill  expire  in  the  next  two  to  three 
years.  As  the  number  of  medical  school 
graduates  increases,  as  is  projected  for  the 
next  few  years,  it  may  become  increasingly 
necessary  for  T exas  graduates  to  leave  the 
state  for  their  graduate  training  unless 
some  means  are  found  to  fund  at  least  the 
educational  component  of  residencies.  By 
1981,  more  than  170  additional  first-year 
graduate  training  positions  will  be  needed 
if  we  are  simply  to  be  able  to  offer  each 
graduate  one  position.  If  these  efforts  are 
fully  funded  by  1980,  nearly  1,000  physi- 
cians should  be  graduated  annually,  with 


an  even  greater  number  entering  our  medi- 
cal schools. 

The  crucial  needs  at  this  time  seem  to 
be  adequate  funding  of  our  existing  medi- 
cal schools,  particularly  for  new  construc- 
tion to  permit  expansion  of  entering 
classes,  and  state  financial  support  for  the 
educational  component  of  graduatetrain- 
ing  programs,  especially  in  the  primary 
care  specialties.  All  of  the  studies  I have 
seen  make  it  clear  that  we  do  not  need,  and 
cannot  afford,  any  more  medical  schools 
at  this  time  or  in  the  immediately  foresee- 
able future. 

Dr.  Brindley,  Scott  and  White  Clinic,  Temple,  TX 
76501. 
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Suppressor  T cells 
and  autoimmune  disease 

Frank  M.  Orson,  BA 


Recent  research  has  demonstrated  a prom- 
inent regulatory  role  for  suppressor! 
cells  in  the  control  of  immune  responses. 

In  some  experimental  models  of  autoim- 
mune disease,  dysfunction  of  these!  cells 
has  been  implicated  as  an  etiologic  factor. 
In  New  Zealand  black  and  New  Zealand 
black/white  mice,  declining  levels  of  sup- 
pressor ! cells,  as  measured  by  graft 
versus  host  reactions,  is  associated  with 
increasing  manifestations  of  autoimmune 
phenomena.  !his  has  important  pathophy- 
siological and  therapeutic  implications  for 
human  autoimmune  disease. 

!he  immune  system  has  been  deservedly 
recognized  as  a complex  interaction  of 
multiple  factors  and  processes  which  serve 
to  protect  the  body  from  invasion  by  bac- 
teria, fungi,  viruses,  neoplastic  cells,  and 
other  foreign  matter.  !o  prevent  injury  to 
the  body  itself  from  the  destructive  pro- 
cesses used  to  achieve  this  end,  the  im- 
mune system  clearly  must  be  able  to  dis- 
tinguish between  that  which  is  foreign  and 
that  which  is  not.  For  example,  in  a trans- 
fusion reaction,  human  erythrocytes  are 
recognized  and  rejected  by  the  antibodies 
of  a person  whose  blood  type  is  different 
from  that  of  the  donor.  Yet  his  own  erythro- 
cytes normally  remain  undamaged  even 
though  they  differ  from  the  destroyed  cells 
only  by  surface  macromolecules  having  as 
little  as  a single  different  carbohydrate 
moiety  in  the  ABO  system.  As  an  example 
requiring  cellular  recognition,  immunosup- 
pression of  a kidney  transplant  recipient  is 
necessary  despite  the  tests  performed  to 
match  as  closely  as  possiblethe  histocom- 
patibility antigens  of  the  donor  and  recip- 
ient. Some  transplants  are  successful  with 
these  precautions  and  treatments,  but  in 
other  cases,  the  immune  system  destroys 
this  physiologically  necessary  organ  be- 
cause of  minor  histocompatibility  differ- 


ences present  on  the  cell  surfaces.  !here 
have  been  numerous  theories  postulated 
to  explain  the  mechanism  of  this  rejection 
of  foreign  antigens  and  the  simultaneous 
tolerance  of  self-antigens,  which  are  mole- 
cules capable  of  inducingan  immune  re- 
sponse in  a different  host.  !hese  range 
from  the  clonal  deletion  theory  of  Burnet 
and  Fenner^  proposing  that  cells  capable 
of  responding  to  self-antigens  were  elim- 
inated during  fetal  life,  to  more  recent 
ideas  proposing  that  competence  to  re- 
spond is  always  present  but  is  actively  and 
continuously  inhibited  under  normal  cir- 
cumstances by  regulatory  functions  of  the 
immune  system. Although  the  active 
suppression  theory  has  been  recently  in 
vogue,  other  data  indicate  possible  irrever- 
sible suppression  (actually,  or  effectively, 
deletion  of  the  responding  cells)  for  at 
least  some  part  of  the  virtually  limitless 
antigenic  spectrum  faced  by  the  immune 
system.^  In  any  case,  an  adequate  theory 
must  be  able  to  accomodate  the  fact  that 
this  system  of  self-tolerance  does  not  al- 
ways function  perfectly,  perhaps  secondary 
to  a viral  mechanism,  so  that  response  to 
some  self-antigens  does  occasionally  take 
place,  giving  rise  to  what  is  now  called 
autoimmune  disease  (Fig  1). 

Pathophysiology  of  Autoimmune  Disease 

!he  pathophysiology  of  autoimmune  dis- 
ease may  be  divided  simply  into  its  physi- 
ology (that  of  the  normal  immune  system) 
and  its  pathology  (that  abnormal  process 
allowing  the  system  to  respond  to  anti- 
gens ordinarily  unrecognized,  those  of  the 
host  organism  itself).  !hus,  abnormal  im- 
mune responses  may  be  classified  identi- 
cally to  normal  responses,  as  humoral  or 
cell-mediated.  !herearetwo  basic  cate- 
gories of  immune  cells:  bonemarrow- 
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derived  cells  (B  cells)  and  thymus-derived 
cells  (T  cells).  Classically,  the  former  are 
responsible  for  antibody  production  and 
the  latter  for  cell-mediated  response,  but 
it  is  now  well  known  that!  cells  have  a 
complex  regulatory  function  affecting  both 
classes  of  immune  response.  In  particular, 
helping  functions  which  boost  responses 
and  suppressor  functions  preventing  initia- 
tion or  proliferation  of  responses  have 
been  well  described.®  Accumulating  evi- 
dence indicates  that  for  at  least  a portion 
of  autoimmune  diseases,  the  pathological 
process  may  be  based  on  defects  in  this 
regulatory  function  of  T cells. 

Considering  first  the  humoral  half  of 
the  immune  system,  antibodies  to  self 
antigens  can  be  detected  easily  in  a per- 
centage of  the  general  population.  How- 


1.  Postulated  autoimmune  diseases  of  man 
(partial  list). 

Idiopathic  acquired  hemolytic  anemia 
Idiopathic  thrombocytopenic  purpura 
Hashimoto's  thyroiditis 
Idiopathic  hypoadrenalism 
Goodpasture's  syndrome 
Multiple  sclerosis 
Primary  biliary  cirrhosis 
Systemic  lupus  erythematosus 
Sjogren's  disease 
Rheumatoid  arthritis 
Ulcerative  colitis 
Pernicious  anemia 


2.  Selected  autoantibodies  detected  in  systemic 
lupus  erythematosus. 

Anti-DNA-nucleoprotein  antibodies 
Rheumatoid  factor 
IgM  cryoglobulins 
Antithyroglobulin  antibody 
Antithrombin  antibody 
Antierythrocyte  antibodies 
Antiplatelet  antibodies 
Antileukocyte  antibodies 


ever,  the  presence  of  these  antibodies  to 
self  does  not  always  imply  disease  in  the 
clinical  setting.  For  example,  in  one  series, 
16%  of  clinically  normal  people  had  de- 
tectable serum  levels  of  antinuclear  anti- 
body (ANA),®  the  presence  of  which  in 
systemic  lupus  erythematosus  (SLE)  is 
thought  to  cause  one  of  the  most  serious 
manifestations  of  that  disease,  lupus  ne- 
phritis. In  the  case  of  SLE,  antibodies  have 
specificity  for  DNA  which  is  present  in  the 
circulation  due  to  cell  lysis  of  uncertain 
cause.  The  antibodies  bind  to  fragments  of 
DNA  in  the  plasma,  and  these  antigen- 
antibody  complexes  are  filtered  by  the 
kidney.  Since  their  size  is  relatively  large, 
they  become  trapped  in  the  basement 
membranes  of  the  glomerular  cells.  Trap- 
ped immune  complexes  then  fix  the  pro- 
teins of  the  complement  system  which 
produce  chemotactic  and  inflammatory 
agents.  The  resulting  inflammation  dam- 
ages the  glomerulus,  an  innocent  bystand- 
er in  the  inflammatory  reaction.  Although 
this  damage  is  probably  the  most  danger- 
ous in  the  SLE  syndrome,  there  are  many 
other  antibodies  produced  which  are  di- 
rected against  self-antigens  in  SLE  (Fig  2). 
Some  of  these  are  directed  against  cell 
surface  antigens  which  may  produce  clini- 
cal abnormalities  as  a direct  result  of  their 
specificity  (for  example,  antierythrocyte 
antibodies  may  cause  autoimmune  hemo- 
lytic anemia). 

Some  other  autoimmune  diseases  also 
result  directly  from  the  specificity  of  the 
immune  response  for  self-antigens,  such 
as  Hashimoto’s  thyroiditis,  pernicious 
anemia,  and  Goodpasture’s  syndrome. 
Goodpasture’s  syndrome  is  a disease  with 
both  renal  and  pulmonary  manifestations.'^ 
These  manifestations  are  pathophysiologi- 
cally  related  because  the  lung  lesion,  which 
precedes  the  renal  complications,  sensi- 
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tizes  the  immune  system  by  acting  as  an 
antigen  that  cross-reacts  with  a glomeru- 
lar basement  membrane  antigen.®  When 
sufficient  quantities  of  antibody  are  bound, 
complement  is  fixed  and  the  inflammatory 
cycle  characteristic  of  complement-medi- 
ated immune  processes  is  initiated:  direct 
damagefrom  the  components  of  comple- 
ment ensues  while  split  products  of  the 
binding  sequence,  especially  of  C3  and 
C5,  act  as  vasoactive  and  chemotactic 
agents  for  granulocytes  and  macrophages 
which  infiltrate  the  tissue  to  complete  the 
acute  inflammatory  process.® 

Analysis  of  these  complement-mediated 
lesions  in  the  kidney  has  produced  a 
means  of  distinguishing  the  one  caused  by 
antigen-antibody  complexes  from  that  due 
to  specific  antibody  by  immune  fluores- 
cence staining.!®  Antibodies  are  raised  in 
the  rabbit  against  human  immunoglobu- 
lin, and  then  linked  to  a fluorescent  moiety 
such  as  fluorescein  ortetramethylrhoda- 
mine.  When  tissue  slices  are  exposed  to 
this  antiserum,  the  antibodies  are  bound 
wherever  autologous  immunoglobulins  are 
present  in  the  tissue.  In  the  case  of  the 
complexes,  the  fluorescent  picture  is  one 
of  discrete  accumulations  alongthe  base- 
ment membrane,  described  as  “lumpy- 
bumpy.”  When  antigen  specificity  is  pres- 
ent, however,  a smooth  linear  deposition 
of  immunoglobulin  is  indicated  alongthe 
inner  surface  of  the  glomerular  basement 
membrane.  The  end  result  of  either  pro- 
cess ischronic  glomerulonephritis  termi- 
nating in  renal  failure. 

Cell-mediated  immune  responses  have 
not  been  clearly  implicated  as  a cause  of 
human  autoimmune  disease.  However,  the 
pathology  of  several  diseases,  including 
Hashimoto’s  thyroiditis,  idiopathic  hypo- 
adrenalism,  and  idiopathic  hypopara- 
thyroidism characteristically  includes  a 


lymphocytic  infiltrate  which  is  consistent 
with  a cell-mediated  process.  Cell-mediated 
immunity  exists  to  thyroid  and  adrenal 
antigens  in  these  syndromes,!!  and  the 
clinical  severity  of  the  disease  does  not 
correlate  well  with  the  levels  of  autoanti- 
bodies present  in  the  serum.  There  is  some 
evidence  of  a role  for  cell-mediated  immun- 
ity in  Goodpasture’s  syndrome  as  well,!- 
although  the  level  of  autoantibody  to  the 
glomerular  basement  membrane  antigens 
is  more  closely  associated  with  the  clinical 
state  than  in  the  other  three  syndromes. 

In  animals,  however,  some  experiment- 
ally induced  diseases  are  clearly  a result 
of  cell-mediated  immunity.  Experimental 
allergic  encephalomyelitis,  a disease  re- 
sembling both  acute  disseminated  enceph- 
alomyelitis and  multiple  sclerosis,  can 
be  produced  by  injecting  emulsified  tissue 
from  the  central  nervous  system  into  an 
animal.!®  The  resulting  histopathology,  a 
mononuclear  infiltrate  around  the  venules 
and  small  veins  of  the  brain  and  spinal 
cord,  is  similarto  that  typical  of  delayed 
hypersensitivity  reaction  (a  purely  cell- 
mediated  phenomenon).  Furthermore,  this 
disease  can  be  transferred  between  ani- 
mals of  the  same  strain  by  lymph  node  cell 
injection,  but  not  by  serum  injection.  Auto- 
antibodies to  CNS  tissue  are  present,  but 
by  themselves  they  cannot  cause  the  dis- 
ease; in  fact,  they  may  be  somewhat  pro- 
tective by  inhibiting  cellular  recognition  of 
the  CNS  antigens  by  covering  them  with 
immunoglobulin  molecules.  The  end  result 
of  this  cell-mediated  immune  process,  as 
in  multiple  sclerosis,  is  paralysis,  often 
leadingto  death. 

Animal  models  in  which  to  study  dis- 
eases (Fig  3)  are  obviously  of  great  bene- 
fit in  the  progress  toward  understanding 
the  pathophysiology  and  therapy  of  human 
disease.  In  New  Zealand,  an  inbred  strain 
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of  mice  characterized  by  a premature  mor- 
tality from  anemia,  hepatosplenomegaly, 
and  jaundice,  was  developed  for  cancer 
research.  This  strain,  the  New  Zealand 
black  (NZb),  had  autoimmune  hemolytic 
anemia, ^^and  thus  became  the  first 
known  experimental  animal  to  spontane- 
ously develop  an  autoimmune  disease. 
Furthermore,  hybrids  of  NZb  mice  with 
mice  of  other  strains  exhibit  a wide  variety 
of  autoimmune  phenomena,  some  with 
characteristics  similartothose  of  the  NZb 
strain,  but  others  with  potentially  quite 
useful  differences  in  the  autoimmune  pro- 
cesses. The  offspring  of  NZb  and  NZw 
(white)  mice,  abbreviated  NZb/w,  for  ex- 
ample, develop  a syndrome  similarto  that 
of  lupus  nephritis,  culminating  in  florid 
renal  failure. The  life  histories  and  im- 
munopathology  of  these  experimental  ani- 
mals has  been  well  described^^  and  exten- 
sively investigated. 

Regulatory  Dysfunction  in 
Autoimmune  Disease 

One  of  the  more  attractive  theories  to  ex- 
plain the  pathogenesis  of  autoimmune 
phenomena  is  the  lack,  or  loss,  of  the 
suppressor  function  of  T cells,  noted  above 


3.  Some  experimental  models  of  autoifnmune 
disease. 


Model 

Analogous  Human  Disease 

Nephritis  in  NZb/w  mice 

Systemic  lupus  erythematosus 

Experimental  allergic 
encephalomyelitis 

Acute  disseminated  encepha- 
lomyelitis; multiple  sclerosis 

Thyroiditis  in  inbred 
chickens 

Hashimoto's  thyroiditis 

Hemolytic  anemia  in  NZb 
mice 

Idiopathic  acquired  hemolytic 
anemia 

Allergic  sialoadenitis 

Sjogren's  disease 

as  one  theory  explaining  self-tolerance. 
Obviously,  if  duringfetal  life  an  organism 
developed  tolerance  for  its  own  antigens 
by  the  production  of  populations  of  cells 
which  specifically  depressed  immune  re- 
sponses to  these  antigens,  the  loss  of  such 
populations  in  later  life,  possibly  as  a 
result  of  viral  infection,  would  allow  the 
immune  system  to  respond  to  self-anti- 
gens. To  betterevaluatethis  theory  of  the 
pathophysiology  of  autoimmune  disease, 
a discussion  of  some  experimental  sup- 
pressor cell  phenomena  is  required. 

Many  systems  have  been  described  in 
which  suppressor  activity  is  prominent  in 
the  regulatory  scheme.  Suppression  is 
present  either  for  antibody  production  or 
cell-mediated  immunity  or  both.  In  most 
systems,  the  effector  cell  type  has  been 
demonstrated  to  be  T cell.  For  example, 
the  plant  protein  concanavalin  A (Con  A), 
which  causes  nonspecific  T cell  prolifera- 
tion, was  shown  to  produce  suppressor  cell 
populations  in  vivo  and  in  vitro  which 
could  suppress  both  antibody  synthesis 
and  cell-mediated  immune  responses  in 
vitro. Further  investigation  intothe 
effects  of  Con  A showed  that  a potent  solu- 
ble factor,  named  soluble  immune  re- 
sponse suppressor  (SIRS),  was  produced 
which  could  suppress  antibody  produc- 
tion.However,  this  apparently  was  not 
the  only  suppressive  expression  of  Con 
A-activated  suppressor  T cells,  since 
SIRS  was  found  to  have  no  effect  on  cell- 
mediated  immunity  despite  the  ability  of 
those  stimulated  cells,  some  of  which  must 
produce  SIRS,  to  suppress  such  reac- 
tions.®® Another  potentially  more  useful 
system,  involving  alloantigen  activation, 
was  developed  in  our  laboratory. In  this 
case  inbred  mice  are  immunized  with 
lymphoid  cells  from  a different  strain. 
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antigenically  incompatible,  by  footpad  in- 
jection. The  animals  are  sacrificed  after 
several  days  and  splenocytes  are  co-cul- 
tured  with  splenocytes  from  animals  of  the 
same  strain  used  forthe  prior  immuniza- 
tion. These  latter  cells  are  treated  with  an 
antibiotic,  mitomycin  C,  which  prevents 
them  from  proliferating  against  the  immu- 
nized cells.  Both  the  cells  and  the  medium 
in  which  they  are  cultured  for  24  hours 
will  suppress  lymphoid  cell  proliferation 
of  thefirst  mouse  strain  to  an  allogeneic 
stimulus.  The  existence  of  this  genetically 
specific  (for  it  will  not  suppress  prolifera- 
tion of  cells  with  a different  genetic  back- 
ground) lymphokine  is  of  potential  con- 
ceptual use  in  attempting  to  explain  self- 
tolerance. One  can  postulate  that  during 
the  fetal  period,  as  immune  competence 
begins  to  appear,  the  ubiquitous  presence 
of  self-antigens  could  induce  a population 
of  suppressor  T cells  which  would  later  pre- 
vent the  immune  system  from  responding 
specifically  to  these  antigens  by  secretion 
of  such  lymphokines.  In  the  fetal  and  neo- 
natal periods  it  is  relatively  easy  to  induce 
specific  antigenic  tolerance, 22  and,  of 
course,  under  normal  conditions  the  only 
antigens  present  are  those  of  the  self.  In 
autoimmune  disease,  such  specific  sup- 
pressor cells  may  cease  to  function  by  an 
unknown  mechanism  and  thus  allow  a re- 
sponse to  antigens  previously  tolerated. 

There  is  published  evidence  supporting 
the  concept  of  loss  of  suppressor  T cell 
function  in  NZb  mice  and  hybrid  strains 
for  both  humora|23.24  and  cell-mediated 
immunity.25  In  the  latter  system,  the  ex- 
istence and  subsequent  disappearance 
with  age  of  a suppressor  T cell  population 
are  clearly  shown  by  employing  graft  ver- 
sus host  disease  induction.  Lymphoid  cell 
suspensions  (from  thymus  or  spleen)  were 
prepared  from  NZb/w  mice  of  various 
ages.  These  cells  were  injected  intraperi- 
toneally  into  newborn  mice  of  the  geneti- 
cally distinct  C3H/HeJ  strain.  Ordinarily, 
this  procedure  will  induce  splenomegaly 


in  the  newborn  recipient  animal.  After  nine 
days,  the  ratio  of  the  spleen  weight  to  body 
weight  was  determined  in  the  recipient 
C3H/HeJ  mice.  These  investigators  found 
a significant  increase  in  the  graft  versus 
host  reaction  in  6-months-old  NZb/w  mice 
as  compared  to  those  in  1-month-old  mice. 
This  increase  was  not  observed  in  a control 
strain  of  mice.  When  10®  viable  cells  from 
the  1-month-old  mice  were  added  to  5 x 10® 
cells  of  mice  6 months  old,  a significant 
decrease  in  activity  was  demonstrated, 
thus  indicatingthat  a significant  suppres- 
sorfunction,  present  in  the  spleens  of  1- 
month-old  mice,  was  not  present  in  the 
older  animals. 

A subsequent  publication  from  the  same 
laboratory2®  further  defined  this  phenom- 
enon. First,  it  was  shown  that  significant 
increases  in  graft  versus  host  reactivity 
appeared  by  2 months  of  age,  and  in- 
creased somewhat  more  by  41/2  months, 
with  subsequent  decline  of  reactivity  to 
low  levels  by  12  months.  Cells  from  the 
mice  12  months  old  were  compared  with 
those  from  1-month-old  animals  for  sup- 
pressor activity.  It  was  discovered  that 
cells  from  the  older  animals  could  not  sup- 
press the  graft  versus  host  reaction  in- 
duced by  4-month-old  mice,  whereas  those 
from  the  younger  ones  were  quite  effective. 
This  observation  ruled  out  the  possibility 
that  mere  nonreactivity  of  a cell  popula- 
tiot)  could  suppress  the  effects  of  a reac- 
tive one,  conclusively  supporting  the  ex- 
istence of  an  active  population  of  suppres- 
sor cells  in  young  NZb/w  mice  which 
declined,  at  least  functionally,  with  in- 
creasing age. 

Implications  for  Human 
Autoimmune  Disease 

If  the  theory  of  suppressor  T cell  decline 
to  explain  some  autoimmune  phenomena 
is  sustained  by  current  and  future  re- 
search, there  are  both  pathophysiologic 
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and  therapeutic  implications  which  can 
be  drawn  from  the  experimental  models  to 
human  disease.  The  onset  of  autoimmune 
phenomena  in  NZb  mice  can  be  delayed 
significantly  by  injection  of  thymocytes 
from  young  animals.-^  Although  this  ap- 
proach is  obviously  unlikely  in  human  auto- 
immune disease  because  of  transplanta- 
tion difficulties  not  present  in  inbred 
mouse  strains,  one  possible  means  of 
effectingthe  same  result  would  be  isola- 
tion of  a factor  or  factors,  perhaps  similar 
to  the  suppressor  factor  discovered  in  our 
laboratory,  which  might  replace  the  need 
for  suppressor  cells.  Such  therapy,  it  is 
hoped,  would  be  more  specific  and  have 
fewer  adverse  side  effects  than  the  cur- 
rently accepted  regimen  of  steroids  and 
cytotoxic  agents  to  produce  immunosup- 
pression. Actually,  the  most  important 
mechanism  of  the  current  therapeutic 
agents  may  be  their  anti-inflammatory 
rather  than  their  immunosuppressive  ef- 
fects, so  that  they  may  be  more  useful  for 
treating  symptoms  than  for  treating  the 
disease  process.  Indeed,  such  drugs  may 
cause  great  difficulties  with  the  patho- 
physiological process  of  inadequate  im- 
munoregulatory  functions,  but  may  mask 
this  effect  with  their  apparently  beneficial 
anti-inflammatory  effects.  Future  research 
should  clarify  these  issues  and  improve 
our  understanding  and  therapy  of  these 
important  diseases. 
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In  the  shallow  lakes  of  Central  Africa,  na- 
ture has  devised  a bizarre  ritual  for 
survival.  When  these  lakes  are  trans- 
formed into  parched  craters,  only  one 
fish  survives.  The  lungfish  coats  itself  with 
mud  and  exudes  a leathery  cocoon,  per- 
sisting in  suspended  animation  through 
years  of  drought.  It  can  return  to  normal- 
cy when  it  receives  the  proper  stimulus; 
rain.^" 

Parallel  evolutionary  forces  have  en- 
dowed the  herpesvirus  with  an  equally 
effective  means  of  persisting  in  a hostile 
immune  environment  after  primary  le- 
sions heal.  Herpesviruses  establish  latent 
infection  in  a diverse  assortment  of  or- 
ganisms, ranging  from  oysters^*  to  man. 
Persistent  herpetic  infection  in  humans  is 
associated  with  Epstein-Barr  virus,®^ 
cytomegalovirus,^®  varicellazoster 
virus,®®  and  herpesvirus  hominis.  The  sig- 
nificance of  latency  in  herpesvirus 
hominis  is  twofold:  (1)  It  is  responsible  for 
recurrent  eruptions,  and  (2)  there  might 
be  an  intimate  connection  between  latency 
and  oncogenesis.  In  this  review  of  the  her- 
pesvirus hominis,  two  poorly  understood 
facets  of  latency  will  be  addressed — the 
relationship  between  primary  lesions  and 
recurrent  disease,  and  the  state  of  the 
viral  genome  in  latency. 

The  lesions  produced  by  herpesvirus 
hominis  in  primary  and  recurrent  erup- 
tions are  similar  histologically.  Herpes 
simplex  is  polycytotrophic,  infecting  all 
tissue  types,  but  most  lesions  occur  in 
ectodermally  derived  tissue  (for  example, 
skin,  nervous  tissue,  etcetera.®®  Intraepi- 
dermal  vesicles  evolve,  filling  with  cyto- 
lytic debris  and  leukocytes  drawn  through 
inflammation.  Infected  cells  exhibit  char- 
acteristic changes:  polykaryocytosis,  and 
an  altered  nuclear  morphology — inclu- 


sion bodies,  and  “ground-glass”  (diffuse) 
nuclei.®®  The  lesions  are  self-limiting,  and 
usually  virus  is  not  found  one  week  after 
lesions  subside. 

Herpesvirus  hominis  lesions  are  di- 
vided by  the  waistline  into  two  categories, 
each  caused  by  a different  subtype.  Pri- 
mary and  recurrent  nongenital  herpes  is 
caused  by  herpesvirus  hominis  type  1; 
primary  and  recurrent  genital  herpes  is 
caused  by  herpesvirus  hominis  type  2.“ 
Typing  can  be  based  on  a large  number  of 
criteria.  Although  antigenically  related, 
types  1 and  2 can  be  distinguished  by 
microquantal  neutralization.  Strains 
within  a type  are  cross-neutralizing,  but 
rates  of  neutralization  vary  between 
strains.  The  viral  nucleic  acids  can  be 
typed  through  differences  in  density  (type 
1:1.726  gm/cc,  type  2:1.728  gm/cc), 
thermal  denaturation  profiles,  and  hy- 
bridization (47%  homology  between  types 
1 and  2).®®  There  are  differences  in  the 
infection  cycle  which  can  be  discerned: 
type  2 produces  filamentous  structures  in 
the  nucleus  and  cytoplasm  while  type  1 
does  not;  type  2 is  more  neurovirulent  in 
experimental  animals  and  forms  larger 
and  deeper  pocks  on  chick  chorioallantoic 
membrane.  Type  2 is  not  as  efficiently 
enveloped,  and  consequently  yields  titers 
of  infectious  particles  one  or  two  orders 
of  magnitude  lower  than  type  1 . Numer- 
ous other  assays  are  available  to  distin- 
guish between  the  herpesvirus  hominis 
types  which  may  be  present  in  a lesion. 

Primary  infection  by  either  herpes- 
virus hominis  type  is  usually  followed  by 
recurrence  of  the  same  viral  type  at  the 
siteof  the  original  lesion.  Intracerebral 
inoculation  of  herpesvirus  hominis  type  1 
in  a rabbit  was  followed  by  a period  of 
latent  infection.  Upon  induction,  the  same 
type  was  recovered  in  the  brains  of  ani- 
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mals  which  had  succumbed  to  secondary 
encephalitis. ■*-  Sometimes  the  virus  type 
recurs  at  other  sites.  Intratesticular 
inoculation  of  herpes  simplex  H4  was  fol- 
lowed by  six  months  of  nonapparent  infec- 
tion. When  encephalitis  erupted,  the  same 
virus  was  reisolated  from  the  brain.^^  But 
even  though  the  viral  type  remains  con- 
stant, there  are  subtle,  irregular  anti- 
genic changes  that  are  demonstrable 
between  viral  progeny  isolated  from  the 
same  site  in  separate  recurrences. ^ 

These  changes  have  also  been  observed 
in  vitro.  Chinese  hamster  cells  infected 
with  herpesvirus  hominis  in  tissue  culture 
maintain  a persistent  infection.  An  equi- 
librium between  virus  and  host  is  perpetu- 
ated in  which  the  virus  becomes  progres- 
sively more  virulent  and  the  cell  more 
resistant  to  the  virus.®®  Superficial  lesions 
of  different  types  occurring  simultane- 
ously yield  their  respective  type  upon  each 
recrudescence.  A human  subject  suffer- 
ing from  both  recurrent  facial  lesions  and 
recurrent  genital  lesions  was  examined 
and  virus  was  analyzed  for  type  specific- 
ity. Type  2 virus  was  found  in  the  genital 
lesions,  and  type  1 was  found  in  the  facial 
lesions.  A second  human  patient  displayed 
the  same  separation  of  viral  subtype.®^ 
Even  though  the  pathology  of  lesions 
produced  in  primary  and  secondary  in- 
fection is  quite  similar,  there  are  substan- 
tial differences  in  epidemiology,  minor 
differences  in  tissue  invaded,  and  subtle 
differences  in  the  form  and  distribution  of 
lesions.  Primary  herpes  simplex  type  1 is 
spread  through  infectious  mucosal  se- 
cretions by  kissing,  sneezing,  coughing, 
etcetera.  Incidence  of  primary  herpes- 
virus hominis  type  1 is  highest  below  the 
age  of  6.  Primary  herpes  is  rare  after 
that  age,  but  recurrent  lesions  are  more 
common.  These  recurrent  lesions  are  not 


propagated  by  infectious  material  as  in 
primary  infection;  recurrence  is  pre- 
cipitated by  various  chemical  and  physical 
stimuli.  Herpesvirus  hominis  type  2 also 
has  epidemiological  differences  of  the 
same  nature.  Lesions  in  recurrent 
herpesvirus  hominis  are  smaller  and 
more  closely  grouped.®  They  involve 
deeper  tissues,  sometimes  causing  more 
severe  disease.  Polykaryocytosis  and 
intranuclear  inclusions  are  more  fre- 
quent in  recurrence.®®  Recurrence  does 
not  always  occur  at  the  exact  site  of  initial 
infection,  but  usually  is  within  the  same 
dermatome. 

Primary  herpesvirus  hominis  type  1 
causes  a wider  spectrum  of  infection  than 
recurrent  herpesvirus  hominis  type  1. 
Primary  lesions  caused  by  type  1 include: 
(1)  apthous  stomatitis  (gingivostomatitis), 
an  ulceration  of  buccal  mucous  mem- 
branes, tongue  and  gums,  (2)  acute 
keratoconjunctivitis,  an  ulceration  of  cor- 
neal epithelium,  (3)  eczema  herpeticum,  a 
severe  form  of  herpes  compounding 
atopic  eczematosis,  and  (4)  meningoen- 
cephalitis. 

Recrudescence  of  herpesvirus  hominis 
type  1 assumes  several  forms.  Herpes 
labialis  (herpes  febrilis,  herpes  facialis) 
is  the  secondary  form  of  apthous  stoma- 
titis. In  contrast  to  the  primary  eruption, 
the  lesions  of  herpes  labialis  effloresce  at 
mucocutaneous  borders  surrounding  the 
nostrils,  mouth,  and  eyes,  not  on  mucosal 
surfaces.®®  Recurrence  of  corneal  infec- 
tion is  usually  more  severe.  Deeper  meso- 
dermal stroma  is  consumed,  and  the  fol- 
licular keratitis  common  in  primary 
infection  is  rare.  Secondary  herpetic  in- 
fection of  the  eye  is  a cause  of  blindness, 
both  through  opacification  of  the  cornea 
and  through  descemetocele  formation 
with  ameboid  ulceration.®®  Recurrence  of 
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herpetic  encephalitis  occurs  in  animals 
and  man. 29  Psychosis,  confusion,  halluci- 
nation, and  herpes  facialis  may  accom- 
pany a relapse. 24 

Herpesvirus  hominis  type  2 infections 
are  almost  always  genital,  and  since  these 
primary  lesions  are  caused  by  transmis- 
sion of  infectious  mucosal  secretions 
(smegma  from  female  genitals  and 
smegma  that  accumulates  on  the  preputi- 
um  of  uncircumcised  males),  herpesvirus 
hominis  type  2 can  be  considered  a vene- 
real disease.  The  incidence  of  herpesvirus 
hominis  type  2 infection  is  much  higher  in 
the  sexually  promiscuous,^®  and  virtually 
nonexistent  in  populations  of  the  sexually 
innocent.®®  An  extremely  severe  form  of 
herpesvirus  hominis  type  2 is  neonatal 
herpes,  contracted  by  the  newborn  in  pas- 
sage through  a contaminated  birth  canal. 
Although  sometimes  localized  as  an  ocular 
infection,  the  disease  often  is  dissemi- 
nated to  the  liver,  spleen,  and  central  ner- 
vous system,  with  fatal  result. 

Recurrence  of  herpesvirus  hominis 
type  2 correlates  best  with  hormonal 
provocation.  Women  are  extremely  sus- 
ceptible to  recurrent  disease  during  men- 
strual periods  and  pregnancy.®  It  is  diffi- 
cult to  judge  with  certainty  whether  all 
cases  of  herpesvirus  hominis  type  2 are 
primary  or  secondary.  Many  primary  in- 
fections go  unnoticed  even  by  gynecolo- 
gists, and  therefore  many  lesions 
ascribed  to  primary  infection  may  be 
cases  of  recrudescence.  Recurrent  infec- 
tion with  herpesvirus  hominis  type  2 is 
more  common  in  females.  In  certain 
women,  lesions  recur  with  each  menstrual 
cycle. 

There  are  several  possible  explana- 
tions for  recurrent  eruptions:  exogenous 
infection,  autoinoculation  from  chronic 


low-grade  infection,  or  reactivation  of  a 
dormant  virus. 

Exogenous  infection  has  been  induced 
in  mice  that  had  previously  recovered 
from  an  infection  of  the  same  herpesvirus 
hominis  type  in  the  same  site.  In  humans, 
inoculation  at  a heterologous  site  with  the 
same  viral  type  has  produced  lesions. 
These  inoculations  were  deliberate,  in  an 
attempt  to  enhance  the  body’s  immune  re- 
sponse. But  these  secondary  lesions  did 
not  cause  a diminution  of  recurrent  dis- 
ease; sites  of  secondary  inoculation 
erupted  along  with  the  original  recurrent 
lesions  in  subsequent  attacks.®^  A well 
documented  example  of  recurrence 
through  exogenous  infection  is  the  her- 
petic whitlow.  Technically,  recurrent  in- 
fection encompasses  any  herpesvirus 
hominis  lesion  that  erupts  in  a victim  who 
has  specific  neutralizing  antibody  for  the 
particular  virus  type.  The  herpetic  whit- 
low is  a “recurrent”  lesion  in  the  first 
eruption  as  well  as  in  subsequent  lesions. 
The  whitlow  is  notorious  for  recurrence, 
usually  in  chronically  traumatized  tissue. 
The  condition  is  an  occupational  hazard 
for  the  medical  profession,  because  of 
frequent  contact  with  infectious  material, 
especially  in  patients  who  have  undergone 
a tracheotomy.  Lesions  are  usually  on  the 
digits  or  palms  of  the  hands,  and  may  be 
caused  by  either  herpesvirus  hominis 
type.®®  The  role  of  exogenous  infection  in 
other  forms  of  recurrence  is  probably 
minimal.  In  induced  corneal  keratitis 
there  is  a higher  level  of  neutralizing  anti- 
body in  the  unilaterally  inoculated  eye,  yet 
recurrence  is  more  common  in  the  eye  of 
original  infection.®  If  the  inoculation  were 
from  an  exogenous  source,  a higher  fre- 
quency of  infection  would  be  predicted  in 
the  eye  which  did  not  receive  the  initial 
inoculum  and  had  less  antibody.  In  other 
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types  of  recurrent  herpetic  disease,  epi- 
demiological discrepancies  make  the  sig- 
nificance of  heteroinoculation  question- 
able. The  high  incidence  of  recurrent 
herpes  in  pregnancy,  when  sexual  activity 
is  less  likely  to  be  extensive,  is  not  com- 
patible with  alleged  exogenous  infection.  It 
could  be  argued  that  these  incompatibili- 
ties do  not  exclude  exogenous  infection, 
for  example,  “Changes  accompanying 
hormonal  flux  make  cells  more  suscepti- 
ble to  exogenous  infection.”  This  possibil- 
ity could  be  investigated  in  several  experi- 
mental probes:  (1)  Inoculate  the  eye  of  a 
rabbit  with  herpesvirus  hominis.  When 
primary  lesions  have  regressed,  and 
virus  cannot  be  recovered  in  tears,  place 
the  animal  in  a gnotobiotic  environment. 
Recurrent  lesions  would  never  occur  if 
exogenous  infection  were  required. 

(2)  Inoculate  the  eye  of  a rabbit  with  a 
mutant^®  herpesvirus  hominis  (for  exam- 
ple, plaque  morphology  mutant).  After 
recovery  from  original  lesions,  the  rabbit 
should  not  show  any  demonstrable  virus. 
When  a secondary  lesion  appears,  isolate 
virus  and  test  for  appropriate  genetic 
markers.  If  the  cause  of  the  lesions  were 
exogenous,  the  virus  isolate  should  not 
demonstrate  the  genetic  markers  of  the 
mutant.  Isolation  of  virions  that  exhibit 
mutant  characteristics  would  refute  the 
importance  of  exogenous  infection  in  gen- 
erating secondary  lesions.  (3)  A system 
analogous  to  Pneumococcm-vnouse  in- 
duced infectivity,  in  which  the  animal  can- 
not contract  the  disease  unless  willfully 
inoculated  by  a route  inaccessible  to  the 
disease-causing  agent — intravenous, 
intraperitoneal  injection — could  be  de- 
vised. Recurrence  of  the  disease  in  these 
conditions  would  mean  that  exogenous  in- 
fection is  not  required. 

Another  model  suggests  that  recur- 


rence reflects  autoinoculation  from  pro- 
ductive lesions  on  other  parts  of  the  body. 
On  rare  occasions,  herpesvirus  hominis 
type  2 is  isolated  from  two  sites  of  an  indi- 
vidual— a nongenital  and  a genital  site. 
Usually,  these  cases  involve  infants  who 
probably  transferred  infectious  material 
from  one  site  to  another.^®  This  is  prob- 
ably not  a major  route  of  infection  because 
most  lesions  are  not  preceded  immedi- 
ately by  other  lesions.  Most  individuals 
harbor  no  detectable  virus  between 
eruptions. 

Chronic  low-grade  infection  may  be  a 
casual  route  in  some  recurrences.  Virus 
“shedding,”  the  chronic  release  of  infec- 
tious particles  in  the  absence  of  apparent 
lesions,  has  been  observed  in  both  experi- 
mental animals  and  man.  After  bilateral 
inoculation  of  rabbit  corneas,  lesions 
appeared  and  lasted  about  two  weeks. 
When  lesions  had  healed,  the  rabbits’  eyes 
were  tested  for  virus  by  titering  on  sus- 
ceptible cells  in  culture.  Virus  was  isolated 
from  both  lacrimal  and  Hardner’s  glands 
in  one-half  of  the  animals  before  lesions 
were  evident  in  the  light  microscope.® 

It  was  concluded  that  chronic  periocular 
infection  was  intermittently  bathing  the 
corneal  epithelium,  and  this  form  of  auto- 
inoculation might  be  a source  of  recur- 
rent infection.  Other,  more  prolonged 
studies  in  rabbits  found  intermittent  shed- 
dingforthree  years  after  initial  infec- 
tion.® Similar  findings  have  been  reported 
in  humans.  The  frequency  of  virus  shed- 
ding is  inversely  related  to  age.  The  high- 
est incidence  occurs  in  infants,  about 
30%.  Estimates  of  the  frequency  of  virus 
shedding  in  adults  range  from  3%  to 
30%.®®’®®  Chronic  infection  has  also  been 
implicated  in  genital  herpes,  where 
herpesvirus  hominis  is  known  to  persist 
for  long  periods  of  time.®® 
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The  three  preceding  avenues  of  infec- 
tion do  not  explain  the  absence  of  virions 
in  most  individuals  bet\ween  eruptions. 
They  may  account  for  a percentage  of  re- 
currences, but  they  do  not  discount  the 
possibility  that  latent  infection  is  exten- 
sively involved  in  recurrent  disease. 
Theories  of  latent  herpes  residence  must 
explain  continual  recurrence  in  one  site, 
even  though  provocation  is  systemic. 

Activation  of  latent  herpetic  infection 
by  steroids  suggests  persistence  in  epi- 
thelial cells,  because  they  are  target  cells 
for  these  hormones.  Several  attempts 
have  been  made  to  recover  virus  from 
epithelial  cells  at  sites  of  recurrence,  in 
the  interim  between  active  eruptions. 
When  skin  scrapings  from  these  sites 
were  directly  inoculated  onto  susceptible 
cells,  no  virus  was  found.  Explanation  of 
oral  mucosa  and  skin  in  tissue  culture  for 
five  months  did  not  reveal  virus  either. 
Attempts  to  graft  sites  of  recurrent  le- 
sions in  dormant  cycles  to  other  parts  of 
the  body  were  equally  unsuccessful.  Not 
only  did  translocated  tissue  fail  to  erupt, 
but  donor  sites  continued  to  produce  re- 
current lesions. (There  have  been  re- 
ports that  removal  of  epithelial  tissue  in 
the  recurring  site  causes  termination  of 
recurrent  disease.  Sometimes  recur- 
rence is  altered — the  lesions  erupt  in  tis- 
sue adjacent  to  the  original  lesion. 

These  failures  to  demonstrate  herpes- 
virus hominis  in  epithelial  tissue  do  not 
preclude  the  possibility  that  latency  is 
occurring  in  epithelial  cells.  The  trans- 
plantation procedure  might  destroy  latent 
virus  particles  or  interfere  with  reactiva- 
tion. Scrapings  could  similarly  disturb 
either  the  virus  or  the  environment 
needed  for  reactivation. 

There  is  rigorous  evidence  for  latent 
herpesvirus  hominis  residence  in  one 


very  abnormal  epithelial  cell  type:  Exfoli- 
ated cells  from  cervical  carcinomas  dis- 
play herpesvirus  hominis  type  2 specific 
cell  antigens,  detected  by  immunofluores- 
cence.^® (Other  cells  from  the  vagina  of 
the  patient  did  not  have  these  virus- 
induced  antigens.)  A more  irrefutable 
proof  that  a herpesvirus  hominis  genome 
was  maintained  in  latency  was  obtained 
through  hybridization  experiments,  in 
which  viral  specific  RNA  was  hybridized  to 
the  DNA  of  a line  of  cervical  carcinoma 
cells.  A large  fragment  (39%)  of  the 
herpesvirus  hominis  type  2 genome  was 
found.®"^  A difference  line,  upon  degenera- 
tion, provided  the  ultimate  evidence — 
production  of  herpesvirus  hominis  type  2 
virus. 4 There  have  also  been  reports  of 
herpesvirus  hominis  induced  antigens  on 
cells  derived  from  carcinoma  of  the  lip.^'^ 
This  series  of  discoveries  has  bred 
speculation  that  the  persistence  of 
herpesvirus  hominis  within  cells  may  be 
emeshed  in  the  etiology  of  human  cancer. 
Epidemiological  evidence  corroborates 
this  charge.  Higher  incidence  of  both  geni- 
tal herpes  and  cervical  carcinoma  corre- 
lates with  early  coital  experience,  pro- 
miscuity, and  sexual  contact  with  uncir- 
cumcised males.®®  There  is  an  unusually 
high  frequency  of  herpesvirus  hominis 
type  2 antibody  in  women  suffering  from 
aberrant  cervical  growth  when  compared 
to  control  populations:  Invasive  cancer, 
83%  versus  control  35%;  in  situ  cancer, 
70%  versus  control  24%;  cervical  dys- 
plasia, 56%  versus  control  18%;  cervi- 
cal atypia,40%  versus  control  20%.®®’®® 
Age  distribution  for  herpesvirus  hominis 
type  2 incidence  precedes  that  for  all  of 
these  anomalous  cervical  gro\wths.  These 
figures  can  only  suggest  “guilt  by  associa- 
tion.” The  causative  role  of  herpesvirus 
hominis  in  induction  of  cancer  can  only  be 
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definitively  established  by  types  of  evi- 
dence which  specifically  associate  herpes- 
virus hominis  with  the  cancer.  Required 
evidence  includes  demonstration  of  dis- 
ease following  inoculation,  prevention  of 
cancer  by  specific  immunization,  detec- 
tion of  herpes  simplex  virus  in  cancer 
cells,  etc.  To  date,  experimental  animal 
models  have  been  of  limited  value  either  in 
confirmingordisprovingthis  role.  Inocu- 
lation of  newborn  mice  has  produced 
cases  of  cervical  carcinoma  in  situ.  Tu- 
mors were  also  induced  in  hamsters, 
although  not  in  the  site  of  inoculation.  At- 
tempts to  cause  cervical  cancer  in  non- 
human primates  by  inoculation  with 
herpes  virus  hominis  2 have  been  moder- 
ately successful.  Studies  of  oncogenic  in- 
duction in  vitro  cannot  be  done  with  nor- 
mal virions  in  hamster  embryo  fibro- 
blasts; the  virus  will  decimate  the  cell  cul- 
ture. Irradiation  with  ultraviolet  light 
will  inactivate  infectious  potential  without 
destroying  transforming  potential.  Ex- 
periments using  these  inactivated  virions 
have  reported  that  herpesvirus  hominis 
type  2 does  transform  cells  in  culture. 

The  predominant  form  of  latent  herpes- 
virus hominis  is  found  in  association  with 
nervous  tissue.  Classical  experiments 
during  the  acute  phase  of  the  infection  es- 
tablished the  routes  of  viral  migration 
from  the  original  lesion  to  the  central  ner- 
vous system,  through  sensory,  motor,  and 
sympathetic  fibers  as  well  as  via  the  blood- 
stream in  some  cases.^^  After  inoculation 
of  herpesvirus  hominis  into  the  right  cor- 
nea, virus  infection  passed  through  the 
sensory  fibers  of  the  right  fifth  cranial 
nerve  and  attacked  the  pons  and  medulla 
unilaterally.  Inoculation  of  herpes  simplex 
into  the  right  masseter  muscle  was  follow- 
ed by  transmission  of  virus  through  the 
motor  nerves  to  the  same  regions  of  the 


brain.  Transmission  of  herpesvirus 
hominis  through  sympathetic  nerves  was 
demonstrated  by  inoculation  of  the  ovary, 
causing  paralysis  of  the  caudal  half  of  the 
body. 

The  neural  cell  type  in  which  the  virion 
replicates  is  not  well  established.  In  an 
analysis  of  herpetic  encephalitis  in  mice, 
it  appeared  that  viral  replication  oc- 
curred in  the  perineural  fibroblasts  and 
Schwann  cells.  Using  immunofluores- 
cence, the  investigators  performed  a 
“time  course”  study  on  the  route  of  the 
viral  migration.  As  the  pathway  of  virus 
infection  moved  centripetally,  virus  spe- 
cific antigens  were  located  only  on  peri- 
neural cells.  There  was  no  immunofluo- 
rescent  evidence  for  viral  multiplication 
in  axons. 21  When  similar  “time  course” 
studies  were  done  using  both  immuno- 
fluorescent  and  electron  microscopic 
technique,  a different  picture  emerged. 

By  immunofluorescence,  viral  antigens 
were  demonstrated  in  both  axons  and  sur- 
rounding cells,  but  it  was  clear  from  elec- 
tron micrographs  that  mature  virus 
particles  were  found  only  in  axons  and  not 
in  perineural  cells.  Nucleocapsids  were 
seen  in  the  perineural  cells,  perhaps 
products  of  abortive  infection.  The  infec- 
tion of  perineural  cells  is  probably  sec- 
ondary from  infected  axons.  This  conclu- 
sion can  be  drawn  from  two  pieces  of  evi- 
dence. First,  the  rate  of  virus  passage  is 
much  more  rapid  than  could  be  explained 
by  sequential  infection  of  contiguous  sup- 
porting cells.  Secondly,  the  passage  of 
virus  is  relatively  unaffected  by  injection 
of  neutralizing  antibody.  Replication  with- 
in the  axon  would  offer  the  virus  speed 
within  the  axonal  conduit,  and  compart- 
mentalization,  protecting  it  against  im- 
mune defense.  (Even  though  the  transmis- 
sion of  virus  is  intra-axonal,  the  abortive 
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infection  of  perineural  cells  may  be  rele- 
vant to  the  question  of  latency.) 

Presence  of  infectious  herpesvirus 
hominis  in  nervous  tissue  is  only  tran- 
sient, however.  One  week  after  inoculation 
into  the  mouse  foot  pad,  there  is  no  evi- 
dence of  herpesvirus  hominis  particles  or 
products  as  determined  by  use  of  immu- 
nofluorescence and  electron  microscopic 
ultrastructural  analysis.  It  is  not  impossi- 
ble that  intact  particles  exist,  but  in  such  a 
low  frequency  that  they  are  undetectable. 
The  inability  to  observe  plaque  forming 
units  upon  homogenization  and  plating  on 
susceptible  cells  does  not  mean  that 
structurally  intact,  yet  inert,  virus  are  not 
present.  The  virus  particles  might  be 
coated  with  some  inactivating  substance. 

When  the  tissues  of  the  nervous  system 
are  explanted  in  organ  culture,  the  spinal 
ganglia  begin  to  yield  infectious  virus  af- 
ter one  week,  continuing  to  do  so  for  four 
months.  None  of  the  other  tissue  cultured 
(sciatic  nerve  trunks,  thoracic  spinal 
cord,  and  medulla  oblongata)  produced  vi- 
rus particles.^®  Inoculation  of  rabbit  cor- 
nea initiated  the  same  chain  of  events.  Af- 
terthe  primary  lesions  healed,  animals 
were  sacrificed  and  nervous  tissue  was 
removed.  Homogenization  of  the  tissue 
yielded  no  plaque  forming  units  on  suscep- 
tible cells  at  the  time  of  removal.  Portions 
of  nervous  tissue  were  explanted  into  or- 
gan culture.  Spinal  ganglia  produced  her- 
pesvirus hominis  within  one  month.  The 
other  neural  tissues  (sections  of  the  nerve 
peripheral  to  the  ganglion,  medulla  oblon- 
gata) did  not  yield  virus.^®  A later  study  re- 
vealed latent  herpes  infections  of  both  the 
spinal  ganglia  and  the  brain  stem.^® 

These  animal  model  systems  have  been 
corroborated  by  independent  groups 
studying  human  cadavers.  In  one  investi- 
gation, human  choroid  plexuses  and  tri- 


geminal ganglia  were  removed  at  autopsy 
from  23  unselected  individuals.  No  virus 
was  recoverable  at  the  time  of  removal, 
but  after  three  weeks  of  organ  culture, 
two  of  the  trigeminal  ganglion  explants  be- 
gan producing  infectious  virus  particles. 
No  plaque  forming  units  could  be  found  in 
any  of  the  choroid  plexus  explants  when 
tested  on  susceptible  cells. A second 
study,  using  17  unselected  corpses,  also 
revealed  evidence  of  latent  infection.  Tri- 
geminal ganglia  were  removed  at  autopsy 
and  examined  for  virus  by  titering  homog- 
enized tissue  on  susceptible  cells.  No 
plaque  forming  units  were  detected.  Tri- 
geminal ganglion  tissue  was  then  explant- 
ed in  organ  culture.  Within  eight  weeks, 
eight  of  the  explants  were  producing  her- 
pesvirus hominis.®®  In  another  study,  us- 
ing identical  procedure,  virus  production 
was  found  in  six  of  seven  trigeminal  gang- 
lion explants.® 

These  demonstrations  of  latency  only 
prove  that  the  virus  can  be  carried  in  a la- 
tent state.  They  provide  no  evidence  that 
the  latent  infection  is  related  to  recurrent 
disease.  A more  meaningful  study  could  be 
done  on  selected  cadavers.  If  one  com- 
pared the  amount  of  latent  herpetic  infec- 
tion in  individuals  who  had  suffered  re- 
current herpes  infections  to  the  amount 
of  latent  virus  harbored  in  control  popu- 
lations, an  idea  of  the  role  of  latency  in  re- 
currence could  be  obtained. 

Another  method  of  relating  latent  her- 
petic infection  to  recurrent  eruptions  in- 
volves reactivation  experiments  in  animal 
models.  Use  of  physical  or  chemical 
agents  which  are  known  to  provoke  these 
eruptions  is  difficult  because  administra- 
tion of  the  stimulus  often  kills  the  animal.^^ 
Three  nonlethal  systems  have  worked  in 
reactivating  latent  herpesvirus  hominis. 
Rabbits  harboring  a latent  herpesvirus 
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hominis  infection  were  injected  intracor- 
neally  with  horse  serum,  with  which  they 
had  been  previously  sensitized.  This  elic- 
ited Arthus’s  reaction  and,  concomitantly, 
a recrudescence  of  herpetic  infection.^  A 
second  technique  of  reactivation  entailed 
the  injection  of  epinephrine.  Mice  were 
doubly  inoculated  with  herpesvirus  homi- 
nis intramuscularly  and  intracerebrally. 
After  recovery,  the  mice  were  divided  into 
groups:  control,  pyromen  injection,  gluta- 
thione injection,  cortisone  injection,  and 
epinephrine  injection.  Although  no  recur- 
rence was  found  in  the  first  four  groups, 
encephalitis  was  precipitated  in  the  epi- 
nephrine treatment  group. Recurrence 
has  been  precipitated  by  anaphylactic 
shock  in  rabbits  containing  latent  herpes- 
virus hominis.  Rabbits  previously  sensi- 
tized to  egg  white  developed  secondary 
herpetic  infection  upon  a second 
challenge.^" 

Surgical  induction  of  recurrent  her- 
pesvirus hominis  in  humans  is  a more  de- 
finitive demonstration  of  the  role  that  la- 
tent herpetic  infection  of  nervous  tissue 
has  in  secondary  disease.  Trigeminal  neu- 
ralgia is  effectively  treated  with  tractot- 
omy of  one  of  the  three  branches  of  the 
trigeminal  ganglion — the  ophthalmic 
(sensory),  maxillary  (sensory),  and  man- 
dibular (sensory  and  motor).  Sensory  fi- 
bers of  the  maxillary  and  mandibular 
branches  innervate  the  site  of  usual  re- 
current herpes  (facial).  Section  of  the 
sensory  root  on  the  central  side  of  the  tri- 
geminal ganglion  elicits  herpesvirus  homi- 
nis only  in  the  dermatome  of  the  sectioned 
nerve.38  The  sectioning  of  the  motor  root 
or  the  sectioning  of  the  sensorimotor 
branches  on  the  peripheral  side  of  the 
ganglion  does  not  cause  recurrence.  Pre- 
cipitation of  recurrent  infection  does  not 
occur  if  the  sensory  nerve  is  not  intact — 


if  it  is  nonfunctional,  or  if  it  is  injected  with 
alcohol  prior  to  sectioning.*^!  These  data 
suggest  that  the  latent  form  is  activated  by 
cellular  changes  that  result  from  section- 
ing, and  that  the  virus  descends  the  per- 
ipheral nerve  tracts  to  the  epithelial  tis- 
sue, where  it  promotes  lesions.  A clue  to 
the  nature  of  the  cellular  changes  which 
signal  viral  multiplication  may  be  found  in 
cells  encasingthe  peripheral  stump  of  the 
sectioned  nerve.  Not  only  does  herpesvi- 
rus hominis  engage  in  replication,  but  the 
dormant  Schwann  cells  also  synthesize 
DNA  and  RNA,  and  divide. 

Other  stimuli  which  catalyze  the  reacti- 
vation of  herpesvirus  hominis  are  not 
amenable  to  experimentation  on  humans. 
Systemic  diseases  such  as  leukemia  and 
malnutrition  can  induce  recurrence, 
probably  by  damage  to  immune  mechan- 
isms. Febrile  diseases,  especially  lobar  or 
bronchopneumonia,  bacterial  meningitis 
and  influenza,  and  artificially  induced  py- 
rexia induce  recurrence  so  effectively 
that  the  term  “fever  blister”  was  coined.*^® 
The  efficacy  of  the  common  cold  in  promp- 
tingthe  appearance  of  recurrent  lesions 
has  similarly  spawned  the  nickname  “cold 
sores.”  Physical  stimuli,  including  ultravi- 
olet exposure, 22  cold  or  strong  wind,  and 
trauma  (ultraviolence)  are  common  pre- 
cipitating factors.!®  Chemical  agents  are 
effective  in  inducing  recurrence.  Proteins 
administered  in  treatments  or  vaccina- 
tions, or  changes  in  endogenous  produc- 
tion of  hormones,  as  in  menstruation  or 
pregnancy,  are  effective  in  triggering  re- 
current eruptions.  An  unusual  precipitat- 
ing factor  is  emotional  stress.  Its  mechan- 
ism may  be  the  release  of  increased 
amounts  of  epinephrine,  causing  vasocon- 
striction and  anoxia.  Certain  viruses  that 
are  inactiviated  by  oxidation  can  be  reac- 
tivated by  reducing  conditions.  For  the  re- 
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activation  of  herpesvirus  hominis,  this 
might  bear  relevance.  This  collection  of  in- 
ducers is  so  heterogeneous  that  it  is  diffi- 
cult to  envision  any  universal  mechanism 
by  which  all  of  these  stimuli  effect  activa- 
tion. The  cryptic  pathways  which  yield  re- 
crudescence cannot  be  evaluated  until  the 
state  of  the  viral  genome  is  determined. 

The  virus  mayendure  latency  as  an  intact 
extracellular  virion.  This  would  seem  un- 
likely because  victims  of  recurrent  herpes 
have  high  titers  of  neutralizing  antibody. 
One  hypothesis  which  would  reconcile  the 
persistence  of  virions  in  the  presence  of 
antibody  is  “sensitization,”  orthe  protec- 
tion of  virus  by  non-neutralizing  antibody. 
There  are  data  to  substantiate  this  model. 
Herpesvirus  hominis  virions  isolated 
from  the  eyes  of  rabbits  were  “sensitized” 
by  IgG  so  that  they  could  not  be  neutral- 
ized by  IgA.  Addition  of  anti-IgA  caused  a 
large  increase  in  plaque  forming  units; 
addition  of  anti-IgG  caused  a significant 
decrease  in  plaque  forming  units.®  The  ex- 
planation is  that  IgG  competes  for  the  anti- 
genic sites  with  which  IgA  would  react  in 
neutralization.  Removal  of  the  blocking  an- 
tibody by  anti-IgG  exposes  the  site  and  al- 
lows neutralization.  A good  test  of  this  hy- 
pothesis requires  a population  deficient  in 
IgG  production.  If  they  were  immune  to  re- 
current herpesvirus  hominis  infections, 
the  sensitizing  IgG  molecule  would  be  im- 
plicated. In  vitro  experiments  have  ex- 
plored the  role  of  antibody  in  herpesvirus 
hominis  latency.  When  cells  are  incubated 
in  the  presence  of  neutralizing  antibody, 
cytopathic  effects  cease.  (Virions  can  still 
be  recovered  in  this  system,  an  obvious 
difference  from  in  vivo  latency,  where  the 
virions  seem  to  disappear.)  Removal  of 
antibody  from  the  medium  causes  re- 
newed growth  of  the  virus.®^ 

The  virus  might  survive  the  interludes 


between  lesions  in  some  sort  of  subsist- 
ence infection.  In  the  infection  cycle, 
herpesvirus  hominis  presents  antigenic 
determinants  on  both  the  virion®®  and  on 
the  surface  of  the  infected  cell.®"  Assum- 
ing that  the  humoral  effector  arm  of  the 
immune  response  can  neutralize  any  vi- 
rions released  to  cytolysis,  one  must  look 
for  two  explanations:  (1)  How  does  the  in- 
fected cell  survive  immune  destruction? 
and  (2)  How  can  the  virus  get  from  cell  to 
cell?  The  survival  of  infected  cells  has  been 
blamed  on  a specific  malfunction  in  the 
cellular  immune  response.®®  When  lym- 
phocytes from  herpes  patients  were  test- 
ed for  macrophage  migration  inhibition 
factor  production  and  lymphocyte  toxicity 
and  compared  to  an  uninfected  control 
group,  clear  differences  were  seen.  Both 
groups  performed  equally  in  response  to 
challenge  with  Candida  albicans  antigens, 
but  the  group  with  prior  history  of  her- 
pesvirus hominis  infection  was  deficient  in 
response  to  herpesvirus  hominis  anti- 
gens. Further  support  for  the  impact  of 
this  defect  is  the  observation  that  herpetic 
lesions  are  more  severe  in  patients  with 
defective  cellular  immune  mechanisms.®® 
The  impairment  of  cellular  immune  re- 
sponse might  allow  foci  of  infected  cells  to 
persist,  but  it  does  not  explain  the  ability 
of  the  herpes  simplex  virions  to  get  from 
one  cell  to  another.  The  infection  by  her- 
pesvirus hominis  is  cytolytic,  and  to  avoid 
contact  with  antibody,  infection  can  be 
propagated  by  polykaryocytosis.  Infected 
cells  fuse  with  uninfected  cells  before 
undergoing  lysis,  allowing  transfer  of  vi- 
rus without  exposure  to  the  extracellular 
milieu.  The  sequence  of  events  may  occur 
as  follows:  Virus  infection  elicits  the  re- 
lease of  lysosomal  enzymes  which  reduce 
the  thickness  of  the  glycoprotein  coat,  and 
induce  the  activation  of  cell  membrane  as- 
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sociated  ATPases.  Cleavage  of  ATP  in  the 
membrane  releases  pyrophosphate, 
which  binds  calcium,  destabilizing  the 
membrane  into  a micellar  structure. 
Membrane  macromolecules  are  given 
greater  freedom  and  interact  with  similar 
macromolecules  in  other  cells,  initiating 
fusion  which  is  driven  to  completion  by 
surface  tension  effects. Virus  coded  an- 
tigens are  probably  crucial  to  the  inter- 
cellular interactions.  Cell  fusion  occurs 
more  frequently  in  recurrence,  suggest- 
ing its  relevance  to  virus  persistence. 

JThe  virus  may  enter  the  latent  state  as 
a subviral  particle.  No  mature  virions  are 
detectable  in  most  organisms  harboring 
latent  infection.  Most  in  vitro  attempts  to 
simulate  latency,  by  lowering  tempera- 
ture or  incubating  the  cell  culture  in  the 
presence  of  neutralizing  antibody,  do  not 
satisfy  this  in  vivo  observation.  Usually  in- 
tact viruses  can  be  found.  One  experi- 
mental method  of  inducing  latency  does 
not  retain  intact  virions,  and  is  consistent 
with  the  idea  of  a subviral  particle  in  the 
interim  between  phases  of  growth.  Incuba- 
tion of  herpesvirus  hominis  type  2 in  the 
presence  of  cytosine  arabinoside  pre- 
vents replication  of  the  virus.  It  does  not 
seem  to  be  a result  of  cytotoxicity  because 
the  eclipse  period  for  superinfection  is 
normal,  while  the  induced  latent  virus  is 
delayed  for  five  or  six  days  before  virions 
reappear.®^ 

It  would  be  possible  to  determine  at 
what  step  in  the  infection  cycle  the  block 
occurs,  by  using  temperature-sensitive 
mutants,  many  of  which  are  already  avail- 
able.^® It  would  be  necessary  to  obtain 
mutants  distributed  throughout  the  infec- 
tion cycle,  and  establish  the  sequence  of 
theirfunctions.  Incubation  of  cells  har- 
boring latent  temperature-sensitive  her- 
pesvirus hominis  at  nonpermissive  tem- 


perature will  interfere  only  with  mutants 
that  have  genetic  lesions  in  functions  nec- 
essary for  the  maintenance  of  the  latent 
state.  Starting  with  the  latest  function, 
each  mutant  can  be  tested  in  sequence, 
progressing  toward  the  early  functions. 
Lesions  subsequent  to  the  last  step  in  the 
cycle  of  the  subviral  particle  will  not  affect 
the  perpetuation  of  the  latent  state.  Any 
lesion  in  the  viral  genome  which  corre- 
sponds to  a function  preceding  the  end- 
point of  the  subviral  cycle  will  disrupt, 
and  perhaps  abort,  the  latent  infection. 

It  is  tantalizing  to  propose  some  ana- 
logue of  bacterial  lysogeny  as  a means  of 
latent  infection.  There  is  a sound  prece- 
dent for  persistence  of  the  genome  as  a 
nucleic  acid  molecule.  Hybridization  ex- 
periments have  revealed  the  presence  of 
herpesvirus  genomes  associated  with  cel- 
lular DNA.i®  These  herpesviruses  include 
Epstein-Barr  virus,  Lucke,  herpesvirus 
saimiri,  and  the  previously  cited  example 
of  herpesvirus  hominis  type  2. 

Attempts  to  recover  viral  specific  se- 
quences in  the  nervous  tissue  that  har- 
bors latent  infection  have  been  unsuccess- 
ful. The  sensitivity  of  these  experiments 
would  have  detected  the  presence  of  20  or 
more  viral  genome  equivalents  per  cell. 
Most  sensitive  experiments  will  resolve 
this  possibility.^'^ 

The  role  of  latent  infection  in  recurrent 
herpetic  disease  is  probably  more  impor- 
tant than  other  routes  of  reinoculation. 
Reisolation  of  the  same  herpesvirus  homi- 
nis strain  in  recurrence  and  epidemiolog- 
ical differences  between  the  two  possible 
sources  of  infection  support  this  conten- 
tion. Intensive  analysis  of  latently  infected 
cells,  especially  with  hybridization  tech- 
niques, will  help  to  unravel  the  mystery  of 
herpesvirus  hominis  latency.  These  re- 
sults will  define  the  connection  between 
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herpesvirus  hominis  and  oncogenesis, 
and  confirm  its  part  in  the  recurrence  of 
herpetic  eruptions. 

Summary 

In  this  article,  several  aspects  of  herpes- 
virus hominis  infections  are  examined. 
Primary  and  recurrent  lesions  are  de- 
scribed and  possible  relationships  are  ex- 
plored. Experiments  which  attempt  to  de- 
fine the  state  of  viral  genome  in  latency 
are  reviewed  and  alternative  avenues  of 
investigation  are  proposed.  Stimuli  for  re- 
activation are  discussed.  The  role  of  her- 
pesvirus hominis  in  the  etiology  of  cancer 
is  considered. 
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MEDICINE  AND  THE  LAW 


INFORMED  CONSENT  AND  INFLUENZA  IMMUNIZATION 


With  the  proposed  upcoming  mass  im- 
munization in  1976  for  the  new  strain  of 
influenza  virus,  sometimes  called  swine 
influenza  virus,  the  question  of  what  must 
be  obtained  in  the  area  of  informed  consent 
has  been  asked. 

A doctor  under  normal  circumstances  can- 
not properly  undertake  or  should  not  prop- 
erly undertake  treatment  or  vaccination 
without  the  consent  of  his  patient.  A gen- 
eral or  blanket  consent,  moreover,  may 
have  no  legal  force  if  the  patient  was  not 
afforded  an  opportunity  to  compare  the 
risk  of  the  vaccine  with  the  dangers  of  fore- 
going it.  Subsequenttosuch  advice,  the 
patient’s  decision  to  go  ahead  with  the 
immunization  despite  the  risk  disclosed  to 
him,  is  said  to  be  the  product  of  his  “in- 
formed consent.” 

It  is  clear  enough  thatthe  informed  con- 
sent concept  separates  into  two  elements: 
information  and  consent.  A twofold  duty  is 
imposed:  (1)  the  physician  must  disclose 
certain  information  about  risk  collateral  to 
the  proposed  vaccine,  and  (2)  he  must  not 
proceed  without  consent  to  the  risks  that 
have  been,  or  should  have  been 
disclosed. 

The  information  element  of  informed  con- 
sent concerns  the  scope  of  the  physician’s 
duty  to  disclose  risks  collateral  to  the  im- 
munization. As  to  what  information  should 
be  disclosed,  the  law  does  not  require  the 
disclosure  of  every  remote  risk.  The  law 
is  generally  that  the  physician  should  dis- 
close “what  a reasonable  practitioner 
would  make  under  the  circumstances”  or 
“what  is  consistent  with  good  medical 
practice.” 

While  an  oral  consent  is  legally  adequate, 
oral  statements  are  often  difficult  to  prove. 
By  reason  of  this,  a written  form  which  is 
witnessed  by  another  person,  preferably 
an  employee  of  the  physician,  is  felt  advis- 
able for  the  vaccine  in  question. 

In  hopes  of  satisfying  the  questions  raised 
in  regard  to  informed  consent  in  relation  to 


the  immunization  program,  the  Centerfor 
Disease  Control  (Department  of  Health, 
Education  and  Welfare,  Public  Health  Serv- 
ice) has  developed  forms  that  explain  the 
monovalent  and  bivalent  vaccines,  side 
effects,  and  precautions  which  should  sat- 
isfy the  informational  element  of  informed 
consent.  This  form  coupled  with  the  prop- 
erly witnessed  signature  of  an  authorized 
person  who  can  verify  the  fact  of  such  con- 
sent should  satisfy  the  “informed  consent” 
question  for  immunization  of  the  A/New 
Jersey/8/76  (Hsw  INI). 

The  following  form  was  designed  for  use 
with  the  monovalent  vaccine.  It  will  be 
printed  on  white  paper,  while  a similar 
form  forthe  bivalent  vaccine  will  be  printed 
on  blue  paper.  Both  forms  will  be  available 
in  quantity  at  vaccine  distribution  centers. 
On  the  reverse  side  of  both  forms,  the  in- 
formation appears  in  Spanish. 

IMPORTANT  INFORMATION 
ABOUT  SWINE  INFLUENZA  (FLU) 
VACCINE  (MONOVALENT) 

The  Disease 

Influenza  (flu)  is  caused  by  viruses.  When 
people  get  flu  they  may  have  fever,  chills, 
headache,  dry  cough  or  muscle  aches.  Ill- 
ness may  last  several  days  or  a week  or 
more,  and  complete  recovery  is  usual. 
However,  complications  may  lead  to  pneu- 
monia or  death  in  some  people.  For  the 
elderly  and  people  with  diabetes  or  heart, 
lung,  or  kidney  diseases,  flu  may  be 
especially  serious. 

It  is  unlikely  that  you  have  adequate  na- 
tural protection  against  swine  flu,  since  it 
has  not  caused  widespread  human  out- 
breaks in  45  years. 

The  Vaccine 

The  vaccine  will  not  give  you  flu  because 
it  is  made  from  killed  viruses.  Today’s  flu 
vaccines  cause  fewer  side  effects  than 
those  used  in  the  past.  In  contrast  with 
some  other  vaccines,  flu  vaccine  can  be 
taken  safely  during  pregnancy. 

One  shot  will  protect  most  people  from 
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swine  flu  during  the  next  flu  season;  how- 
ever, either  a second  shot  or  a different 
dosage  may  be  required  for  persons  under 
age  25.  If  you  are  under  25  and  a notice 
regarding  such  information  is  not  attached, 
this  information  will  be  provided  to  you 
wherever  you  receive  the  vaccine. 

Possible  Vaccine  Side  Effects 
Most  people  will  have  no  side  effects  from 
the  vaccine.  However,  tenderness  at  the 
site  of  the  shot  may  occur  and  last  for 
several  days.  Some  people  will  also  have 
fever,  chills,  headache,  or  muscle  aches 
within  the  first  48  hours. 

Special  Precautions 

As  with  any  vaccine  or  drug,  the  possibility 
of  severe  or  potentially  fatal  reactions 
exists.  However,  flu  vaccine  has  rarely 
been  associated  with  severe  or  fatal  reac- 
tions. In  some  instances  people  receiving 
vaccine  have  had  allergic  reactions.  You 
should  note  very  carefully  the  following 
precautions: 

• Children  under  a certain  age  should 
not  routinely  receive  flu  vaccine.  Please  ask 
about  age  limitations  if  this  information 

is  not  attached. 

• People  with  known  allergy  to  eggs 
should  receive  the  vaccine  only  under  spe- 
cial medical  supervision. 

• People  with  fever  should  delay  getting 
vaccinated  until  the  fever  is  gone. 

• People  who  have  received  another 
type  of  vaccine  in  the  past  14  days  should 
consult  a physician  before  taking  the  flu 
vaccine. 

If  you  have  any  questions  about  flu  or  flu 
vaccine,  please  ask. 

REGISTRATION  FORM 
I have  read  the  above  statement  about 
swine  flu,  the  vaccine,  and  the  special  pre- 
cautions. I have  had  an  opportunity  to  ask 
questions,  including  questions  regarding 
vaccination  recommendations  for  persons 
under  age  25,  and  understand  the  benefits 
and  risks  of  flu  vaccination.  I request  that 
it  be  given  to  me  or  to  the  person  named 
below  of  whom  I am  the  parent  or  guardian. 

Name  Birthdate  Age 


Address  County  of  Residence 


Witness 


Address 


This  form  is  solely  an  informed  consent 
and  does  not  represent  a release  and /or 
indemnity  agreement.  It  is  the  recommen- 
dation of  TMA  counsel  that  on  each  execut- 
ed form  two  lines  be  added  for  signature 
and  address  of  a witness  who  can  be  in  the 
position  to  later  testify  to  the  effect  that 
the  form  was  exhibited  to  and /or  read  to 
the  individual  patient  before  signature  in 
orderto  keeptoa  minimum  subsequent 
claims  that  the  patient  “did  not  understand 
what  was  being  signed.”  It  is  additionally 
important  that  the  proper  form  (mono- 
valent or  bivalent)  be  utilized  depending 
upon  the  vaccine  being  administered. 

BROWN,  MARONEY,  ROSE, 

BAKER  & BARBER 

Jack  Maroney  and  Ace  Pickens 


Questions/Answers 

LEGAL  COUNSEL  RESPONDS  TO 
INQUIRIES  REGARDING  SWINE 
FLU  VACCINE 

Q Can  a physician  enter  into  a contract 
with  his  patient  whereby  the  patient  re- 
leases him  from  liability  for  administer- 
ing the  swine  flu  vaccine? 

A The  general  rule  is  that  persons  may 
not  contract  against  the  effect  of  their 
own  negligence  and  that  such  agree- 
ments are  invalid.  Even  under  the  view 
that  a person  may,  under  some  circum- 
stances, contract  against  liability  in  the 
performance  of  some  duties,  he  cannot 
do  so  where  either  (1)  the  public  inter- 
est requires  the  performance  of  such 
duties,  or  (2)  the  parties  are  not  equal 
and  the  weaker  party  is  compelled  to 
submit  to  the  stipulation. 

The  application  of  these  principles  to 
exculpatory  contracts  between  physi- 
cians and  patients  has  been  considered 
in  relatively  few  instances.  It  can,  how- 
ever, be  said  that  what  rulings  there  are 
indicate  that,  generally,  such  contracts 
are  invalid. 

Therefore,  it  is  likely  that  a general  re- 
lease signed  by  the  patient  would  not 
relieve  the  physician  or  his  employees 
from  liability  for  negligently  administer- 
ing the  vaccine. 

Q What  is  the  liability  of  a physician  for 
administering  the  swine  flu  vaccine  in 
his  or  her  office? 

A The  legal  responsibilities  in  giving  the 
swine  flu  vaccine  are  the  same  as  in 
administering  any  other  vaccine.  After 
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the  patient  has  given  his  consent  (see 
comments  re  informed  consent)  and  the 
vaccine  has  been  administered  in  ac- 
cordance with  standard  medical  prac- 
tice, liability  for  the  vaccine  itself  will 
normally  fall  on  the  manufacturer. 

Q Does  a physician’s  insurance  policy 
cover  him  and  his  employees  in  his  of- 
fice in  administering  swine  flu  vaccine? 

A In  general,  physicians’  professional 
liability  policies  agree  to  defend  and  pay 
damages  forthe  physician  in  any  claim 
at  any  time  based  upon  professional 
services  which  were  or  should  have 
been  rendered  by  the  insured  or  any 
other  person  for  whose  acts  or  omis- 
sions the  insured  is  legally  responsible. 

In  view  of  this,  a physician  and  his  em- 
ployees should  be  protected  by  his  poli- 
cy in  administering  the  vaccine  in  his 
office. 

Q What  is  the  liability  of  a physician 
whose  only  purpose  in  attending  a 
“public  free  swine  influenza  clinic”  is  to 
help  in  emergency  medical  treatment? 

A In  Texas  there  has  never  been  a re- 
ported case  construing  the  Good  Samar- 
itan Law  (Article  1(a),  RCS  of  Texas), 
which  states  in  part  that,  "no  person 
shall  be  liable  in  civil  damages  who  ad- 
ministers emergency  care  in  good 
faith  . . .”  However,  if  neither  the  physi- 
cian nor  the  organization  sponsoring 
the  clinic  is  being  paid  forthe  emergen- 
cy treatment,  it  is  conceivable  that  the 
Good  Samaritan  Law  would  protect  the 
physician  and  other  voluntary  workers 
at  the  clinic. 

The  physician  is  cautioned  that  if  he  is 
being  paid  or  the  sponsoring  organiza- 
tion is  being  paid,  or  if  he  has  supervi- 
sory responsibilities  for  administering 
services  or  he  is  there  for  any  purpose 
other  than  emergency  medical  care, 
then  he  will  be  subject  to  suit  if  negli- 
gent conduct  is  proved  against  him. 

Q What  is  the  physician’s  liability  for 
participating  in  public  clinics  where  he 
becomes  responsible  for  supervising  ad- 
ministering swine  flu  vaccine? 

A The  fact  that  the  person  administering 
the  vaccine  is  controlled  by  the  physi- 
cian-supervisor may  enhance  his  liability 
probabilities.  But  the  fact  that  a nurse 
or  other  person  is  under  a doctor’s  su- 
pervision and  acts  under  his  orders  as 
to  some  matters  does  not  make  him  or 
her  his  agent  for  all  purposes.  When  the 
physician  controls  the  manner  of  doing 
the  work  and  supervises  the  means, 
methods  and  details  of  the  work,  the 
person  administering  the  vaccine  may 
become  a "borrowed  servant”  whose 


negligence  is  imputed  to  the  doctor.  The 
borrowed  servant  doctrine  renders  the 
physician  liable  for  other  persons’  em- 
ployees (normally  from  the  hospital). 
Whether  the  physician  can  be  held  liable 
for  the  negligent  act  of  the  person  ad- 
ministering the  swine  flu  vaccine  de- 
pends on  the  particular  case  and  wheth- 
er he  or  she  can  be  said  to  have  “bor- 
rowed” and  brought  the  employee  under 
his  or  her  control. 

It  should  be  pointed  out  that  a physi- 
cian’s mere  instructions  to  another  does 
not  create  a master-servant  relationship, 
and  there  must  be  a fact-finding  that 
the  requisite  control  existed.  Often 
this  is  predicated  on  the  physician’s 
presence  at  the  time  the  negligent 
act  occurred  and  the  fact  that  he 
had  an  opportunity  to  alter  the  course 
of  events.  It  must  be  shown  that  the 
physician  controlled  not  only  the  end 
sought  to  be  accomplished  by  the  em- 
ployment of  another,  but  also  the  means 
and  details  of  its  accomplishment;  not 
only  what  was  done,  but  how  it  was 
done. 

Possible  liability  should  be  clearly  un- 
derstood prior  to  accepting  responsibili- 
ty for  the  supervision  of  the  administer- 
ing of  the  swine  flu  vaccine. 

Q Is  the  federal  government  going  to  in- 
demnify physicians  who  participate  in 
these  programs? 

A It  now  appears  that  the  US  Congress 
will  not  pass  such  a bill,  and  therefore, 
no  indemnity  can  be  expected  from  the 
federal  government. 

Q Is  it  possible  that  the  State  of  Texas 
would  indemnify  physicians  who  parti- 
cipate in  the  program? 

A The  Texas  Legislature  will  not  be  in 
session  until  January  1977;  therefore, 
no  relief  can  be  expected  from  the  State 
of  Texas. 

Q What  about  informed  consent  in  the 
swine  flu  program? 

A Reyes  I’i  Wyeth  Laboratories,  498  Fed 
2d  1264  (5th  Cir  No  74-501,  Dec  23, 
1974),  which  was  upheld  by  the  US  Su- 
preme Court,  involved  administration  of 
Sabin  oral  polio  vaccine  in  Hidalgo 
County,  Texas.  In  that  case,  Mrs.  Reyes 
alleged  she  was  not  warned  of  any  pos- 
sible danger  involved  in  her  daughter’s 
taking  the  vaccine  even  though  she  did 
sign  a form  releasing  the  State  from  all 
liability  in  connection  with  the  immuni- 
zation. The  Court  stated  that  it  must 
assume  that  the  mother  would  have 
acted  on  a warning,  had  it  been  given, 
and  a warning  might  have  prevented  the 
daughter’s  polio;  it  unquestionably 
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would  have  avoided  the  defendant's  lia- 
bility. The  Court  said  that  the  seller  or 
manufacturer  of  the  vaccine  had  a duty 
to  provide  proper  warning  in  selling  the 
product  and  that  Wyeth  knew  or  had 
reason  to  know  that  the  vaccine  would 
not  be  administered  as  a prescription 
drug:  therefore,  the  company  was  re- 
quired to  warn  foreseeable  users,  or  see 
that  the  Health  Department  warned 
them. 

It  follows  that  it  also  is  necessary  in  the 
administration  of  the  swine  flu  vaccine 
to  warn  patients  of  possible  dangers. 
Therefore,  the  federal  government, 
through  the  Center  for  Disease  Control 
(HEW  Public  Health  Service),  by  con- 
tract with  the  drug  companies,  has  as- 
sumed the  responsibility  for  developing 
a form  which  explains  the  disease,  the 
vaccine,  side  effects  and 
precautions. 

Q What  about  consent  for  married 
minors? 

A Texas  law  is  that  a male  or  female  un- 
der 18  years  of  age  who  marries  has  the 
disabilities  of  minority  removed  and  can 
give  consent  to  receive  the  vaccine. 

Q Who  should  sign  the  informed  con- 
sent? 

A The  person  receiving  the  vaccine,  if  he 
or  she  is  over  the  age  of  18.  If  he  or  she 
is  under  18  and  unmarried,  one  qualified 
to  give  consent  for  medical  treatment 
should  sign. 

Q How  long  should  a doctor  keep  the 
informed  consent  records? 

A The  informed  consent  records  for  the 
swine  influenza  vaccine  are  the  same  as 
other  informed  consent  records.  The 
purpose  for  keeping  the  forms  is  to  pro- 
tect the  physician  from  allegations  of 
negligence  or  lack  of  informed  consent. 

It  is  recommended  that  the  forms  be 
kept  three  years  for  adults  and  two 
years  after  the  18th  birthday  for  those 
who  were  not  adults  when  they  received 
the  vaccine. 

Q Should  the  forms  used  in  my  office  be 
witnessed? 

A Yes.  It  is  recommended  that  the  phy- 
sician use  the  form  developed  by  HEW 
and  that  two  lines  be  added,  if  not  on 
the  form,  for  the  signature  and  address 
of  some  person  in  the  doctor’s  office 
acting  as  a witness  that  the  patient  un- 
derstood the  form  and  signed  same. 
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Orinase 

tolbutamide,  Upjohn 

0.5  Gm  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
© 1976  The  Upjohn  Company 


Upjohn 


This  new  design  will  help 
pharmacists,  physicians,  nurses, 
and  patients  identify  Orinase  by 
name  and  manufacturer. The 
number  on  the  tablet  is  for 
identification  and  is  not  related  to 
tablet  strength. 

You  may  wish  to  advise  your 
patients  that  this  change  is  taking 

place.  J-5255-6 


For  insomnia  that  is  a chronic  problem . . . 


Only  Dalmane  (f  lurazepam  HCI) 

offers  sleep  laboratory  proof 
of  effectiveness  for  as  loi^ 
as  28  nights 


Continued  relief  of  insomnia  in 
patients  with  chronic  insomnia 

Since  insomnia  is  often  transient  and  intermit- 
tent, the  prolonged  administration  of  a hypnotic  is 
generally  not  necessary  or  recommended.  But  when 
insomnia  is  a chronic  or  recurring  problem, 
continued  effectiveness  is  as  important  as  initial 
effectiveness.  Results  of  a recently  published  sleep 
research  laboratory  study'  demonstrated  that,  while 
pentobarbital  lost  effectiveness  within  two  weeks, 
Dalmane  maintained  effectiveness  for  28  consecu- 
tive nights.  Similar  28-night  results  with  Dalmane, 
displayed  below,  were  obtained  by  a second  sleep 
research  group.^  In  previous  studies,'^  both  chloral 
hydrate  and  glutethimide  began  to  lose  effective- 
ness after  several  nights,  while  Dalmane  main- 
tained effectiveness  throughout  the  14  medication 
nights.  Whether  the  problem  is  difficulty  falling 
asleep,  staying  asleep  or  sleeping  long  enough, 
consider  these  results  when  selecting  a 
sleep  medication. 


SLEEP  RESEARCH  LABORATORY  PROOF 
OF  EFFECTIVENESS  DURING  28  NIGHTS^ 

mean  % improvement  in  5 patients  with  chronic  insomnia 


SLEEP 

LATENCY 

(min) 


41.3 


23.3 


WAKE  TIME  TOTAL 

AFTER  SLEEP  SLEEP  TIME 

ONSET  (hr) 

(min) 


Patient  benefits  include  relative 
safety,  infrequent  morning 
‘^hang-over” 

Dalmane  is  well  tolerated,  seldom  causing 
morning  drowsiness  or  grogginess."*  No  increase  in 
dosage  is  required  for  continued  effectiveness  from 
night  to  night.''^  Should  Dalmane  be  used  repeat- 
edly, periodic  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed.  The  usual  adult 
dose  is  30  mg  h.s.,  but  15  mg  may  suffice  for  some 
patients  and  is  recommended  as  a starting  dose  for 
the  elderly  and  debilitated  to  help  preclude  over- 
sedation, dizziness  or  ataxia. 

Continued  relief  of  insomnia 
One  more  good  reason 
to  specify 

Dalmane 

(flurazepam  HCI ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( I 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

whenever  a hypnotic 
is  needed 


I I 3 baseline  placebo  nights 

H Dalmane  (flurazepam  HCI) 
nights  1-3, 12-14,  26-28 


Please  see  following  page  for  a summary  of  product  information. 


New  objective  proof: 
continued  insomnia  relief  without 

increasing  dosage...^ 


Dalmane 

(f  lurazepam  HCI 


Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 


Objectively  proved 
in  the  sleep  research 
laboratory. . . 


speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficia 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


during  28  consecutive  nights  of 

administration : 

□ effectiveness  with  a single 
30-mg  hs.  dose,  maintained 

□ rapid  sleep  induction, 
maintained 

□ sleep  for  7 to  8 hours,  on 
average,  maintained 

□ less  time  awake  during  the 
night,  maintained 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  inpatients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Vtemings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving). 

Use  in  women  who  are  or  may  become  preg- 
nant only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 


<^R0cii^ 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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ness of  flurazepam  30  mg  h.s.  on  chronic 
insomniacs.  Presented  at  the  15th  annual 
meeting  of  the  Association  for  Psychophy- 
siological  Study  of  Sleep,  Edinburgh, 
Scotland,  Jun  30-Jul  4, 1975 

3.  Kales  A,  et  at  Arch  Gen  Psychiatry 
23:226-232,  Sep  1970 

4.  Data  on  file.  Medical  Department, 
Hoffmann-La  Roche  Inc.,  Nutley  NJ 
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For  all  common  types 
of  insomnia 

AWAKE 
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See  The  Motorcycle  ? 


You  may  not  find  a motorcycle  in  this  picture,  but  you’ll  find  plenty  of  them 

on  Texas’  streets  and  highways. 

The  trouble  is,  not  enough  automobile  drivers  are  seeing  motorcycles  when 
they  should.  Not  until  it’s  too  late,  anyway. 

Maybe  if  motorcycles  were  as  big  as  elephants,  you’d  be  more  careful  when 
you  see  them.  But  nothing  is  bigger  than  human  life.  And  that’s  what  we’re 

really  asking  you  to  look  out  for. 


The  Governor’s  Office  of  Traffic  Safety 
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Find  the  world  interesting? 
Photograph  it 


Do  you  notice  the  delicate  patterns  in  rock 
formations? 

Would  you  rise  at  dawn  to  observe  the  mov- 
ing shadows  on  a sandy  beach? 

If  the  answer  tothese  questions  is  "yes,” 
then  you  have  the  potential  to  be  a photo- 
grapher, according  to  Dr.  Owen  Berg  of 
Temple. 

"Anyone  who  finds  the  world  interesting 
and  exciting  can  find  thetechnical  ability 
to  be  a photographer,”  Dr.  Berg  enthusias- 
tically proselytized,  although  he  added  that 
one  may  not  be  an  instant  success. 

There  is  no  doubt  Dr.  Berg  finds  the  world 
interesting  and  exciting.  He  is  the  only 
photographer  to  have  received  permission 
to  record  the  Mountain  Spirit  Dance  of  the 
Mescalero  Apaches,  an  ancient  religious 
ceremony,  duringthe  dedication  of  the 
Indian  cemetery  at  Fort  Sill,  Oklahoma.  He 
has  waited  all  night  on  many  occasions  for 
a butterfly  to  emerge  from  its  cocoon.  He 
has  photographed  missile  firings  from 
submarines  at  Cape  Canaveral.  But  out- 
standing among  his  many  experiences  con- 
tinues to  be  the  opportunity  to  travel  and 
to  meet  people  all  over  the  world. 

With  these  experiences  have  come  photo- 
graphic honors  too  numerous  to  cite,  in- 
cluding recent  Texas  Medical  Association 
and  American  Medical  Association  awards. 
Part  of  the  story  is  told  by  the  tie  clasp 
Dr.  Berg  proudly  wears  which  displays  the 
diamond  star  of  the  Photographic  Society 
of  America.  The  star  is  awarded  to  a photog- 
rapher who  has  had  at  least  196  pictures 
accepted  692  times  in  exhibitions.  He  is 
the  only  person  in  Texas  to  boast  of  such 
a distinction.  He  also  has  been  honored 
similarly  for  his  color  slide 
acceptances. 

An  "acceptance”  for  exhibition  indicates 
that  the  photographer’s  work  has  been 
judged  among  the  best  of  all  entries  vying 
for  a place  in  a particular  photo  show. 
Usually,  about  20%  of  the  entries  are 
selected  for  exhibition. 

In  addition  to  his  own  hobby  endeavors. 


Dr.  Berg  has  been  active  in  photography 
organizations.  He  currently  serves  as  divi- 
sions vice-president  of  the  Photographic 
Society  of  America — one  of  nine  persons 
headingthis  group  of  20,000  members.  He 
is  a founder  of  theTemple  Camera  Club 
and  a past  president  of  the  Wichita  Falls 
Camera  Club.  The  Dallas,  Fort  Worth,  and 
Oklahoma  City  clubs  alsoclaim  him  as  a 
member. 

Dr.  Berg  has  so  many  photographic  pur- 
suits one  tends  to  overlook  that  he  is  chief 
of  urology  at  Temple’s  Veterans  Adminis- 
tration Hospital  and  has  been  active  in  or- 
ganized medicine  for  many  years.  He  has 
such  service  to  his  credit  as  the  past  presi- 
dency of  both  the  Texas  Urological  Asso- 
ciation and  the  Wichita  County  Medical 
Society. 

The  physician  said  he  has  never  considered 
undertaking  photography  as  a profession 
because  it  is  so  much  fun  as  a hobby.  Dr. 
Berg  remembered  his  own  first  interest  in 
photography  in  1957.  A friend  purchased 
his  first  camera  for  him  in  Germany.  Mem- 
bership in  the  Wichita  Falls  Camera  Club 
and  the  Photographic  Society  of  America 
seemed  a good  way  to  learn  to  use  this  new 
piece  of  equipment.  Dr.  Berg  heartily  rec- 
ommends local  camera  clubs  to  beginning 
as  well  as  advanced  photographers. 

A link  to  many  interests 

Photography  has  been  more  than  just  an 
isolated  hobby  for  the  physician.  His  long- 
time interest  in  entomology  has  provided 
the  basis  of  a special  devotion  to  macro- 
photography. Thus,  many  of  his  subjects 
are  insects  of  various  sorts.  His  wife  is  not 
surprised  to  open  the  refrigerator  to  find 
some  sort  of  bug  awaiting  a portrait  ses- 
sion. She  was  disturbed,  however,  the  time 
some  black  widow  spiders  hatched  during 
this  "cooling  off”  period. 

The  entire  family,  which  includes  five  chil- 
dren, has  provided  support  and  enthusi- 
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A crab  spider  with  prey  was  one  of  Dr.  Berg's  more  interesting  subjects. 
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Dr.  and  Mrs.  Berg  exhibit  a photo  taken  during  a Texas  Panhandle  snowstorm.  The  couple  have  many  memories  which 
are  stored  in  the  physician’s  collection  o<  photos. 


asm  for  Dr.  Berg’s  hobby.  When  the  chil- 
dren were  growing  up,  they  could  all  spot 
photo  possibilities  such  as  the  rattlesnake 
brought  home  by  one  of  the  boys. 

Dr.  Berg  has  been  generous  to  his  home 
communities,  donating  works  to  hospitals 
and  museums,  establishing  medical  photo- 
graphy departments  in  several  hospitals, 
critiquing  beginners’  works,  and  providing 
interesting  civic  and  medical  meeting  pro- 
grams. He  has  prepared  slide  presenta- 
tions on  many  subjects  relating  to  medi- 
cine and  photography.  One  such  program 
depicted  what  doctors  do  on  their  after- 
noons off  from  playing  golf,  sailing,  baling 
hay,  to  presiding  over  medical  meetings. 


Support  at  home  base 

Although  she  has  an  eye  for  a good  photo, 
Evelyn  Berg  will  not  take  a photograph.  She 
sticks  to  the  support  functions  for  her  hus- 
band's hobby  such  as  packingand  mailing 
entries  to  shows  and  keeping  the  extensive 
records  of  acceptances  and  winnings.  She 
does  not  mind  that  a darkroom  is  more  of 
a determining  factor  in  selecting  a home 
than  a spacious  kitchen.  In  fact,  following 
the  Berg’s  recent  move  from  Wichita  Falls 
to  Temple,  it  was  she  who  insisted  that 
they  finally  display  some  of  Dr.  Berg’s 
works  in  their  new  home. 

Mrs.  Berg  has  been  active  in  civic  activities 
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A split  tail  prominent  larva  made  a colorful  portrait  although  portrayed  here  in  black  and  white. 


and  has  held  several  offices  in  both  state 
and  local  medical  auxiliaries.  She  also 
shares  her  husband’s  enthusiasm  for  travel 
and  meeting  people.  One  of  the  Bergs’ 
most  memorable  experiences  came  in 
1962  when  they  were  invited  to  the  Illinois 
estate  of  Myrtle  Walgreen,  widow  of  the 
drugstore  entrepreneur.  Mrs.  Walgreen, 
now  deceased,  frequently  entertained 
about  ten  couples  for  four  or  five  days. 

Mrs.  Berg  fondly  remembered  the  woman’s 
“wicked  sense  of  humor.”  Newcomers 
were  taken  personally  by  the  84-year-old 
heiress  to  sleeping  quarters  in  a renovated 
barn.  It  was  atthis  time  that  Mrs.  Berg 
realized  there  would  be  four  couples  on  the 
barn's  sleeping  porch,  and  her  housecoat 


had  been  left  behind!  On  their  second 
visits,  guests  stayed  in  the  main 
house. 

After  nearly  20  years  of  taking  pictures. 

Dr.  Berg  is  not  slowing  down.  This  month 
alone  he  has  judging  commitments  in  Okla- 
homa City,  Dallas,  Port  Arthur,  and  Min- 
neapolis. Healso  plans  sometime fortak- 
ing  photos  just  for  himself.  He  summed  up 
how  he  feels  about  photography  with  a 
quote  from  Oscar  Wilde: 

Art  is  the  most  intense  mode  of  in- 
dividualism the  world  has  known  . . . 
the  artist  can  fashion  a beautiful 
thing;  but  if  he  does  not  do  it  solely 
for  his  own  pleasure,  he  is  not  an 
artist  at  all. 
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And  the  rains  came 


. . . and  came  to  Houston.  The  newspapers 
called  it  “The  Great  Flood’’  and  so  it  was. 
The  rising  waters  caused  several  million 
dollars  damages  to  patient  care  and  teach- 
ing institutions  in  theTexas  Medical  Cen- 
ter and  St.  Joseph  Hospital  downtown.  The 
late  June  storm  also  touched  the  head- 
quarters of  the  Harris  County  Medical  So- 
ciety located  in  the  Jesse  H.  Jones  library 
building  in  the  medical  center.  Pictured 
below  is  the  garage  entrance  to  the  build- 
ing. The  photo  at  right  illustrates  the  mood 
of  the  day  at  the  Texas  Medical  Center. 
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A human  chain  was  formed  to  remove  the 
rare  book  collection  from  the  Houston 
Academy  of  Medicine-Texas  Medical  Cen- 
ter Library.  Not  a single  book  was  lost,  dam- 
aged, or  wet.  Directly  above,  chairs  floated 
in  the  sublevel  of  the  library  building.  At 
left,  a telephone  equipment  room  suffered 
from  the  flood  waters  also.  (Photos  courte- 
sy of  the  Harris  County  Medical  Society) 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


A.E.  BOYSEN 

San  Antonio,  1904-1976 


C.C.  CLEVELAND 
Hamilton,  1894-1976 


E.M.  CLEVELAND 
Dallas,  1914-1976 


C.F.  GREGORY 
Dallas,  1919-1976 


L.W.  JACOBSEN 
Dallas,  1932-1976 


W.R.  KNIGHT  III 
Houston,  1913-1976 


IN  MEMORIAM 


J.B.  POLKA  The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma-i 

San  Antonio,  1902-1976  nent  memorial  to  physicians  who  have  served  their  patients,  their  profession, 

and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more; 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas; 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $. 


. Given  in  Memory  of. 


Please  send  remembrance  card  to: 

Name 

Address 

City  and  State  


Donor  Information: 

Name 

Address  

City  and  State  . 
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Comments: 
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PRACTICAL  4 HOUR  WORKSHOP  DESIGNED 
OR  PROVIDING  INFORMATION  TO  THE 


’HYSICIAN  IN  THE  AREAS  OF  HIS  PERSONAL 
HNANCIAL  MANAGEMENT. 


. The  financial  seminar  you  Con» 
ducted  was  extremely  enlightening. 
The  information  presented  will  be  very 
useful  in  helping  me  plan  for  the  future 

E.  Ginchansky,  M.O. 

Allergic  Diseases 
Dallas,  Texas 

. . Your  seminar  was  invaluable  in 
revealing  to  me  that  all  investments 
must  be  basically  sound  but  they 
become  better  when  wise  economic 
uses  of  leverage,  margin,  shelter, 
renegotiation  and  no  personal  liability 
can  be  utilized. 

Warran  A.  Ross,  M.D. 
Orthopedic  Surgeon 
Austin,  Texas 

. . . I wish  to  compliment  you  on  your 
recent  financial  workshop  in  Houston, 
Your  topics  regarding  the  effects  of 
inflation,  basic  estate  planning, 
proposed  tax  reforms,  tax  shelters,  and 
the  benefits  from  negotiation  tor 
leverage  were  concise,  informative, 
and  very  pertinent.  My  ignorance  about 
these  topics  has  bothered  me  for 
several  years.  I have  been  fearful  of 
active  inquiry  because  generally  the 
information  comes  from  salesmen,  at- 
torneys, etc.,  with  a secondary  motive 
involved. 

Thank  you  for  the  most  enjoyable, 
short,  educational  experience  I have 
ever  received. 

Donald  R.  Pohl,  M.D. 

Urology 
Conroe,  Texas 

. . , Mr.  Tallal's  Seminar  posed  some 
provocative  new  concepts  in  financial 
management.  A busy  practitioner  in 
medicine  should  seek  out  the  advice  of 
another  expert.  The  seminar  certainiy 
opened  some  of  the  doors  to  avenues 
of  investment  to  provide  sound  finan- 
cial growth 

J.  M.  Finley,  M.D, 

Family  Practice 
Beaumont,  Texas 


. The  seminar  I attended  in  May  on 
"Rape  of  the  Physician"  is  a must  for 
every  physician  starting  practice.  It 
lays  tfie  foundation  to  a successful 
financial  existence  in  the  medical 
profession,  that  was  not  taught  in 
medical  school. 

E.P.D. 

Emergency  Physician 

Orange.  Texas 

I want  totakethisopportunitytotell 
you  how  much  I not  only  enjoyed  but 
profited  from  your  seminar  in  Houston 
recently.  Keep  up  the  good  work. 

Professionals  need  you  more  than 
you  know.  Thanks  again. 

Best  wishes 

George  A.  Constant,  M.D. 

Neurology  & Psychiatry 

Victoria,  Texas 
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1975  INCOME? 

Dctober  is  not  Too  Late  to  Reduce  Your  1976  Ta) 

JANUARY  1,  1977  IS! 

If  You  Have  Considered  Attending  This  Workshop  in  the  Past  . . . 

Don’t  miss  this  series 
It  will  be  the  last  of  1976 


DALLAS 

Date;  Oct.  2,  1976 
Place:  Fairmont  Hotel 
Ross  @ Akard 
Room:  Parisian 
Time:  1:00  p.m. 


HOUSTON 

Date:  Oct.  9,  1976 
Place:  Worwick  Hotel 
5701  Main  St. 
Room:  La  Fontiane 
Time:  12:00  Noon 


NEW  ORLEAN! 

Date:  Oct.  16,  1976 
Place:  Marriott  Hotc 
Canal  St. 

Room;  Balcony  I.J.K 
Time:  1:00  p.m. 


REGISTRATION,  CANCELLATION,  & REFUND  POLICY 


Registration:  Must  be  made  in  advance  and  may  be  made 
up  to  three  business  days  prior  to  the  workshop,  subject  to 
confirmation.  Complete  and  return  the  coupon,  or,  if  you 
prefer,  telephone  registrations  are  acceptable.  Early  registra- 
tion is  recommended.  Telephone  (214)  348-6591. 

Fees:  The  full  registration  fee  is  $65.00  if  enclosed  with 
registration  form.  Fee  at  door  is  $75.00.  These  fees  include 
the  cost  of  the  workshop  and  all  workshop  materials.  (No 
charge  for  spouse). 

Cancellations  and  Refunds:  Confirmed  registrations  can 
be  cancelled  up  to  five  business  days  prior  to  workshop  date. 
Registrations  cancelled  later  than  five  days  prior  to  workshop 
are  subject  to  a $10.00  service  charge.  Participants  who  have 


not  cancelled  reservations  three  business  days  prior  to  t 
meeting  are  subject  to  the  entire  fee. 

Tax  Deduction  of  Expenses:  In  the  case  of  an  individu 
there  shall  be  allowed  as  a deduction  all  the  ordinary  ai 
necessary  expense  paid  or  incurred  during  the  taxable  ye 
— (2)  for  the  management,  conservation,  or  maintenance 
property  held  for  the  production  of  income.  (See  Secti< 
212,  Internal  Revenue  Code  of  1974.)  Investment  coum 
fee  is  deductible  as  a nontrade  or  business  expense  (Rev.  Ri 
73-13,  1973-1  C.B.42)  j 

This  program  will  not  involve  the  giving  of  advice^ 
Regards  to  securities  nor  the  giving  of  legal  advic< 


(Rcas€  return  the  entire  Registration  Form  below,  including  mailing  label). 


REGISTRATION  FORM 


□ Yes,  I plan  to  attend  the  workshop  checked  below 

□ 1 am  unable  to  attend  any  of  these  scheduled  workshops,  but 
please  inform  me  if  future  workshops  are  planned. 

□ Check  enclosed  □ I will  pay  at  door. 


□ Dallas  Oct.  2,  1976 

□ Houston  Oct.  9,  1976 

□ New  Orleans  Oct.  16,  1976 
(please  check  workshop  date) 


X 


Signature 


SEND  FORM  TO: 


Name 


Phone 


Joseph  J.  Tallal,  Jr. 
Financial  Management 
9516  Mill  Trail 
Dallas,  Texas  75238 
(214)  348-6591 


Address 


City,  State,  Zip 


uCheck  if  wife  will  attend 


Additional  Registration  @ $50.00 


Name 


Phone 


Address 


City,  State,  Zip 


A lesson  in  bureaucrat-ese 


Talking  about  health  care  today  necessari- 
ly includes  a knowledge  of  a variety  of  ab- 
breviations, acronyms,  and  other  con- 
fusing terms. 

In  February  1976,  the  U S Government 
Printing  Office  released  “A  Discursive 
Dictionary  of  Health  Care”  prepared  by 
the  staff  of  the  Subcommittee  on  Health 
and  Environment  of  the  U S House  of  Rep- 
resentatives. The  more  than  800  entries 
leave  no  doubt  that  there  is  a bureaucrat- 
ic dialect  within  the  English  language. 
Here’s  a sampling. 

Borborygmus:  a rumbling,  gurgling  noise 
in  the  intestines. 

Chairside:  the  dental  equivalent  of  bed- 
side. 

Crock:  deprecating  housestaff  term  for  a 
patient  whose  illness  the  housestaff  (but 
not  the  patient)  feels  is  unreal,  nonphysi- 
cal, or  insignificant.  Use  of  the  term 
should  be  discouraged  since  it  often  blinds 
the  user  to  real  patient  needs,  whether  or 
not  correctly  perceived  by  the  pa- 
tient. 

Elephant  policy:  see  trolley  car 
policy 

Trolley  car  policy:  a facetious  name  for  an 
insurance  policy  which  is  so  hard  to  col- 
lect benefits  upon  that  it  is  as  though  it 
provided  benefits  only  for  injuries  result- 
ing from  being  hit  by  a trolley  car.  Typical- 
ly used  of  mail  order  insurance. 

Cork:  originally  an  acronym  for  ‘‘God  only 
really  knows,”  and  then  used  by  housestaff 
for  patients  whose  problems  were  so  mys- 
terious as  to  defy  diagnosis.  It  has  now  lost 
all  connection  with  its  original  meaning 
and  is  used  offensively  to  describe  pati- 
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ents  who  are,  and  are  likely  to  remain, 
comatose. 

‘Me too’  drug:  a drugthat  is  identical,  sim- 
ilar or  closely  related  to  a drug  product 
for  which  a new  drugapplication  has  been 
approved.  Many  ‘me  too’  drugs  on  the 
market  are  essentially  copies  of  approved 
new  drugs  but  were  introduced  by  the 
manufacturers  without  Food  and  Drug  Ad- 
ministration approval  on  the  theory  that 
the  NDA  holder,  or  pioneer  drug,  had  be- 
come generally  recognized  as  safe  and  ef- 
fective. Other  ‘me  too’  products  are  being 
marketed  with  abbreviated  new  drug  ap- 
plications (ANDAs),  which  require  the 
submission  of  manufacturing,  bioavail- 
ability and  labeling  information,  but  not 
data  relating  to  safety  and  effectiveness, 
which  are  assumed  to  be 
established. 

Poor:  see  poverty. 

Scientology:  a religious  movement  begun 
in  1952  which  teaches  immortality  and  re- 
incarnation, and  claims  a sure  psycho- 
therapeutic method  for  freeing  the  indi- 
vidual from  personal  problems,  increas- 
ing human  abilities,  and  speeding  recov- 
ery from  sickness,  injury,  and  mental 
disorder. 

Slip  law:  in  Congress,  the  final  version  of 
an  Act  of  Congress  and  its  first  official 
publication.  Each  public  law  is  printed  in 
the  form  of  a slip  law  which  also  lists,  but 
does  not  include,  the  legislative  history  of 
the  Act,  whatever  earlier  Act  may  be 
amended  by  the  new  law,  as  it  is  amended, 
or  any  explanation  or  interpretation  of 
the  law.  See  also  Public  Health  Service 
Act. 


Swap  maternity:  a provision  in  group 
health  insurance  plans  providing  immedi- 
ate maternity  benefits  to  a newly  covered 
woman  but  terminating  coverage  on  preg- 
nancies in  progress  upon  termination  of  a 
woman’s  coverage.  See  also  switch  mater- 
nity and  flat  maternity. 

Turkey:  deprecating  housestaff  term  for 
an  inpatient  who  they  feel  does  not  need 
hospital  admission.  Such  patients  are  not 
usually  malingerers. 

Zoonoses:  those  diseases  and  infections 
which  are  naturally  transmitted  between 
vertebrate  animals  and  man. 

Ecological  fallacy:  the  common  erroneous 
assumption  that  because  two  things  are 
associated  one  must  be  caused  by  the 
other. 

Hold  harmless  provision:  a provision  of 
law  that  prevents  a governmental  entity, 
institution  or  other  party  from  suffering 
additional  expenses  or  loss  of  benefits  as 
a result  of  a change  in  a statute  or 
regulations. 

Mark-up:  in  Congress,  a meeting  of  a Con- 
gressional committee  at  which  the  com- 
mittee itself  writes  law  to  recommend  to 
the  full  Congress,  makes  decisions  on  ap- 
propriations, or  otherwise  makes  policy. 
Usually  takes  place  after  public  hearings 
on  the  subject  matter. 

Medicap  policy:  a supplemental  health  in- 
surance policy  designed  to  supplement 
Medicare. 
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Medical  Newsmakers 


DR.  DONALD  M.  HAYES  has  assumed  the 
chairmanship  of  the  new  Department  of 
Community  Medicine  at  The  University  of 
Texas  Medical  School  at  Houston.  He  was 
formerly  associate  dean  for  community 
health  sciences  at  the  Bowman  Gray  School 
of  Medicine  in  Winston-Salem,  NC.  At  Bow- 
man Gray,  Dr.  Hayes  was  the  first  chairman 
of  the  Department  of  Community  Medicine 
and  implemented  its  growth  there  during 
the  past  six  years.  Dr.  Hayes,  an  internist, 
specializes  in  hematology  and  oncology. 

A Southwestern  Medical  School  scientist 
will  share  one  of  Germany’s  highest  medi- 
cal awards  for  his  work  with  cholera.  DR. 
RICHARD  A.  FINKELSTEIN,  professor  of 
microbiology  at  the  medical  school,  has 
been  notified  that  he  and  DR.  MARK  H. 
RICHMOND,  professor  of  bacteriology  at 
the  University  of  Bristol,  have  been  chosen 
to  share  the  Robert  Koch  Prize  of  approxi- 
mately $24,000.  The  awards,  which  in- 
clude the  Robert  Koch  medal  for  each  re- 
cipient, “are  the  highest  honors  that  Ger- 
man science  and  medicine  can  submit  to 
scientists  in  the  biomedical  field  who,  in 
addition,  have  done  something  for  public 
health,”  accordingtothe  letterof  notificia- 
tion.  Award  ceremonies  will  be  held  Decem- 
ber 7 in  Bonn  with  presentations  by  the 
German  Ministry  of  Health.  Dr.  Richmond 
is  being  recognized  for  his  work  on  anti- 
biotic resistance. 

DR.  HENRY  W.  STROBEL,  a biochemist  at 
The  University  of  Texas  Health  Science 
Center’s  Medical  School  at  Houston,  has 
been  awarded  two  research  grants  totaling 
over$200,000  by  the  National  Cancer  In- 
stitute. The  grants  support  studies  of  how 
anti-cancer  agents  are  metabolized  by 
specific  body  tissues.  One  grant,  in  the 
amount  of  $87,075,  funds  Dr.  Strobel’s 
project  entitled  “Drug  Metabolism  and 
Liver  Tumors.”  The  second  grant  for 
$122,640,  finances  his  study  of  “The  Ef- 
fect of  Gastro-Intestinal  Hormones  on  Col- 
onic Carcinoma.”  Both  awards  coverthe 
three-year  period  from  June  30,  1976  to 
June  29, 1979. 


The  American  Cancer  Society,  Texas  Divi- 
sion, Inc,  elected  a slate  of  officers  for  the 
1976-77  fiscal  year  at  its  July  meeting  in 
Dallas.  The  top  three  spots  were  filled  by 
DR.  S.  S.  EVANS,  McAllen,  president;  RUS- 
SELL H.  PERRY,  Dallas,  chairman  of  the 
board;  and  DR.  F.  LAMONT  JENNINGS, 
Galveston,  president-elect. 

New  commitments  to  45  scientists  bring 
the  amount  of  funds  allocated  for  research 
this  year  by  the  Leukemia  Society  of 
America,  Inc,  to  $1,585,000.  Included  in 
the  new  group  of  scholars  are  two  from 
Texas,  DR.  SAMUEL  MURPHY  of  Houston 
and  DR.  RICHARDG.  SMITH  of  Dallas.  Dr. 
Murphy’s  project  is  entitled,  “Guinea  Pig 
Leukemia:  A Relevant  Animal  Model  forthe 
Design  and  Evaluation  of  Immunotherapy 
for  Acute  Leukemia.”  Dr.  Smith’s  project  is 
“Abnormal  Differentiation  in  Human  Lym- 
phoreticular  Neoplasia.” 

Resolutions  commendingtwo  University  of 
Texas  Medical  School  at  Houston  scientists 
for  their  immediate  service  in  protecting 
public  health  and  welfare  have  been  pre- 
sented by  the  Harris  County  Commission- 
ers Court.  The  certificates  were  awarded  to 
DR.  RICHARD  CAPRIOLI,  director  of  the 
school’s  analytical  chemistry  program,  and 
to  DR.  WILLIAM  SEIFERT,  who  identified 
the  mysterious  powder,  broken  open  in  a 
Houston  field  in  mid-June,  that  sent  one 
hundred  people  to  area  hospitals.  The 
powder  was  identified  as  ortho-chloro  ben- 
zylidene  malononitrile,  a restricted  sub- 
stance used  in  vapor  form  for  military  riot 
control. 

San  Antonio’s  DR.  HARRY  ADLER  recently 
had  his  first  fictional  work  published  by 
Carlton  Press,  Inc,  New  York.  The  Crowns 
and  Family  portrays  a family  with  no  envy, 
no  jealousy — each  family  member  making 
a total  commitment  to  the  happiness  of  all. 
Dr.  Adler  has  written  editorials  forthe  Bex- 
ar County  Medical  Society  Medical  News 
for  several  years. 

The  National  Retinitis  Pigmentosa  Foun- 
dation, Baltimore,  has  awarded  research 


Dr.  Hayes 


Dr.  Finkelstein 
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grants  to  SCOTT  F.  BASINGER,  PhD,  and 
DR.  ROBERT  E.  ANDERSON  of  Baylor  Col- 
lege of  Medicine,  Houston,  on  a project 
involving  retinal  degeneration.  Dr.  Basinger 
is  an  assistant  professor  of  ophthalmology 
and  Dr.  Anderson  is  an  associate  professor 
of  biochemistry  and  ophthalmology  at  Bay- 
lor’s Department  of  Ophthalmology. 

DR.  JEAN  WILSON,  professor  of  internal 
medicine  at  The  University  of  Texas  South- 
western Medical  School  and  editor  of  the 
Journal  of  Clinical  Investigation,  has  been 
chosen  to  be  the  next  president  of  the 
American  Society  for  Clinical  Investigation. 
Dr.  Wilson  will  succeed  DR.  JOHN  S. 
FORDTRAN,  also  a professor  of  internal 
medicine  atthe  Dallas  medical  school,  who 
is  current  president  of  the  society. 

DR.  KATHERINE  RODGERS,  San  Antonio 
pediatrician,  was  selected  as  one  of  six 
Americans  to  voice  their  feelings  about  the 
country  during  a national  television  special 
July  4.  The  messages  were  televised  during 
NBC's  “TheGlorious  Fourth,”  and  were 
sponsored  by  the  Mutual  Benefit  Life 
Insurance  Company. 

Several  hundred  Yoakum  County  residents 
turned  out  on  a Saturday  afternoon  in  May 
to  pay  tribute  to  DR.  KELLER  GREENFIELD 
who  has  been  practicing  medicine  in  Den- 
ver City  20  years.  During  the  ceremonies. 
Dr.  Greenfield  was  honored  with  a proc- 
lamation issued  by  the  mayor,  by  plaques 
from  both  the  local  chamber  of  commerce 
and  the  Hospital  Board  of  Yoakum 
County. 

DR.  C.  F.  HAMILTON  of  Dallas  has  been 
appointed  to  the  position  of  chief.  Health 
Planning  and  Facilities  Branch  of  Region 
VI  of  the  Department  of  Health,  Education 
and  Welfare.  Dr.  Hamilton  will  be  respon- 
sible for  health  planning  and  health  re- 
source development  programs  in  Texas, 
Oklahoma,  Louisiana,  Arkansas,  and  New 
Mexico.  The  private  practitioner  has  been 
involved  in  regional  health  planningforthe 
past  12  years,  serving  on  the  North  Central 
Texas  Council  of  Governments’  Health 
PlanningCouncil.  The  pasttwo years  he 
has  been  vice-chairman  of  that  group. 


FRED  C.  BRINKLEY,  JR,  former  public  re- 
lations executive  for  the  Texas  Pharmaceu- 
tical Association,  will  become  secretary  of 
theTexas  State  Board  of  Pharmacy  this 
fall.  Brinkley  will  replace  retiring  JOE  H. 
ARNETTE,  who  held  the  pharmacy  board’s 
chief  administrative  job  for  the  past  18 
years. 
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Medicine  in  literature 
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Recent  deaths 


Dr.  Boysen 


Dr.  C.C. 
Cleveland 


Or.  E.M. 
Cleveland 


Dr.  Arthur  Eitel  Boysen 

Dr.  Arthur  Eitel  Boysen,  San  Antonio 
internist,  died  Feb  25,  1976.  He  was  71 
years  of  age. 

Dr.  Boysen,  a native  of  Brownwood,  Tex, 
was  graduated  from  The  University  of 
Texas  in  1925.  He  obtained  his  MD  degree 
from  The  University  of  Texas  Medical 
Branch  in  1929.  Following  his  graduation 
from  medical  school.  Dr.  Boysen  was  an  in- 
tern at  City  Hospital,  St.  Louis,  and  a resi- 
dent at  Presbyterian  Hospital,  Chicago. 

He  was  a former  assistant  instructor  of 
pediatrics  at  Rush  Medical  College  and  a 
member  of  the  staff  of  the  Infant  Welfare 
Society,  Chicago. 

Dr.  Boysen  entered  the  US  Army  in  1941. 
He  was  separated  from  the  service  in  1945 
with  the  rank  of  lieutenant  colonel.  That 
same  year  he  moved  to  San  Antonio,  where 
he  continued  to  practice  until  the  time  of 
his  death. 

Dr.  Boysen  was  a member  of  the  Bexar 
County  Medical  Society  and  the  American 
Medical  Association. 

He  is  survived  by  one  son,  Charles  M.  Funk, 
Grenta,  La;  two  daughters,  Mrs.  Marcia  R. 
Bonilla  and  Stephanie  J.  Clausewitz,  both 
of  San  Antonio:  four  brothers;  and  two 
sisters. 


in  Dallas.  He  received  his  medical  degree 
in  1916,  and  interned  at  St.  Paul  Hospital, 
Dallas. 

Dr.  Cleveland  served  18  months  in  the 
Army  Medical  Corps  during  World  War  I. 

He  was  stationed  in  France  and  Germany. 
Following  his  discharge,  he  practiced  in 
Stephenville,  Lipan,  and  Pottsville.  In 
1922,  he  returned  to  Hamilton,  and  contin- 
ued to  practice  there  until  his  retirement 
in  1974. 

The  physician  was  the  recipient  of  numer- 
ous honors  and  awards.  Among  these  were 
Hamilton’s  Outstanding  Citizen  (Chamber 
of  Commerce),  1970;  honorary  lifetime 
membership.  Lions  Club  International; 
charter  member,  Hamilton  Lions  Club; 
Worshipful  Master,  Rock  House  Masonic 
Lodge;  50-year  member,  Cunningham  Post 
222,  American  Legion;  and  honorary  mem- 
ber, Hamilton  Volunteer  Fire  Company. 
Additionally,  Dr.  Cleveland  served  15  years 
as  vice-president  of  Perry  National  Bank, 
20  years  as  an  alderman  on  the  Hamilton 
City  Council,  and  was  a director  on  the  first 
board  of  the  Hamilton  County  General  Hos- 
pital. 

Dr.  Cleveland  also  was  an  honorary  mem- 
berof  theTexas  Medical  Association,  a 
past  president  and  secretary  of  the 
Bosque-Hamilton  County  Medical  Society, 
and  a member  of  the  American  Medical 
Association. 

Survivingthe  doctor  is  his  daughter,  Tink 
Cleveland  of  Hamilton. 


118 


Dr.  C.  C.  Cleveland 

Dr.  Charles  Culberson  Cleveland,  81,  of 
Hamilton  died  April  4,  1976,  followinga 
long  illness. 

Dr.  Cleveland  was  born  in  Hamilton  and 
spent  most  of  his  life  there.  He  was  gradu- 
ated from  Hamilton  High  School  in  1911 
and  attended  Meridian  Junior  College,  the 
old  Southwestern  Medical  School  in  Dal- 
las, and  Baylor  College  of  Medicine,  also 


Dr.  E.  M.  Cleveland 

Dr.  Edwin  Malcolm  Cleveland,  a native  and 
long-time  resident  of  Dallas,  died  March 
24, 1976,  following  a lengthy  illness. 

Dr.  Cleveland,  61,  had  practiced  internal 
medicine atthe  Dallas  Medical  and  Surgi- 
cal Clinic-Hospital  since  1948.  He  had 
served  as  clinical  associate  professor  of 
internal  medicine  at  Southwestern  Medical 
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School  and  had  been  on  the  attending 
staffs  at  Baylor  University  Medical  Center 
and  Parkland  Memorial  Hospital. 

Dr.  Cleveland  attended  Mary  Harden-Baylor 
College,  Belton,  from  1932  to  1935.  In 
1940,  he  was  graduated  from  Baylor  Col- 
lege of  Medicine,  Dallas. 

He  completed  an  internship  and  one  year 
of  his  residency  training  at  Charity  Hos- 
pital of  Louisiana  in  New  Orleans  before 
enteringthe  US  Army.  He  was  in  the  ser- 
vice from  1942  until  1946,  at  which  time 
he  returned  to  Dallas  to  complete  his  in- 
ternal medicine  residency  at  the  Veterans 
Administration  Hospital. 

The  physician’s  professional  memberships 
included  the  Dallas  County  Medical  Socie- 
ty, American  Medical  Association,  Dallas 
Internists  Club,  Dallas  Academy  of  Internal 
Medicine,  Dallas  Southern  Clinical  Society, 
and  Dallas  Diabetes  Association. 

Survivors  include  his  wife,  Mary  Harris 
Cleveland  of  Dallas;  son.  Dr.  Robert  H. 
Cleveland  of  Syracuse,  NY;  brother, 

Charles  W.  Cleveland  of  Houston;  two  sis- 
ters, Mrs.  Charles  F.  McGee  of  Waxahachie 
and  Janie  Cleveland  of  Dallas. 


Dr.  C.  F.  Gregory 

Dr.  Charles  Francis  Gregory,  chairman  of 
the  Orthopedic  Surgery  Division  of  The  Uni- 
versity of  Texas  Southwestern  Medical 
School,  Dallas,  died  March  31,  1976,  fol- 
lowing a heart  attack. 

Dr.  Gregory  had  been  a member  of  South- 
western’s faculty  since  1956,  and  was  the 
William  B.  Carrell  Scottish  Rite  Professor 
of  Orthopedic  Surgery  since  1965.  Healso 
was  chief  of  orthopedic  surgery  at  Parkland 
Memorial  and  Veteran’s  Administration 
hospitals,  and  Children’s  Medical  Center 
of  Dallas. 

A native  of  Battle  Creek,  Mich,  Dr.  Gregory 
completed  his  undergraduate  education  in 
1942  at  Indiana  University  in  Bloomington. 
He  was  graduated  from  the  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis, 
in  1944,  and  completed  his  internship  at 
Wayne  County  General  Hospital,  Eloise, 
Mich.  He  took  a general  surgery  residency 
at  Leila  Hospital,  Battle  Creek,  and  an  or- 


thopedic surgery  residency  in  Indianapolis 
at  Indiana  University  Medical  Center, 
where,  in  1951,  he  became  an 
instructor. 

Dr.  Gregory  was  active  in  several  profes- 
sional organizations.  He  was  a past  presi- 
dent of  the  American  Orthopedic  Associa- 
tion, Texas  Orthopedic  Association,  Ameri- 
can Board  of  Orthopedic  Surgery,  and  the 
Association  of  Orthopedic  Chairmen.  He 
also  was  a founding  member  of  the  Ameri- 
can Trauma  Society,  and  a member  of  the 
Dallas  County  Medical  Society,  the  Ameri- 
can Medical  Association,  Texas  Surgical 
Society,  American  College  of  Surgeons  and 
Dallas  Southern  Clinical  Society. 

He  was  the  1953  recipient  of  the  American 
Academy  of  Orthopedic  Surgery’s  Kappa 
Delta  Award  for  research  and  had  been  a 
member  of  its  committee  on  graduate  edu- 
cation. At  Southwestern  Dr.  Gregory  had 
been  vice-president  of  the  Faculty  Senate 
and  Assembly,  and  was  a member  of  sever- 
al committees.  In  1973,  he  was  named  a 
representative  of  the  American  Board  of 
Medical  Specialties  to  the  Liaison  Commit- 
tee on  Graduate  Medical  Education. 

He  had  served  on  the  boards  of  directors 
of  the  Dallas  Cerebral  Palsy  Foundation 
and  the  local  chapterof  the  American  Can- 
cer Society.  Additionally,  Dr.  Gregory  was 
a member  of  the  Board  of  Trustees  of  the 
University  of  Dallas  from  1960  to  1966, 
and  served  on  the  university’s  advisory 
committee. 

Dr.  Gregory  served  in  the  U.S.  Navy  Medi- 
cal Corps  during  1944-1946  and  1952- 
1954.  He  attained  the  rank  of  lieutenant. 
Survivors  include  his  wife,  Dorothy  Pyle 
Gregory  of  Dallas;  two  sons,  Charles  B. 
Gregory  of  San  Antonio  and  Michael  M. 
Gregory  of  Irving;  two  sisters,  Margaret 
Gregory  of  Dallas  and  Floris  Neenan  of 
South  Bend,  Ind;  and  two  grandsons. 


Dr.  L.  W.  Jacobsen 

Dr.  Lloyd  William  Jacobsen,  Dallas  plastic 
surgeon,  died  Feb  22,  1976,  at  the  age  of 
43. 

Dr.  Jacobsen  had  been  chief  of  the  plastic 
surgery  section  of  the  Department  of  Sur- 


Dr.  Gregory 
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Dr.  Knight 


Dr.  Polka 


gery  at  Methodist  Hospital,  Dallas,  since 
1970.  He  also  was  affiliated  with  St.  Paul, 
Irving  Community,  Mesquite  Memorial  and 
Brookhaven  General  hospitals. 

A native  of  Manitoba,  Canada,  Dr.  Jacob- 
sen obtained  both  his  pre-medical  and 
medical  education  from  the  University  of 
Manitoba  in  Winnipeg.  After  an  internship 
at  Winnipeg  General  Hospital,  he  came  to 
Texas  in  1957  fora  general  surgery  resi- 
dency at  The  University  of  Texas  Medical 
Branch  in  Galveston. 

Returningto  Canada,  Dr.  Jacobsen  took  a 
residency  in  plastic  surgery  at  the  Univer- 
sity of  Toronto.  He  began  his  practice  in 
Houston  in  1963,  and  moved  to  Dallas  in 
1966. 

The  doctor  was  a member  of  the  American 
Medical  Association  and  the  American 
College  of  Surgeons  (fellow). 

Surviving  Dr.  Jacobsen  are  his  parents,  Mr, 
and  Mrs.  William  Christian  Jacobsen;  sis- 
ter, Eileen  Oddson;  a brother,  Ronald  P. 
Jacobsen,  all  of  Winnipeg;  and  another 
brother,  Brian  R.  Jacobsen,  of  Toronto. 


Among  the  physician’s  professional  mem- 
berships were  the  Harris  County  Medical 
Society,  American  Medical  Association, 
American  College  of  Obstetrics  and  Gyne- 
cology (fellow).  Central  Association  of  Ob- 
stetrics and  Gynecology,  Postgraduate 
Medical  Assembly  of  South  Texas  (past 
president),  Houston  Surgical  Society,  and 
Houston  Obstetrics  and  Gynecology  So- 
ciety (past  president). 

Additionally,  he  was  a past  president  of  the 
Exchange  Club;  a master  Mason  and  mem- 
ber of  Houston  Masonic  Lodge  No.  1189, 
A.F.  & A.M.;  and  a member  of  the  Century 
Club  of  A&M. 

Dr.  Knight  is  survived  by  his  wife,  Vera 
Herbert  Knight;  four  daughters,  Mrs. 
Michael  A.  Henry,  Mrs.  Richard  R.  Cruse, 
Mrs.  Robert  L.  Albritton  and  Mrs.  Richard 
S.  Coon;  his  mother,  Mrs.  William  R. 

Knight  II;  a sister,  Mrs.  George  C.  Shu- 
make,  and  five  grandchildren,  all  of 
Houston. 


Dr,  J.  B.  Polka 


Dr,  W.  R.  Knight  III 

Dr.  William  Rozelle  Knight  III,  62,  died 
April  4,  1976  in  Houston. 

Dr.  Knight  was  a clinical  professor  of  ob- 
stetrics and  gynecology  at  Baylor  College 
of  Medicine  and  associate  vice-chief  of  the 
Obstetrics  and  Gynecology  Department  of 
the  Methodist  Hospital,  Houston. 

Dr.  Knight,  a native  of  Dallas,  had  lived  in 
Houston  sincetheageof  5.  In  1937  he  re- 
ceived his  bachelor  of  science  degree  from 
Texas  A&M  University.  While  attending 
A&M,  Dr.  Knight  was  a member  of  the  Ross 
Volunteers.  In  1940  he  was  graduated  from 
The  University  of  Texas  Medical  Branch, 
where  he  was  a member  of  Alpha  Omega 
Alpha  honor  medical  fraternity. 

Dr.  Knight’s  internship  was  at  Johns  Hop- 
kins Hospital,  Baltimore,  Md,  (1940-1942) 
and  his  residency  was  at  the  University  of 
Wisconsin  Medical  School,  Madison  (1942- 
1944). 

He  served  as  a captain  with  the  US  Army 
Medical  Corps  in  the  European  Theatre  of 
World  War  II  from  1944  to  1946. 


Dr.  James  Bernard  Polka,  a San  Antonio 
psychiatrist,  died  Feb  18,  1976,  at  the  age 
of  74. 

Dr.  Polka  practiced  in  San  Antonio  from 
1931  until  his  retirement  Jan  1,  1976.  He 
was  a military  officerfrom  1931  until 
1946,  and  was  a former  assistant  health 
officer  for  Bexar  County. 

The  native  of  Victoria,  Tex,  was  graduated 
from  Austin  College,  Sherman,  Tex,  with 
the  bachelor  of  arts  degree  in  1925.  He 
continued  his  education  at  Baylor  College 
of  Medicine,  receiving  his  MD  degree  in 
1931.  His  internship  was  atthe  San  An- 
tonio State  Hospital. 

Dr.  Polka’s  professional  memberships  in- 
cluded the  Bexar  County  Medical  Society, 
American  Medical  Association,  American 
Psychiatric  Association,  Texas  Neuropsy- 
chiatric Society,  and  Southern  Medical 
Association  (life  member). 

Surviving  Dr.  Polka  are  his  wife,  Jane 
Blackmon  Polka,  and  son,  James  Lee  Pol- 
ka, both  of  San  Antonio;  brothers,  Tom 
Polka  of  Luling,  Lloyd  Polka  of  Victoria, 
and  several  nieces  and  nephews. 


TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Fred  H.  Jordan,  M.D.  John  T.  Holbrook,  M.D. 

PSYCHOLOGY 

George  R.  Mount,  Ph.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 

SOCIAL  SERVICES 

Beth  Rutherford,  M.S.W. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  Ph.D. 

COURTESY  STAFF  O.T.  AND  R.T.  THERAPY 

Director 

Chequita  Dian  Badger,  B.S. 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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ALCOHOUSM 

be  treated 
in  2 weeks? 


can 


The  Dallas-Fort  Worth  area  offers  one  of  the  most  unique  treatment 
programs  for  alcoholism  that  is  available  in  the  world  today. 

It  is  a medical  program  100%  controlled  by  physicians  who  daily 
deal  with  a variety  of  psychosomatic  and  psychiatric  problems. 

It  includes— 

• Detoxification  and  Withdrawal 

• Conditioned  Avoidance  Therapy  . . . habituation  to 
alcoholic  beverages  is  rapidly  intervened. 

• Cognitive-Emotive  Feedback  Pentothal  Interview 

...  a newly  devised  procedure  that  lets  the  patient 
recognize  cues  to  drink,  reasons  for  thinking  and 
feeling  the  way  he  does,  and  breaks  down  denial  and 
other  aberrant  defense  mechanisms. 

• New-Life  Management . . . teaches  alternative 
behaviors;  teaches  patients  how  to  become 
non-drinkers;  teaches  ways  of  dealing  with  stress, 
anxiety,  depression  and  the  desire  for  an  alcoholic 
“high”;  introduces  patients  to  follow-up  and  support 
facilities  and  therapists  in  their  own  communities. 

• Evaluation  and  Treatment  of  Concurrent  Physiologic 
and  Emotional  Problems 

• Family,  Marital  and  Vocational  Counseling 

The  program  is  a common  sense  one  based  on  what  we  know  about 
the  biochemistry,  physiology,  sociology,  and  psychology  of  alcohol 
addiction.  There  is  no  mystique  involved  and  unproven  modalities  are 
not  utilized. 

RESULTS:  In  a study  of  1000  patients  treated  from  October  1970  to  October  1974, 
48%  have  achieved  4 year  abstinence  and  55%  total  sobriety  for  at  least  one  year. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  Fort  Worth,  Texas  76118 

Call  collect  (817)  284-9217  for  admission  information 


• Member  American  Hospital  Association  G Texas  Hospital  Association 
• J.C.A.H.  Accredited  as  a full-service  psychiatric  facility 
• Covered  by  Health  and  Hospitalization  Insurance  • Blue  Cross  Member  Hospital 
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Trans-Panama  Canal  Air /Sea  Cruise 
February  19,  1977 


A 10-day  deluxe  cruise  aboard  prestigious  Sun  Line’s  Stella 
Oceanis.  Ports  of  call  include:  Barbados;  Grenada;  La  Guaira/ 
Caracas,  Venezuela;  Aruba,  Netherlands  Antilles;  Cartagena, 
Colombia;  San  Bias  Islands,  Panama;  and  transit  through  the 
incredible  51-mile  long  Panama  Canal.  A perfect  winter 
vacation  in  the  sun! 


Black  Sea-Greek  Isles  Air /Sea  Cruise 
I June  2.  1977 

^A  fantastic  two-week  cruise  aboard  the  Stella  Oceanis.  Ports 
jof  call  include;  Athens,  Hydra,  Patmos,  and  Mykonos, 
jGreece;  Dikili/Pergamon,  and  Istanbul,  Turkey;  Yalta,  and 
jOdessa,  Russia;  and  Constanta/Bucharest,  Romania.  It’s  a 
deluxe,  sun-drenched  cruise  with  an  incredible  itinerary  that 
encompasses  many  diverse  cultures  and  customs. 


European  Adventure 
Early  August,  1977 

iSwitzerland,  Germany  and  Austria  — the  heartland  of  Europe 
j — await  you.  See  snowcapped  mountains,  alpine  meadows, 
[fairyland  castles,  idyllic  villages,  and  the  big  city  euphoria  of 
Zurich,  Munich  and  Vienna.  Between  cities  you  will  ride 


y... 


chartered  European  express  trains  famous  for  their  speed,  first- 
class  comfort  and  picture-window  views.  Optional  Excursions 
are  available  to  Lucerne,  Salzburg  and  East/West  Berlin.  In 
Zurich,  walk  the  Bahnhofstrasse  for  Swiss  handicrafts,  cameras, 
fine  lace  and  every  conceivable  variation  of  the  wristwatch.  In 
Munich,  tip  a stein  at  the  famed  Hofbrauhaus  or  visit 
Nymphenburg  Palace.  While  in  Vienna,  see  St.  Stephen’s 
Cathedral  or  take  a steamer  ride  on  the  Danube. 


Orient  Adventure 
Early  October,  1977 

Discover  the  mysteries  of  the  Orient  on  this  two-week  vacation 
to  Tokyo,  and  Hakone,  Japan;  and  intriguing  Hong  Kong.  In 
Tokyo,  see  Buddhist  temples  and  shinto  shrines;  stroll  the 
Ginza,  Tokyo’s  Times  Square;  see  graceful  geishas  in  colorful 
kimonos  and  shop  for  woodblock  prints,  pearls,  cloisonne, 
electronics  and  cameras.  Or  take  an  optional  excursion  to 
Kyoto  or  Nikko  While  in  Hong  Kong,  ride  the  tram  to  Victoria 
Peak,  or  visit  Lok  Ma  Chau  overlooking  farms  of  Communist 
China.  Climb  the  ladder  streets  of  Wanchai  or  browse  the 
antique  shops  of  colorful  Cat  Street.  Take  optional  excursions 
to  Macao  or  Bangkok. 


All  vacations  include  round-trip  airfare  via  chartered  jets, 
American  breakfasts  and  selected  dining  each  evening  (all 
meals  aboard  ship) , deluxe  hotels  (stateroom  accommodations 
aboard  ship) , transfers  and  tips,  an  INTRAV  Travel  Director  to 
accompany  you  throughout,  plus  the  freedom  to  set  your  own 
pace  without  regimentation. 

Make  your  1977  vacation  plans  now.  All  of  these  trips  present 
an  opportunity  to  take  a deluxe  vacation  at  substantial  cost- 
savings. 
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For  further  information,  please  contact  Mrs.  Jeanette 
Prentice,  Texas  Medical  Association,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701,  (512)  477-6704. 
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SURETY  CORPORATION  OF  AMERICA 

Houston,  Texas 

Professional  liability  insurance  is  now  available  to  qualifying  Texas  physicians  and  surgeons  on  a 
limited  basis.  To  determine  your  eligibility,  contact  the  Medical  Insurance  Division  for  name  of 

insurance  agent  nearest  you. 

C713)  526-4863 


I 

I 
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Bank  Financing 
for  Physicians 

We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handle  it  ali  by  mail. 

Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won't  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  I want  to  know  more  about: 

Unsecured  Loans  Sale  & Lease  Back  Plans 

A Line  of  Credit  Lease-Purchase  Plans 

Equipment  Leasing  Equipment  Financing 

Other: 


Dr 

Address , 
City 


Phone , 


State. 


Zip. 


JbrEXRS  BRNK 

TRUST  COMPANY 


Professional 
Services  Division 

P.  O.  Box  101  Jacksonville,  Texas 


75766 


Thanks 
to  you,  I still 
have  a home. 

For  over  30  years,  Smokey  has  been 
asking  you  to  be  careful  with  fire. 

During  that  time,  you’ve  helped  cut 
the  number  of  careless  fires  in  half. 

So  from  Smokey  Bear  and  all  of 
us  who  live  in  the  forest,  thanks  for 
listening.  And  keep  up  the  good  work. 
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On  any  new  car 
or  truck  you  lease 
through  the 
Texas  Medical 
Association, 
you’ll  save  time 
and  taxes. 


Texas  Medical  Association  Automobile  Lease  Program  features: 


• Low  lease  cost.  • Custom-tailored  lease  to  your 

• Tax  savings.  requirements. 

• Positive  cash  flow.  • Total  maintenance  on  aU 

• No  required  record  keeping.  Lincoln-Mercury  products. 

• Choice  of  vehicle  and  equipment. 

Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77036  •713/777-381 6 
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MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 
KENT  ROGERS,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 


UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

FAMILY  PRACTICE  DEPARTMENT  EXECUTIVE  DIRECTOR 

ENNIS,  TEXAS  DON  L.  BOWEN,  M.G.M.A. 


W.  B.  KINZIE,  M.D.* 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


General  Surgery: 

TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

Obstetrics  and  Gynecology: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

J.  C.  Rucker,  M.D. 

R,  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  D.  Crawford,  M.D. 

Orthopedic  Surgery: 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Pediatrics: 

E.  Mahon,  Jr.,  M.D. 

Mary  A.  Bone,  M.D. 

M.  L.  Gray,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  D.  DeWitt,  M.D. 

Urology: 

D.  B.  Turner,  M.D. 

H.  F.  Rives,  M.D. 

G.  T.  Kimmel,  M.D. 

Radiology  and  Radioactive  Isotopes: 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

L.  W.  Ralston,  M.D, 

Administrator: 

Robert  A.  Felix 

THE  MALPRACTICE  CRISIS 

MANY  MAJOR  COMPANIES  HAVE  QUIT  OR  WILL  SOON  QUIT  WRITING  PROFESSIONAL  LIABILITY  INSURANCE.  IF  YOU 
CANNOT  SECURE,  OR  CANNOT  RENEW  YOUR  COVERAGE,  CONTACT  JOE  NIGRELLE,  512  - 341-2564. 


JOE 

NIGRELLE  insurance  agency 


Suite  518  - GPM  Building  - North  Tower,  800  N.W.  Loop  410 
SAN  ANTONIO,  TEXAS  78212  - A/C  512  - 341-2564 


1007  WEST  31st  STREET,  AUSTIN,  TEXAS  78705 
A/C  512  452-0189  KIRKE  JEFFERY 


PROFESSIONAL  LIABILITY 

OFFICE  LIABILITY 

PHYSICIAN  EQUIPMENT  FLOATERS 


FIRE  AND  HOMEOWNERS 

AUTOMOBILE 

FARM  INSURANCE 


LIFE,  ACCIDENT  AND  SICKNESS, 
DISABILITY  INCOME 
MALPRACTICE  INSURANCE 
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lexas  Physicians’  Directory 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  O.  Knight,  M.O.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.O.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.O. 

John  G.  Bolen,  M.O. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow.  M.D. 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christ!,  Texas  78404 

Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 


ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians'  Directory.” 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Ailensworth,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.O. 

GENERAL  SURGERY 

RADIOLOGY  & NUCLEAR  MEDICINE 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 

INTERNAL  MEDICINE 

UROLOGY 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

O.  M.  Logan,  M.D. 

G.  F.  Dillon,  M.D. 

J.  W.  Cowan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.O. 

J.  W.  Kuykendall,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 

BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 

Telephone  713  948-8521 

Internal  Medicine 

C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 

J.  W.  O'Bryant,  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 

General  Surgery 

Salvador  Faus,  M.D. 

Clinic  Manager 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

OBSTETRICS  & GYNECOLOGY 

C.  H.  “Ham"  Rugeley 

D.  M.  Voulgaris,  M.D. 

Richard  R.  Raphael 

H.  E.  Secor,  M.D. 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

R.  O.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 

GENERAL  PRACTICE 

C.  E.  Woodson,  M.O. 

J.  L.  Holcomb,  M.D. 

PEDIATRICS 

ANESTHESIOLOGY 

F.  W.  Kolle,  M.D. 

C.  G.  Spears,  M.O. 

NEUROPSYCHIATRY 

DENTISTRY 

R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 

PATHOLOGY— CONSULTANT 

H.  M.  Perches,  M.D. 

H.  Z,  Fretz,  M.D. 

RADIOLOGY— CONSULTANT 

DERMATOLOGY 

T.  S.  Arrington,  M.D. 

L.  D.  O’Gorman,  M.D. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski.  M.D. 

DERMATOLOGY 
Samuei  F.  Bean,  M.D. 

ENDOCRiNOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagliardI,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

iNTERNAL  MEDICiNE 
Jeffrey  Zatorski,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson.  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris.  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Present your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  "information  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Aiiergy 
Dipiomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.i.A.* 
Richard  H.  Jackson,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.i.A.* 
Warren  J.  Raymer,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
D.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 

Ramon  Garrido,  M.D.,  F.A.C.A.,  F.A.A.C.I.A.* 

(Certified  American  Board  of  Pediatrics) 

*Diplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

Dipiomate  American  Board  of  Aiiergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH.  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D..  Ph.D. 
CALVIN  J.  McLERRAN,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Poliution 

CAROLYN  S.  LEACH,  Ph.D. 
Clinicai  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinicai  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Heaith  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozler,  M.D.,  FJV.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 


STUART  ALAN  MASON,  M.D.,  P.A. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  Coilege  of  Aiiergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer  924-4231 


TMA  Group  Insurance  Plans 
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ALLERGY  AND  IMMUNOLOGY 

jMeph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 

Olplomates  of  the  American  Board  of  Aiiergn^  and  immunoiogy 

900  W.  Randoi  Miil  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

CHARLES  A.  RUSH,  JR.,  M.D. 

Dipiomate/American  Board  of  Aiiergy  & immunoiogy 

Northeast  Medicai  Clinic  Association 

7601  Glenview  Drive 

Fort  Worth,  Texas  76118 

1400  EIgdtth  Street,  Wichita  Falls,  Texas 

DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Anesthesiology 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 

HOUSTON  PAIN  CLINIC 

ALEX  M.  STRAJA,  M.D.,  F.R.C.P.(C),  F.A.C.A. 

Practice  Limited  to  Treatment  of  Chronic  Pain 
Syndromes  and  Nerve  Blocks 

Practice  by  Referral  Only 

Medical  Towers,  6608  Fannin,  Suite  1417 

Houston,  Texas  77030  Phone:  713  797-1681 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

R.  D.  DIGNAN,  M.D. 

Practice  Limited  to  Diseases  and 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

Surgery  of  the  Colon  and  Rectum 
and  Fiber-optic  Colonoscopy 

1209  Barnett  Tower,  3600  Gaston,  Dallas,  Texas  75246 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

GERALD  A,  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 

Phone  214-272-5451 

C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 

SOMMAI  SEHAPAYAK,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 

FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 

Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 

DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 

Dermatology  and  Cancer  of  the  Skin 

Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue.  Suite  755 

Dallas,  Texas  75225 

Ph:  214-691-6691 

SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 

Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 

3600  Gaston  Ave,  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

“Every  man  owes  some  of  his  time 

TMA  International  Travel  Program 

. . . Another  service  of  your  association 

to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  P.A. 

STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


Eye,  Ear,  Nose,  Throat 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


DRS.  NALLE,  ELLSASSER  AND  CLAYTON 
Eye  and  Allergy  of  the  Ear,  Nose  and  Throat 

Ernest  Nalle,  Jr.,  M.D.,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

Miles  G.  Clayton,  M.D.,  Oph. 

1312  Main  Street  Lubbock,  Texas  79401,  806  762-8771 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


Family  & General  Practice 


GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


ROBERT  M.  STECKLER,  M.D. 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


J.  E.  WAY,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Surgery 

General  Surgery 

516  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


ROBERT  DAVIS,  M.D.,  M.B.,  B.Ch.  (Rand), 
F.R.C.S.  (Edin.) 

General  Surgery 

430  Park  Pfaza  Professional  Building,  1213  Hermann  Drive, 
Houston,  Texas  77004;  713  528-0597 

By  Appointment 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246.  214  823-5351 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Delias,  Texas  75246;  214  826-1976 
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JACK  STERN,  M.D. 

GARY  C.  HUTCHINSON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  82^7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D, 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

IBchard  FL  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 

DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

DIplomates  of  the  American  Board  of  Ophthalmoiogy 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


nil 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin.  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

Durham  Barnes,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 


Volume  72,  September.  1976 


131 


CORPUS  CHRISTI  EYE  ASSOCIATES 

S.  Gordon  Bryson,  M.D. 

Cc  A.  Strut^e,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  ChrlstI,  Texas  78404,  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756:  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

DIplomates  American  Board  of  Orthopaedic  Surgery 
’Emphasizing  Surgery  of  the  Hand 
Frank  R.  VincentI,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

601  Madison  Square  Medical  Building 

311  Camden  Street,  San  Antonio,  Texas  78212 

(512)  226-1812 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


THURSTON  DEAN,  M.D. 

DIplomate  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Cuvier  P.  Lipscomb,  M.D. 
Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Otolaryngology 


Ralph  E.  Donnell,  M.D. 

F,  (iarlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S 

Diplomats  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 


5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


8215  Westchester,  Suite  135,  Dallas,  Texas 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C,  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


ADDRESS  CHANGE.  Avoid  missing  or  delayed  mail.  Send  old 
and  new  address  to  Membership  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Otology 


DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Otoneurology 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Building, 
Suite  400,  Dallas,  Texas  75231;  214  691-7331 


DALLAS  HEARING,  BALANCE  AND  OCULAR 
PULSE  LABORATORY 

Audiology — Vestibulometry — Non-invasive  Carotid 
and  Vertebral  Circulation  Studies 

402  Presbyterian  Professional  Building,  8210  Walnut  Hill  Lane, 
Dallas,  Texas  75231;  214  691-7367 
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Pathology 


Physical  Medicine  & Rehabilitation 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andular,  M.D. 

Dorothy  Patras,  M.D. 


1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 
Clinical  Chemistry,  Bacteriolo^,  Parasitology,  Serum  Protein 
Elertrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Enrique  van  Santen,  M.D. 

Robert  H.  McNeeley,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytoiogy,  Ciinical  Patholog^r, 

Medicoiegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  Wilkenfeld,  M.D.,  Medical  Laboratories,  Inc. 

J.  S.  WILKENFELD,  M.D.  ENA  E.  MOCEGA,  M.D. 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055,  713  46M738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 
Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 
P.  O.  Box  118,  Cleburne,  Texas  76031 
817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


HENRY  B.  OWENS,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Cytology  and  Tissue  Pathology  Only 

801  E.  Border  St.,  Suite  M,  P.  O.  Box  1627 
Arlington,  Texas  76010,  (817)  461-2771 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Arlington 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

LAURENCE  E.  WOLF,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
3354751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surg^ery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
3354751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 
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Psychiatry 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

D)plomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


WILLIAM  E.  BARNES,  M.D. 

Olplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Olplomate  American  Board  of  Surgery 
Olplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Orive,  San  Antonio,  Texas  78229 

Teiephone:  (Area  Code  512)  Office  696-2390  Medicai  Exchange  227-6331 


Perry  C.  Talkington,  M.O. 
Howard  M.  BurketL  M.O. 
Jerry  M.  Lewis,  M.O. 

James  K.  Peden,  M.O. 
Claude  L.  Jackson,  M.O. 
Oode  M.  Hanke,  M.O. 

Ooyle  1.  Carson,  M.O. 
Stanley  L.  Seaton,  M.O. 
Joe  W.  King,  M.O. 

Keith  H.  Johansen,  M.O. 
Charies  G.  Markward,  M.O. 

practice  limited  to 

PSYCHIATRY 


Oonald  N.  Offutt,  M.O. 
Claude  R.  Nichols,  M.O. 
Larry  E.  Tripp,  M.O. 

Larry  R.  KImsey,  M.O. 
Charles  M.  Smith,  M.O. 
Gregory  G.  Oimijian,  M.O. 
Linda  R.  Hughes,  M.O. 
Roy  H.  FanonI,  M.O. 

Byron  Howard,  M.O. 
Sandra  Steinbach,  M.O. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Olplomate  American  Board  of  Surgery 
Olplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Olplomates  American  Board  of  Piastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


JACK  L.  CONLEE,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  ChristI,  Texas,  855-7359 


SHUJAAT  ALI  KHAN,  M.D. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive,  Cosmetic  and  Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 
335-4751 


PLASTIC  SURGERY  ASSOCIATION 
LEONARD  KOCH,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410,  806  792-2313 


ROBERT  L.  CLEMENT,  M.D.  AND  ASSOCIATES 

Oiplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery 

1111  West  34th  Street,  Suite  205,  Austin,  Texas  78705,  512  459-3101 


wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 

including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments,  and  including  especially 
implementation  of  the  cathartic  crying  mechanism  and 
the  healthy  fighting  spirit  of  the  human  person. 


Memorial  Area  Office 
The  Bunker  Hili  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Phone:  713  467-7013 


FABRE  CLINIC 

LOUIS  F.  FABRE,  JR.,  M.D.,  Ph.D. 

Certified  in  Psychiatry  by  the  American  Board  of 
Psychiatry  and  Neurolo^ 

Individual  and  Group  Psychotherapy 
Children  — Family  — Alcoholism 

Free  of  charge  to  patient  MEDiCATiON  CLINiC 
FOR  PATIENTS  WITH  ANXIETY  OR  DEPRESSION 
IN  CONJUNCTION  WITH  CNS  RESEARCH  WITH 
PSYCHOPHARMACOLOGICAL  COMPOUNDS 

DAVID  McLendon,  Ph.D. 

Licensed  Clinical  Psychologist 

Individual  and  Group  Psychotherapy 
Diagnostic  Evaiuations  and  Counseling 

H.  JOHN  JACKSON,  Ed.D. 

Educational  Psychologist 

Administrative  Consuitatlon  to  Schooi  Districts 
Program  Organization  Consultation 
Individuai  Famiiy  Counseiing 

5503  Crawford  Street,  Houston,  Texas  77004  713  526-2328 


TMA  Automobile  Lease  Program 

. . . Another  service  of  your  association 
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ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hormann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  D.A.B.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


Psychiatry  & Neurology  Rheumatology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 

Allen  Goss,  Ph.D.,  Jim  M.  Phillips,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology,  Electroencephalography  and 
Electromyography 

Section  of  Psychiatry  Section  of  Psychology 

*Abe  Hauser,  M.D,  Ken  R.  Vincent,  Ed.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D.  Administrator 

Javier  A.  Zapata,  M.D.  Richard  J.  Kurzenberger 

'Susan  B.  Darsey,  M.D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Ronald  DeVere,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  A.C.S.W. 

Marguerite  Papademitriou,  A.C.S.W. 

Margery  Engel,  M.S.S.W. 

Jean  Lerner,  M.S.W. 

BOS  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 

HECTOR  0.  YANES,  M.D. 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


RICHARD  E.  WOOD,  M.D. 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 
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JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

ABEL  GARDUNO,  M.D. 

Certified  by  American  Board  of  Uroiogy 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532.8130  & 533.4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713  521.9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332.2466 


EUGENE  R.  TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826.3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Relsman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233.7765  Answered  24  Hours 


TMA  Members’  Retirement  Trust  (Keogh) 

. . . Another  service  of  your  association 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months'  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  Is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced. 
ing  publication  month. 


MEDICARE  AND  MEDICAID  LEGISLATION  IN 
CONGRESS  • CONGRESSIONAL  ACTION  ON  THE 
HEALTH  MANPOWER  BILL  • MEDICAID  DE- 
VELOPMENTS IN  TEXAS  • DEVELOPMENTS 
RELATING  TO  IMPLEMENTATION  OF  PROFES- 
SIONAL STANDARDS  REVIEW  ORGANIZATIONS 
IN  TEXAS  • WHAT'S  GOING  ON  IN  UTILIZA- 
TION REVIEW  • HEALTH  PLANNING  IN 
TEXAS  • THE  PHYSICIAN'S  FEE  PROFILE  AND 
CLAIMS  PROCESSING  • A/NEW  JERSEY  (SWINE) 
INFLUENZA  IMMUNIZATION  • FEDERAL  TRADE 
COMMISSION  SUIT  AGAINST  THE  AMA  RE- 
LATING TO  PRINCIPLES  OF  MEDICAL  ETHICS 
AND  ADVERTISING  • THE  PROFESSIONAL 
LIABILITY  INSURANCE  CRISIS  IN  TEXAS 

For  the  latest  information  on  these 
important  topics,  attend  the 

1976  TMA  Fall  Conference: 
An  Update  on 
Medical  Issues 

Saturday,  Sept.  18 
Austin 

Featuring  prominent  guest  speakers, 
informative  panel  sessions  and 
Curbstone  Consultations — 

Plus  Orientation  Program 
Hospitality  Hour 
Football  — UT  vs 
North  Texas  State  Univ. 

Mark  your  calendar  now. 

Watch  for  further  details 
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Classified  Advertising 


Physicians  Wanted 


BETTER  PLACE  _ TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medici^  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Tex^.  Our  brand  new  55,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
tamily  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
ocat^  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything— but  away  from  the  big  city  problems.  Call  collect  Dr.  David 
817-766-3561,  at  601  Midwestern  Parkway,  East,  Wichita 
Falls,  Texas  76302. 


JOIN  THREE  MAN  GROUP.  Investigate  facilities, 
compatitnlity,  economics  and  environment  personally  with  wife  and 
Health  Center,  P.O,  Box  672,  Trinity,  Texas.  713- 
694-3695  for  Barnes,  Colwell  or  Cook, 


ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
wl^  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
Mfice  in  new  clinic  building.  Henry  K.  Butler,  M.D..  Malone  and 
S Place,  Big  Spring,  Texas  79720;  telephone 

Vi0*4Dl*0o0i. 


GEl^RAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
UM  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 

population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
6i2S?6-^36’  South  6th  Street,  Carrizo  Springs,  Texas  78834. 


BOARD  ELIGIBLE  FAMILY  PRACTITION- 
lidti)  to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
raly  a group  practice  can  provide.  Henry  K.  Butler,  M.D..  Malone  and 
n5^26^  esei"^’  Place,  Big  Spring,  Texas  79720;  telephone 


eligible  OB-GYNECOLOGIST  to  join  two  others 
K Butltr  M ^ faciliti^  in  hospital  and  clinic.  Henry 

K.  butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Placp  Bio- 
Spring,  Texas  79720;  telephone  916-267-6361.  * ^ 


LOCUM  TENENS  WANTED;  Doctor  Interested  In  GP  work  with  OB. 

weekly,  monthly  or  any  time  of  the  year  basis. 
negoHable.  ^ntact  Chris  S.  Cruzcosa,  M.D.,  800 
South  6th  Street.  Carrizo  Springs,  Texas  78834.  612-876-6236. 

^ multispecialty  clinic 

® building  a^acent  to  new  hospital, 
^nt^t  Hen^  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

JOIN  growing  multispecialty 
7 ^cellent  facilities.  New  clinic  building  adjacent  to  new 

M.D..  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
multispecialty  clinm.  Excellent  facilities  in  new  clinic  building 
Mjacent  to_  new  hospital.  Contact  Henry  K.  Butler.  M.D.  Malone  and 
m?2 "7-6361 Place,  Big  Spring,  Texas  79720;  telephone 


and^imS^t^^f  PSYCH^TRISTS — general  practice,  pediatricians 

Ifhools  fo‘i?  hospitals  and  state 

schools  for  mentolly  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 

n«.«l  ^ supplement  in  certain  areas: 

n^l  state  benefits.  Liability  protection  provided  under  Texas  law. 

Contact  the  Personnel  Specialist, 
t“m  ^8?11  Ifl  ?^t)itol  Station.  Austin. 

^rJoyer  612-464-3761.  An  equal  opportunity,  affirmative  action 

specialties  including  family  practice, 
to  donbl/^l.^^  additions.  Excellent  potential 

A P 2.''-  Offices  available.  Great  rural  place  to 

TO  Recreation  hunting.  76  miles  west  of  Houston. 

^6387^^”’  ■'^^inietrator.  Box  910,  Bay  City,  Texas  77414,  713- 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000 -|-.  Immediate 
opCTings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital.  P.  O.  Box  318,  Rusk.  Texas  76786;  214-683-6481. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
CTcellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic.  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 

GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expanding  raccessful  group.  Busy  hospital  and  office  practice.  Houston 
enrtrims.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
UOl  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 

STUDEb^  HEAI/ra  PHYSICIANS.  Two  physicians  needed  to  help 
provide  primary  medical  care  for  student  population  of  22,000.  Stimulat- 
y?n  School  Ambulatory  Clinic.  Salary  above 

JdO^OO;  position  includes  clinical  appointment  in  medical  school.  Call 

Tech  University  Health  Sciences 
Centers,  Box  4049,  Lubbock,  Texas  79409:  phone  806-742-3327. 

MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty;  family 
practitioner  n^ed  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  fresh  water 
fishing.  Plan  guaranteed  Income  for  two  years  to  acceptable  people. 
Call  713-643-3367  or  write  P.O.  Box  406,  El  Campo.  Texas  77437. 
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GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
tin. Modern  three  man  clinic;  adjacent  to  86  bed  hospital,  recently 
remodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  triid 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
Texas  78962;  713-726-8646, 


OPPORTUNITY:  City  of  3,421;  area  of  16,800.  Opportunity  for  IM  to 
join  group  of  two  FPs.  Office  space  available  in  clinic  with  FPs.  Salary 
to  start  and  partnership  in  year.  Ophthalmology,  ENT,  and  two  FPs  now 
in  community.  One  hospital,  38  beds,  open  staff.  60  miles  from  Houston, 
90  miles  from  Austin,  126  miles  from  San  Antonio.  County  seat,  good 
schools.  Community  income  from  oil  and  gravel  industries,  ranching  and 
construction  industries.  Contact:  C.  I.  Shult,  M.D.  or  R.  Cecil  Marburger, 
M.D.,  Medical  and  Surgical  Clinic,  1220  Bowie,  Columbus,  Texas  78934. 
Telephone:  713-732-2318. 


GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  including 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefits  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelles  Clinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072. 


PHYSICIAN  WANTED,  INTERNIST  to  join  growing  multispecialty 
clinic  in  beautiful  new  building,  adjoining  the  Medical  Center.  Excellent 
financial  arrangements.  All  the  benefits  that  only  a group  practice  can 
provide.  Contact:  Sheldon  W.  Joseph,  M.D.,  Medical  Director,  MacGre- 
gor Medical  Clinic  Associates,  8100  Greenbriar,  Houston,  Texas  77064, 
713-797-1466. 


FAMILY  PRACTITIONER  NEEDED  for  Central  Texas  town;  trade 
area  3,600  population.  Moody — good  area  near  Waco  and  Temple/Belton. 
New  clinic  available  with  x-ray  and  lab  facilities.  One  physician  in 
town;  seeking  dentist  also.  For  additional  information  contact  Mrs. 
McKay  Rice,  Sr.,  Moody,  Texas,  phone — office  853-2128,  home  863-2011; 
or  Garland  Baker,  Manager,  Moody  Chamber  of  Commerce,  phone 
863-2166. 


EMERGENCY  DEPARTMENT  GROUP.  HOUSTON  AREA,  EX- 
PANDING— choice  of  salary  or  fee-for-service  with  guarantee — malprac- 
tice paid — Call  713-861-7942  or  write  Greater  Houston  Emergency  Physi- 
cians Association,  625  West  19th,  Houston,  Texas  77008. 


HOUSTON  AREA  PRACTICES.  NASA,  Kingwood,  Sugar  Creek  and 
other  beautiful  suburbs.  Excellent  schools  and  hospitals  nearby.  Live  in 
a beautiful  home  five  minutes  from  your  office.  All  types  recreation 
except  snow  and  ice  sports.  Primary  care  practices  needed  for  rapidly 
growing  Houston  area.  Some  specialty  practices  also  available.  Please 
vvrite  with  C.  V.  and  preferences  to  Sanford  Smith,  Professional  Prac- 
tice Management,  Inc.,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 


LUBBOCK — INTERNIST  TO  ASSOCIATE  in  busy  practice.  Salary 
and/or  guarantee  leading  to  partnership  in  one-man  corporation. 
cellent  facilities  and  modern  well-equipped  and  staffed  hospital  nearby. 
Excellent  climate  and  economy.  Excellent  public  school  system.  Contact 
H.  L.  Shepard,  M.D.,  4809  University,  Lubbock,  Texas  79412;  telephone 
806-796-6661. 


PHYSICIANS  WANTED;  Our  client  institutions  and  physicians  require 
all  disciplines  for  solo,  associate  and  institutional  practices  in  Texas. 
Excellent  compensation  package-participation.  Call:  C.  Collum,  713- 
777-5261  or  write  Watkins  & Associates,  Executive  Search  Consultants, 
6300  Hillcroft,  Suite  609,  Houston,  Texas  77081. 


FAMILY  PRACTICE  OR  OPHTHALMOLOGIST.  Attractive  office  in 
ideal  location  with  excellent  public  exposure  on  corner  with  easy  access. 
1370  square  feet  at  30c  per  square  foot  per  month  in  an  underserved 
middleclass  area  of  Irving.  Formerly  occupied  by  internist.  Contact  Litt 
Perry,  DDS,  209  South  O’Conner,  Irving,  Texas  76060;  214-269-4580. 


WANTED:  GP  OR  FP.  Potentially,  lucrative  practice,  suburban  area 
of  about  20,000.  Willing  to  negotiate.  Paul  A.  Grandy,  M.D.,  North 
Lamar  Medical  Clinic,  10806  North  Lamar  Blvd.,  Austin,  Texas  78763; 
512-837-2640. 


PSYCHIATRIST  BOARD  CERTIFIED  OR  ELIGIBLE.  $36,000  to  $40,- 
000.  Texas  license  required.  Building  a better  and  more  dynamic  program 
in  State  Hospital.  Ideal  family  living  town  of  30,000,  good  schools,  recre- 
ation, mild  weather.  Maurice  A.  Watts,  M.D.,  Clinical  Director,  Big 
Spring  State  Hospital,  Box  231,  Big  Spring,  Texas,  79720;  916-267-8216. 

INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  for  multispecialty 
clinic  on  Texas  Gulf  Coast.  Immediate  good  income  without  initial  in- 
vestment, expert  administrative,  radiological  and  laboratory  support,  par- 
ticipation in  adjacent  medical  schools  educational  programs,  tax-sheltered 
investments  in  clinical  associated  companies,  and  early  partnership. 
Reply  to  AD-646,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PART-TIME  MEDICAL  ADVISOR.  AUSTIN  INDEPENDENT 
SCHOOL  DISTRICT.  Primary  responsibility  for  providing  medical  con- 
sultation and  selected  medical  services  for  the  School  Health  Program. 
Salary  $15,000  to  $18,000,  depending  on  experience  and  whether  or  not 
board  certified.  Mileage  reimbursement — innovative  program.  Contact 
Mr.  H.  L.  Gaines,  6100  Guadalupe  Street,  Austin,  Texas  78752. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
sp^ific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  Is  the  5th  of  the  month  preening 
publication.  Send  copy  to  Advertising  Manager,  TE)0\S 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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SIX  FPs  OR  GPs  NEEDED  in  town  of  14,000  (30,000  draw).  Finan- 
cial help  available.  Office  space  available.  Contact  Thomas  R.  Ahrend, 
M.D.,  1601  Hailey  Street,  Sweetwater,  Texas  79666. 


WANTED:  PEDIATRICIAN  to  join  a multispecialty  ^oup  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F,  L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


ORTHOPEDIC  SURGEON,  El  Paso,  Texas  (population  410,000).  Join 
ultra  busy  43  year  old  orthopedist  in  17  man  multi-specialty  group  prac- 
tice (only  lyo  years  old)  with  own  hospital  and  attached  large  clinic 
building.  Excellent  year  round  sunny  dry  climate.  Guaranteed  minimum 
$60,000-$66,000  first  year.  Call  collect  between  2-6  p.m.,  David  L.  Lewis, 
M.D.,  916-692-0201  or  write  David  L.  Lewis,  M.D.,  6201  El  Risco  Drive, 
El  Paso,  Texas  79912. 


PHYSICIANS  WANTED:  Rapidly  growing  town  of  Pearsall,  Texas, 
66  miles  south  of  San  Antonio,  needs  GP/Surgeons.  Large  oil  deposits 
recently  discovered.  Splendid  opportunity!  New  furnished  office  available 
next  to  hospital,  terms  negotiable.  Call  collect  or  write:  Phillip  Degelia, 
Frio  Hospital,  320  Berry  Ranch  Road,  Pearsall,  Texas  78061;  612-334-3617. 


^ FAMILY  PRACmCE  AND  GENERAL  SURGEON  IsTEEDED  to  prac- 
tice with  three  physicians  in  Crosbyton,  Texas.  47-bed  hospital.  New 
offices  with  no  investment  required.  Small  town  with  large  rural  area. 
For  additional  information  contact  Dale  R.  Rhoades,  M.D.,  710  West 
Main,  Crosbyton,  Texas  79322. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN.  TEXAS.  Anes- 
thesiologist, solo  or  group  practice.  Home  of  Exxon,  U.S.  Steel:  major 
expansions  underlay.  High  income.  Bay  area  near  Houston.  Outstand- 
ing schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Bay- 
town,  Texas  77520;  713-422-3405. 


^ PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $15,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  child  psychiatry.  For  full  information,  write 
to  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas  78751. 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy, 
group  therapy,  psychopharmacology  and  ethology.  Basic  clinical  orienta- 
tion in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  lin- 
guistic anthropology,  ^ community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient  clini- 
cal programs.  New  60-be<l  in-patient  unit  for  children.  Liaison  w’ith 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
First  year,  $15,000;  second  yeai%  $16,000;  third  year,  $17,000;  fourth 
year,  $18,000.  Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency 
Training,  Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 


THE  CITY  OF  AUSTIN  IS  ACCEPTING  APPLICATIONS  for  the 
position  of  Director,  Austin-Travis  County  Health  Department.  I\ill 
m^ical  and  administrative  direction  of  local  health  activities  in  a $3.8 
million  department  of  the  city.  Must  be  licensed  to  practice  medicine  in 
Texas,  have  at  least  three  years  of  administrative  experience,  a Master’s 
Degree  in  Public  Health,  and  be  properly  certified  or  possess  equivalent 
training  and^  experience.  Salary  open.  Please  send  resumes  to:  Dan  H. 
Davidson,  City  Manager,  P.O.  Box  1088,  Austin,  Texas  78767.  Equal 
employment  opportunity  employer  m/f. 


PHYSICIAN  NEEDED  IN  COMMUNITY  45  miles  south  of  Dallas  on 
T-35.  New  clinic  with  3,300  square  feet.  Population  1,400 — large  trade 
area.  20  minutes  to  one  hospital:  30  minutes  to  another.  Contact  Box 
160,  Italy.  Texas  76651  or  call  214-483-6331. 


PSYCHIATRIST  FOR  ESTABLISHED  West  Texas  MHMR  Center. 
Provide  clinical  leadership  and  training  in  programs  emphasizing  out- 
patient services.  Excellent  professional  and  paraprofessional  staff.  MH 
facility  constiuction  in  1977.  Exceptional  public  schools  and  state  uni- 
versity. Call  or  write  James  Young,  244  N.  Magdalen,  San  Angelo. 
Texas  76901:  915-655-5674. 


WANTED;  BOARD  CERTIFIED  OR  ELIGIBLE  OBSTETRICIAN- 
GYNECOLOGIST  to  join  miiltispecialty  clinic  in  Houston.  Starting 
salary  competitive,  early  partnership  available.  Contact  Business  Man- 
ager, Glen  Valley  Clinic,  7640  Bellfort,  Houston,  Texas  77061;  644-3344. 


IMMEDIATE  OPENING.  FAMILY  PRACTICE  PHYSICIAN.  Current- 
ly operating  primary  care  center.  Must  have  Texas  license,  40  hour 
week,  fringe  benefits.  Salary  commensurate  wdth  experience  and  qualifi- 
cations. South  Central  Texas,  near  Austin  and  San  Antonio.  Send  re- 
sume and  qualifications  to:  Director.  Gonzales  County  Health  Agency, 
5191^  St.  Joseph  Street.  Gonzales,  Texas  78629.  Telephone  512-672-6511. 


TNTERNIST^ — ^Tn  small  city  South  Central  Texas;  San  Antonio,  Austin 
area.  Drawing  area  22,000.  50-bed  new'  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator,  Gon- 
zales County  Hospital  District,  Gonzales.  Texas.  512-672-2811. 


PEDIATRICS — In  small  city  South  Central  Texas:  San  Antonio.  Austin 
area.  Drawing  area  22,000.  50-bed  new  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator,  Gon- 
zales County  Hospital  District.  Gonzales,  Texas.  512-672-2811. 


FAMILY  PRACTICE — In  small  city  South  Central  Texas:  San  An- 
tonio, Austin  area.  ^ Drawing  area  22,000.  50-bed  new  hospital  under 
construction.  Financial  assistance  available,  William  B.  Watts,  Adminis- 
trator, Gonzales  County  Hospital  District,  Gonzales,  Texas  512-672-2811. 


EMERGENCY  MEDICINE  CAREER  OPPORTUNITY— for  physician 
wanting  full-time  long  term  2nd  career.  Trauma  center  for  Central 
Texas.  Ideal  weather  and  location.  Starting  salary  $42,000  plus  excellent 
benefits.  Immediate  openings.  For  more  info  send  CV  to  CTMF,  P.O. 
Box  13023,  Austin,  Texas  78711. 


HAVE  A DOCTOR  SHORTAGE?  (Maybe  we  can  help)  The  Rural 
Doctors  Group,  Inc.,  A Physician  Search/Placement  Service,  First  Fed- 
eral Plaza,  Suite  607,  Dept.  T-M,  200  East  10th  Street  (at  Brazos), 
Austin,  Texas  78701. 


EMERGENCY  MEDICINE  GROUP  PRACTICE  in  Texas.  Salary 
$44,000  wdth  many  fringe  benefits.  Send  resume  to  Houston  E.P.A., 
8700  Commerce  Park  Drive,  Suite  121,  Houston,  Texas  77036. 


Situations  Wanted 


BOARD  CERTIFIED  EXPERIENCED  DIAGNOSTIC  RADIOLOGIST 
with  extensive  experience  in  neuro-radiology,  vascular  procedures  and 
spraial  procedures.  Wish  to  relocate  in  a metropolitan  or  medium-large 
university  city.  Curriculum  vitae  supplied  on  request.  Excellent  refer- 
ences. Wish  to  join  hospital  based  group  with  private  office.  Available 
after  three  months  time.  Please  reply  to  Ad-622,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

BLUE-CHIP  PHYSICIAN  ASSISTANT  looking  for  position  in  Austin 
or  Hill  Country  area.  Two  years  experience,  including  surgery.  Baylor 
graduate  1973,  Houston,  Texas.  Please  reply  to  Ad-627,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

BOARD  CERTIFIED  EXPERIENCED  OBSTETRICIAN  AND  GYNE- 
COLOGIST  with  vast  experience  in  all  operative  procedures.  Wish  to  re- 
locate in  a metropolitan  or  medium-large  university  city.  Curriculum 
vitae  supplied  on  request.  Excellent  references.  Wish  to  join  group  with 
private  office.  Available  after  three  months  time.  Please  reply  to  Ad-623, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  BOARD  ELIGIBLE  with  many  years  of  experience. 
Bilingual  English-Spanish,  presently  in  private  practice  in  southern  USA. 
Seeks  association  or  solo  practice.  Prefers  Southeastern  Texas,  other 
areas  considered.  Clear  references.  Please  reply  to  Ad-644,  Texas  Medicine, 
180f  North  Lamar  Blvd.,  Austin,  Texas  78701. 

WE  PRESENTLY  HAVE  SEVERAL  PHYSICIANS.  GPs  and  special- 
ists  on  file  who  wish  to  practice  in  Texas  on  a salary  basis,  with  a view 
to  future  partnership.  How  may  we  help?  Medi-Search  (recruiting  physi- 
cians exclusively),  309  Wichita  Title  Building,  Wichita  Falls,  Texas; 
817-322-5269. 


NATIONAL  BOARD  CERTIFIED  PHYSICIAN’S  ASSISTANT,  Texas 
graduate,  AM  A accredited  program;  one  year's  experience.  Seeks  full  or 
part-time  position  in  family  practice  situation.  Prefer  Dallas-Fort  Worth 
area.  Will  consider  full  time  position  outside  DFW  area.  Resume,  cur- 
riculum vitae  available.  Walter  Moss,  6912  Heritage,  Fort  Worth 
76134.  817-293-7252. 

OBSTETTRICIAN  AND  GYNECOLOGIST,  37,  board  eligible.  Immi- 
grant visa.  Ample  experience  in  OBG  operation  procedures,  laparoscopy, 
fetal  monitoring,  family  planning.  Seek  association,  partner,  group  or 
solo  practice  in  Texas.  Immediately  available.  Contact  M.  K.  Chen,  M.D., 
114  Chateau  Place,  Whitefish  Bay,  Wisconsin  53217.  Phone  414-962-3257. 

OB/GYN — 35.  FMG.  Board  certified.  Experience  in  all  phases  of 
OB-GYN  including  fetal  monitoring  and  laparoscopy.  Seek  association, 
partner,  group  or  solo  practice.  Available  after  three  months  time. 
Curriculum  vitae  supplied  on  request.  Please  reply  to  Ad-649,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

TRYING  TO  RELOCATE  ? (Maybe  we  can  help)  No  charge  to  the 
physician.  All  inquiries  kept  confidential.  The  Rural  Doctors  Group. 
Inc.,  A Physician  Search/Placement  Service,  First  Federal  Plaza,  Suite 
507,  Dept.  T-M,  200  East  10th  Street  (at  Brazos),  Austin.  Texas  78701. 

DERMATOLOGIST:  Age  43,  eleven  years  experience  wishes  to  relocate 
in  Texas.  Two  years  at  present  location.  Married,  no  children.  Consider 
solo,  partner,  or  group.  University  trained.  Excellent  references.  Board 
eligible.  Also  consider  surrounding  states.  Have  Arkansas  and  Texas 
license.  ER  experience.  Please  reply  to  Ad-650,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  onitee  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  8801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  828-2761,  or  write  P.O.  Box  18287. 
Dallas,  Texas  762 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  office,  per- 
sonnel including  management  available  to  continue  operations.  Principals 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701, 

OFFICE  SPACE  FOR  LEASE  IN  NORTHEAST  HOUSTON.  2,268 

square  feet  of  office  space  to  accommodate  two  or  three  physicians. 
Predominantly  black  area  with  few  doctors.  Adjacent  to  pharmacy.  Of- 
fice includes  patient  waiting  room,  two  reception  areas,  two  doctors 
offices,  lab  and  x-ray.  $200  per  month  per  physician,  plus  utilities.  For 
additional  information  contact  JoAnne  Beakley  or  Tom  Kestler,  Beakley 
Pharmacy,  10811  Homestead  at  Little  York  Road,  Houston,  77016;  phone 
358-2031  or  633-2200. 

FOR  SALE:  Due  to  death  of  doctor,  large  established  family  practice 

of  Dr.  J.  Edwards  Prewett  grossing  over  $100,000  annually.  Knowledge 
of  Spanish  helpful.  FOR  LEASE:  Long-term  lease  on  clinic  building, 
2404  South  IH  36.  Equipment  available.  Approximately  2,700  sq.  ft.  in- 
cluding separate  dentist’s  office  under  lease.  Scenic  outdoor  patio,  rock 
garden,  large  beautiful  trees,  plenty  parking.  Write  Mrs.  J.  Edwards 
Prewett,  407  Almarion,  Austin  78746;  or  call  residence  512-327-0662  or 

doctors  office  512-444-5501. 

^AUSTIN— NEW~PROFESSIONAL  PARK.  Internist,  GP,  FP,  Peds, 
OB/GYN  sought  to  associate  in  group  setting  for  solo  practice.  Physi- 
cian population  has  not  kept  pace  with  accelerated  growth.  University 
town,  new  hospital.  Call  or  write:  Cannon  Professional  Park,  c/o  3913 
Medical  Parkway,  Austin,  Texas  78756.  Telephone  512-451-8489. 

DEAR  DOCTOR:  How  would  you  like  office  space  ready-to-go,  in  an 
exceptionally  progressive  small  town  near  the  “Big  City”,  but  without 
its  pressures  and  problems?  If  interested  please  contact  Ad-647,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

I WANT  TO  RETIRE!  Solo  family  practice  grossed  over  $176,000  in 
1976.  Texas  Gulf  Coast.  Full  time  M.D.  coverage  at  local  hospital  af- 
fords freedom.  Very  congenial  medical  community.  Any  terms  for  pur- 
chase of  equipment  and  lease  considered.  Will  keep  or  sell  accounts 
receivable.  Please  reply  to  Ad-648,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  B12-472-9261. 


DISCRETIONARY  FUNDS  IDLE?  Discover  gems  as  a fascinating  in- 
vestment. "Gems — The  Beautiful  Investment”  lists  10  reasons  investors 
recognize  gemstones’  potential.  "G-TBI’’  was  reviewed  by  Lapidary 
Journal  as  "an  excellent  little  book”  that  "should  enlighten  many  to  the 
possible  returns  . . . available  in  the  precious  gem  market.”  Shrink- 
wrapped.  soft-bound.  $5  postpaid.  RLK  Productions,  P.O.  Box  12262, 
Dallas,  Texas  76225. 


CONSULTANTS  IN  FINANCING,  BANKING  AND  FINANCIAL 
MANAGEMENT.  Banc-Services  Corporation,  Thomas  G.  White,  Presi- 
dent, 10400  N.  Central  Expressway,  Suite  102,  Dallas,  Texas  75231: 
214-369-3196. 


The  advertising  in 

TEXAS  MEDICINE 

keeps  you  informed 
and  pays  for 
pubiishing  costs! 

When  the  iecal 
representative  caiis, 
teii  him  you  saw 
his  company’s  ad  in 
your  journai. 


Advertising  Directory 


American  Physicians  Insurance  Exchange 

53 

Armour  Pharmaceutical 

5 

Beverly  Hills  Hospital 

121 

Blue  Cross-Blue  Shield  of  Texas 

28 

Burroughs  Wellcome  Co. 

17 

Comatic  Laboratories,  Inc. 

3rd  Cover 

Dallas  Medical  & Surgical  Clinic  and  Hospital 

2nd  Cover 

Financial  Management,  Joseph  Tallal,  Jr. 

111-112 

Flint  Laboratories 

18-20 

Ives  Laboratories 

25 

Mead  Johnson  Laboratories 

29,  143 

Kelsey-Seybold  Clinic 

53 

Lederle  Laboratories 

4 

Life  Support  Equipment  Company 

15 

Eli  Lilly  and  Company 

38 

Medical  Arts  Clinic  of  Corsicana 

126 

The  Medical  Protective  Company 

140 

Joe  Nigrelle  Insurance  Agency 

126 

The  Pharmaceutical  Manufacturers  Association 

58-59 

The  Prudential  Insurance  Company  of  America 

9 

Roche  Laboratories  1-2,  36-37,  100-102 

Roerig,  A Division  of  Pfizer  Pharmaceuticals 

56-57 

Schick  Hospital 

122 

Scott  and  White  Clinic 

Back  Cover 

Smith  Kline  & French 

55 

Starlite  Village  Hospital 

5 

Surety  Corporation  of  America 

124 

Texas  Bank  and  Trust  Company 

124 

Texas  Medical  Association 

Automobile  Leasing  Program 

125 

Continuing  Education  Directory 

142 

Intrav  1977  Adventures 

123 

Memorial  Library  Fund 

110 

DISCOVER  AMERICA 


rrs  SOME  BACKYARD 


Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett,  Hutchings,  Smith  Memorial  Hospital  2nd  Cover 
Travis  Clinic  Foundation  and  Travis  Clinic  Association  126 
The  Upjohn  Company  99 

Wallace  Laboratories  30-31 

Wichita  Falls  Clinic  5 


Physicians’  Directory 


127-136 


Classified  Advertising 


137-139 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical  Asso- 
ciation of  the  product  or  service  involved. 


Volume  72.  September,  1976 


139 


Leading  Causes  of  Death 

United  States:  1972  Estimates 


Diseases  of  Heart  and  Blood  Vessels  1,062,160 


All  Other  Causes  Combined 

910,843 

WE  HAVE  YOUR  BEST  INTEREST  AT  HEART. 

Give  Heart  Fund 

American  Heart  AssocialionxJ/ 
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Editorials 


PHYSICIAN  PARTICIPATION  ESSENTIAL 
FOR  EFFECTIVE  FLU  IMMUNIZATION 

Physician  participation  is  essential  if  the  im- 
munization program  for  A/New  Jersey  (swine) 
influenza  is  to  succeed.  But,  we  may  ask,  is  the 
program  medically  necessary?  Of  course  each 
physician  must  make  an  individual  decision  on 
this  matter,  but  bear  these  facts  in  mind:  There 
are  great  possibilities  for  a pandemic,  namely, 
(1)  an  antigenically  new  influenza  virus,  (2)  a 
susceptible  population,  and  (3)  demonstrated 
capability  for  human-to-human  spread  of  the 
virus. 

A/New  Jersey  influenza  so  far  has  followed 
an  appearance  pattern  similar  to  that  of  Asian 
and  otherflu  epidemics.  The  Asian  flu  surfaced 
in  1889  and  then  cropped  up  again  in  1957.  In 

1975  there  was  a small  outbreak,  a period  of 
dormancy,  and  then  several  epidemic  waves. 

The  1957  Asian  flu  produced  about  70,000  fatal- 
ities. The  1918  A/ New  Jersey  epidemic  caused 
about  500,000  deaths  in  the  United  States. 

Forthese  and  other  reasons,  the  Texas  Medi- 
cal Association’s  House  of  Delegates  at  the 

1976  Annual  Session  in  Dallas  pledged  TMA's 
full  support  to  protect  the  populace  from  A/New 
Jersey  influenza. 

Physicians  do  face  risks  in  the  A/New  Jersey 
influenza  immunization  program.  There  are 
definite  possibilities  for  suits,  although  the  re- 
cently passed  government  bill  will  offer  a 
measure  of  protection. 

Despite  the  risks,  the  TMA  Executive  Board, 
at  its  July  meeting,  decided  to  give  TMA’s  con- 
tinued support  to  the  program.  We  all  recognize 


that  a physician’s  first  obligation  is  to  the  pa- 
tient, and  we  hope  that  physicians  will  fulfill 
their  obligations  by  volunteeringtheir  time  in 
public  clinics  and  givingthe  injections  in  their 
offices  despite  the  liability  risks. 

More  than  20  statewide  volunteer  organiza- 
tions (includingthe  Woman’s  Auxiliary  to  the 
TMA)  underthe  direction  of  Mrs.  Dolph  Bris- 
coe’s First  Lady  Volunteer  Program  are  now 
participating  in  the  program. 

The  vaccine  and  informed  consent  forms  are 
(or  will  be)  available  and  distributed  by  theTex- 
as  Department  of  Health  Resources  to  local 
health  departments  who  will,  in  turn,  furnish 
them  to  private  physicians  on  request.  It  is 
hoped  that  at  least  30%  of  the  vaccine  will  be 
given  in  the  private  physicians’  offices  and  the 
other  portion  administered  through  public 
health  clinics  and  vaccination  centers. 

By  now,  each  physician  should  have  received 
through  the  mail  details  from  TMA  and  TDHR 
regardingthe  vaccination  program.  We  will  at- 
tempt to  keep  physicians  informed  of  future 
developments  as  the  information  becomes 
available. 

If  you  have  any  questions  regardingthe  latest 
information  about  any  part  of  the  program  or 
vaccine,  please  call  or  write  to  your  local  health 
department:  ortotheTexas  Medical  Associa- 
tion, c/o  Steve  Carrell,  1801  North  Lamar  Blvd., 
Austin,  TX  78701,  phone  512-477-6704;  orto 
the  Texas  Department  of  Health  Resources,  c/o 
P.  W.  Mallory,  MD,  1100  West  49th  Street,  Aus- 
tin, TX  78756,  phone  512-454-3781. 

Thomas  G.  Glass,  Jr.,  MD,  San  Antonio,  Chairman, 

TMA  Council  on  Community  Health  Affairs. 
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Promote 

your 

continuing 

education 

programs. 


The  staff  of  TEXAS  MEOiCiNE  is  currentiy  pre- 
paring the  1977  Texas  Continuing  Education 
Directory  for  Physicians.  The  directory  wiii  be 
maiied  to  ail  members  of  the  Texas  Medical 
Association  in  December  to  assist  them  in 
planning  their  1977  continuing  education 
schedule. 

If  your  organization  will  have  one  or  more 
continuing  education  programs  during  the 
coming  year,  you  will  want  them  listed.  This 
directory  will  provide  greater  publicity  to  all 
courses  which  will  be  offered  in  Texas  and 
stimulate  greater  participation  in  many  pro- 
grams. 

Don’t  miss  this  opportunity  to  further  pro- 
mote your  continuing  education  course.  Time 
is  limited,  so  write  today  for  the  questionnaire 
that  must  be  filled  out  for  each  listing. 


Complete  and  mail  the  form  below  and 
a questionnaire  will  be  rushed  to  you. 

Do  it  now! 


To:  Mrs.  Marilyn  Baker,  Managing  Editor  Name  of  Course 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Dates 

Please  send  me  the  TMA  Continuing  Education 
I Course  questionnaire  In  order  that  my  organize-  Sponsoring  Organization 
1 tion  may  be  Hated  in  the  1977  Texas  Continuing 
I Education  Directory  for  Physicians. 

Name 


Address 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a \lsodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


‘ «;• 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

(ISOXSUFRINEHCI) 

TABLETS,  20  mg. 

the  compatibie  vasodiiator 


© 1976MEAO  JOHNSON  4 COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54117 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given, 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000.  5000  and  Unit  Dose. 


Volume  72,  September,  1976 


143 


Who  can  afford 
to  follow 
doctors  orders? 


Medical  bills  are  bad  news.  Even  if  all 
tests  show  that  the  patient  is  healthy, 
a big  bill  “for  something  I didn’t  even 
need”  is  hardly  welcome. 

Rising  medical  costs  irritate  and 
frustrate  those  who  must  fund  them, 
and  we  are  hearing  a lot  right  now 
about  “cost  containment.”  Medical 
costs  have  gone  up  a little — but  not 
much — more  than  have  the  costs  for 
all  other  services.  Still,  11.4%  of  the 
average  household’s  disposable  income 
goes  for  health  care,  and  that  is  a pain- 
fully large  bite. 

The  AM  A has  authorized  formation 
of  a National  Commission  on  the  Cost 
of  Medical  Care  to  look  into  the  factors 
involved  in  rising  health  care  costs 
which  is,  of  course,  one  of  the  most 
pressing  problems  facing  organized 
medicine  today.  On  the  TMA  level,  it 
has  been  referred  to  the  Council  on 
Medical  Seiwice  and  Insurance. 

If  the  foregoing  brings  on  uneasy 
feelings  of  deja  vu,  don’t  worry : 
You’re  right,  we  have  trod  this  path 
before.  In  1968-1969,  TMA  had  a Spe- 
cial Committee  on  Health  Care  Costs, 
chaired  by  Russell  L.  Deter,  MD,  of  El 
Paso.  It  recommended  that  physicians 
seek  to  reduce  the  number  of  days  of 
hospitalization,  utilize  extended  care 
facilities  where  possible,  participate 
in  local  and  regional  health  planning, 
and  seek  ways  to  increase  their  pro- 
ductiveness and  efficiency.  It  also  rec- 
ommended that  patients  be  educated 
as  to  how  they  can  help  control  health 
care  costs.  Sound  familiar  ? 

Those  recommendations  hold  up 
well  today,  and  are  a tribute  to  the 
thorough  and  forward-looking  ap- 


proach of  that  early  group. 

There  are  several  theories  about 
why  medical  care  costs  are  rising : 
health  insurance  makes  medical  care 
feel  “freer”  to  the  recipient ; govern- 
ment programs  are  subsidized  by  taxes 
and  by  higher  charges  to  nongovern- 
ment patients ; federal  health  expendi- 
tures have  doubled  since  1970,  and 
three  times  as  many  people  now  re- 
ceive Medicaid  benefits ; as  a populace, 
we  have  grown  older  and  we  require 
more  medical  care ; hospital  expenses 
are  growing ; professional  liability  in- 
surance rates  have  done  their  share  to 
increase  overall  costs.  Probably  all 
these  things  play  their  parts. 

Until  the  formally  composed  AMA 
commission  has  recommendations,  we 
Texas  physicians  can  help  by  finding 
out  how  much  it  costs  to  carry  out  our 
orders  for  laboratory  tests,  x-rays, 
medication,  or  hospitalization,  and 
weighing  carefully  the  cost  and  the 
probable  benefit  to  the  patient.  Like- 
wise, we  can  redouble  our  efforts  to 
teach  our  patients  that  good  health 
can’t  be  purchased  at  any  price,  but 
that  following  simple  rules  for  health- 
ful living  usually  costs  less  than  re- 
pairing the  damages  wrought  by  ig- 
noring basic  health  rules. 


L.  S.  Thompson,  Jr.,  MD,  President, 
Texas  Medical  Association. 
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322  Coleman  Street  iHarlm,  Sl^xaa  766E1  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 

W.  F.  McKinley.  Jr.,  M.D. 
James  S.  Bussell,  M.  D. 
C.  G.  Brown,  M.D. 


VASCULAR  SURGEY 
Cecil  A.  McRee,  M.D.,  F.A.C.S. 


EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D, 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  G.  Barnes,  M.D.,  D.A.B.D, 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  K.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N, 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


THE 


DALLAS 

CLINIC 


MEDICAL  & SURGICAL 
AND  HOSPITAL 


4105  Live  Oak  Street  DALLAS, 


INTERNAL  MEDICINE 
John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D,, D.A.B.I.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D.,  D.A.B.I.M. 

David  S.  Sowell.  Ill,  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu., 
F.A.C.P. 

W.  Mark  Armstrong,  M.D.,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas,  M.D.,  D.A.B.I.M. 

Steven  P.  Bowers,  M.D. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 


OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller.  Ill,  M.D. 

Vernie  D.  Bodden,  M.D. 

PEDIATRICS 

Haicuit  Moore.  M.D.,  D.A.B.P.,  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B. P.,  F.A.A.P. 
Larry  Gray,  M.D.,  D.A.B.P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery,  M.D.,  D.A.B.S.,  F.A.C.S. 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  F.A.C.S. 
Miller  S.  Bell,  M.D.,  D.A.B.S..  F.A.C.S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D,A,B.U.,  F.A.C.S, 
William  H,  Hoffman,  M,D.,  D,A.B.U„  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B. U.,  F.A.C.S. 


TEXAS  75211  Telephone  823-4151 


RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D,,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R,N. 

INACTIVE  STATUS 

George  M.  Underwood,  M.D.,  D.A.B.LM,,  F.A.C.P,, 
Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B.P.,  F.A.A.P 

William  H.  Potts,  M.D.,  F.A.C.P.,  Internal  Medicine 

Ozro  T.  Woods,  M.D.,  Surgery  Emphasizing  Tumors 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  and  Gynecology 

Adam  D.  Green,  M.D.,  Surgery 

B.  Celia  Slaughter,  M.D.,  D.A.B. P.,  F.A.A.P. 

John  B.  Bourland,  M.D.,  D.A.B.O.G. 
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ANXETVSPECIFIC 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


UBRIUHe 

chlordiazepoxide  HCl/ Roche 

5 mg,  10  mg,  25  mg  capsules 


Lihritabs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 


Before prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  {e.g..  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 


Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.:  severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCl) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
10  strips  of  10;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  1 0 mg  and  25  mg— bottles  of  1 00 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 


Roche  Laboratories 

Division  of  Hofimann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Please  see  following  page. 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries."' 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
A highly  favorable  benefits' to^risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


UBRIUM^s 

chlordiazepoxide  HCI/Roche 


*lf  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  N'ev,-  Jers,.y  071 10. 

Please  see  preceding  page 
for  a summaiy  of 
product  information. 
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It  always  happens  so  fast. 

And,  this  time,  you’re 
right.  It  did  happen  to  “the 
other  guy.” 

You  know:  The  guy  who 
wouldn’t  hurt  a fly,  turn 
down  a friendly  drink— or 
take  a cab  home  instead  of 
driving.  A nice  guy  who’d 
now  and  then  smoke  in  bed, 
maybe  swim  out  a little  too 
far,  sometimes  hurry  a 
little  down  the  stairs. 

We  know  you  knew  him. 
And  that  you’ll  miss  him. 

We  just  don’t  want  you  to 
join  him. 

“Oops”  is  a pitiful 
epitaph. 


National— 
Safety 
Council^ 


If  you  don’t  like 
thinking  about  safety, 
think  where  you’d  be 
without  it. 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/i.g/ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 

ROGRIG  ^ 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


A reminder  from  the  National 
Safety  Council.  A non-profit, 
non-governmental  public 
service  organization.  Our  only 
goal  is  a safer  America. 
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One  swallow  do»  it 


eliminates  Pinworms  and  Roundworms  with  a single  dose 


■ Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■ Nonstaining — to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  — pleasant  tasting 
caramel  flavor. 

■ Convenient  — just  1 tsp.  for  every 

50  lbs.  of  body  weight.  May  be  taken  with- 
out  regay  to  meals  pOOpiG  iSfSfi 

or  time  of  day.  ^ division  ot  Ptizer  Pharmaceuticals 

New  York.  New  York  10017 

Please  see  prescribing  information  on  facing  page.  NSN  6505-00- 148-6967 


Antiminth* 

(pyrantel  pamoate)  equivalent  toSOnig  pyrantel/ml 
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New  influenza  immunization  consent  form  approved 

A new  informed  consentform  forthe  national  influenza  immuniza- 
tion campaign  has  been  approved  by  both  the  Center  for  Disease  Con- 
trol and  the  National  Commission  for  the  Protection  of  Human 
Subjects  of  Biomedical  and  Behavioral  Research.  In  addition  Con- 
gress has  passed  and  the  President  has  recently  signed  a bill  protect- 
ingswineflu  program  participants  from  liability  suits  in  most  in- 
stances and  Texas  Department  of  Health  Resources  officials  are 
expecting  the  vaccine  to  arrive  some  time  in  October. 

The  following  form  was  designed  for  use  with  the  monovalent  vaccine. 

Important  Information  From  The  U.S.  Public  Health  Service  About 
Swine  Flu  And  Victoria  Flu  Vaccines  (Monovalent) 
Introduction 

You  probably  have  heard  a good  deal  about  swine  flu  and  swine  flu 
vaccine.  You  may  know,  for  example,  that  swine  flu  caused  an  out- 
break of  several  hundred  cases  at  Ft.  Dix,  NJ,  early  in  1976 — and  that 
before  then  swine  flu  had  not  caused  outbreaks  among  people  since 
the  1920s. 

With  the  vast  majority  of  Americans  being  susceptible  to  swine  flu,  it 
is  possible  that  there  could  be  an  epidemic  this  winter.  No  one  can 
say  for  sure.  However,  if  an  epidemic  were  to  breakout,  millions  of 
people  could  get  sick.  Therefore,  a special  swine  flu  vaccine  has  been 
prepared  and  tested  which  should  protect  most  people  who  receive 
it. 

Certain  people,  such  as  those  with  chronic  medical  problems  and  the 
elderly,  need  annual  protection  against  flu.  Therefore,  besides  pro- 
tection against  swine  flu,  they  also  need  protection  against  another 
type  of  flu  (Victoria  flu)  that  was  around  last  winter  and  could  occur 
again  this  winter.  A separate  vaccine  has  been  prepared  to  give  them 
protection  against  both  types  of  flu. 

These  vaccines  have  been  field  tested  and  shown  to  produce  very  few 
side  effects.  Some  people  who  received  the  vaccine  had  fever  and 
soreness  during  the  first  day  or  two  after  vaccination.  These  tests 
and  past  experience  with  other  flu  vaccines  indicate  that  anything 
more  severe  than  this  would  be  highly  unlikely. 

Many  people  ask  questions  about  flu  vaccination  during  pregnancy. 

An  advisory  committee  of  the  Public  Health  Service  examined  this 
question  and  reported  that  “there  are  not  data  specifically  to  contra- 
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indicate  vaccination  with  the  available  killed  virus  vaccine  in  preg- 
nancy. Women  who  are  pregnant  should  be  considered  as  having 
essentially  the  same  balanceof  benefitsand  risks  regarding  influ- 
enza vaccination  and  influenza  as  general  population.” 

As  indicated,  some  individuals  will  develop  fever  and  soreness  after 
vaccination.  If  you  have  more  severe  symptoms  or  if  you  have  fever 
which  lasts  longer  than  a couple  of  days  after  vaccination,  please  con- 
sult your  doctor  or  a health  worker  wherever  you  receive  medical 
care. 

While  there  is  no  reason  to  expect  more  serious  reactions  to  this  flu 
vaccination,  persons  who  believe  that  they  have  been  injured  by  this 
vaccination  may  have  a claim.  The  Congress  recently  passed  a law 
providing  that  such  claims,  with  certain  exceptions,  may  be  filed  only 
against  the  United  States  Government.  Information  regardingthefil- 
ingof  claims  may  be  obtained  by  writingtothe  U.S.  Public  Health 
Service  Claims  Office,  Parklawn  Building,  5600  Fishers  Lane,  Rock- 
ville, Md  20852. 

Below  is  more  information  about  flu  and  flu  vaccine.  Please  take  the 
timeto  read  it  carefully.  You  will  be  asked  to  sign  thisform  indicating 
that  you  understand  this  information  and  that  you  consent  to 
vaccination. 

The  Disease.  Influenza  (flu)  is  caused  by  viruses.  When  people  get  flu 
they  may  have  fever,  chills,  headache,  dry  cough  or  muscle  aches. 
Illness  may  last  several  days  or  a week  or  more,  and  complete  recov- 
ery is  usual.  However,  complications  may  lead  to  pneumonia  or  death 
in  some  people.  For  the  elderly  and  people  with  diabetes  or  heart, 
lung,  or  kidney  diseases,  flu  may  be  especially  serious.  It  is  unlikely 
that  you  have  adequate  natural  protection  against  swine  flu,  since  it 
has  not  caused  widespread  human  outbreaks  in  45  years. 

The  Vaccine.  The  vaccine  will  not  give  you  flu  because  it  is  made  from 
killed  viruses.  Today’s  flu  vaccines  cause  fewer  side  effects  than 
those  used  in  the  past.  In  contrast  with  some  other  vaccines,  flu  vac- 
cine can  be  taken  safely  during  pregnancy. 

One  shot  will  protect  most  people  from  swine  flu  during  the  next  flu 
season;  however,  either  a second  shot  or  a different  dosage  may  be 
required  for  persons  underage  25.  If  you  are  under  25  and  a notice 
regardingsuch  information  is  not  attached,  this  information  will  be 
provided  to  you  wherever  you  receive  the  vaccine. 
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Possible  Vaccine  Side  Effects.  Most 
people  will  have  no  side  effects  from 
the  vaccine.  However,  tenderness  at 
the  site  of  the  shot  may  occur  and 
last  for  several  days.  Some  people 
will  also  have  fever,  chills,  headache, 
or  muscle  aches  within  the  first  48 
hours. 

Special  Precautions.  As  with  any  vac- 
cine or  drug,  the  possibility  of  severe 
or  potentially  fatal  reactions  exists. 
However,  flu  vaccine  has  rarely  been 
associated  with  severe  or  fatal  reac- 
tions. In  some  instances  people  re- 
ceiving vaccine  have  had  allergic 
reactions.  You  should  note  very  care- 
fully the  following  precautions: 

*Children  under  a certain  age 
should  not  routinely  receive  flu 
vaccine.  Please  ask  about  age 
limitations  if  this  information  is 
not  attached. 

* People  with  known  allergy  to 
eggs  should  receive  the  vaccine 
only  under  special  medical  super- 
vision. 

* People  with  fever  should  delay 
getting  vaccinated  until  the  fever 
is  gone. 

^People  who  have  received  an- 
other type  of  vaccine  in  the  past 
14  days  should  consult  a physi- 
cian before  takingthe  flu  vaccine. 
If  you  have  any  questions  about  flu 
or  flu  vaccine,  please  ask. 

REGISTRATION  FORM 
I have  read  the  above  statement 
about  swineflu,  the  vaccine,  and  the 
special  precautions.  I have  had  an 
opportunity  to  ask  questions,  includ- 
ing questions  regarding  vaccination 
recommendations  for  persons  under 
age  25,  and  understand  the  benefits 
and  risks  of  flu  vaccination.  I request 
that  it  be  given  to  me  or  to  the  person 
named  below  of  whom  I am  the 
parent  or  guardian. 

Name 

Address 

Birthdate  Age 

County  of  Residence 
Signature  of  person  to  receive 
vaccine  or  Parent  or  Guardian 
Date 


TMA  Legal  Counsel  Advice 

There  are  two  informed  consent 
forms,  one  designed  for  use  with  the 
monovalent  vaccine  and  the  other  de- 
signed for  use  with  the  bivalent  vac- 
cine. 

The  informed  consent  forms  will  be 
distributed  with  the  vaccine. 

TMA  legal  counsel  advises  use  of  the 
new  federal  informed  consent  form 
even  if  a physician  is  chargingfor  ad- 
ministeringthe  vaccine.  If  a physician 
does  not  charge  for  the  vaccine,  does 
not  charge  for  administration  of  the 
vaccine  and  follows  the  federal  in- 
formed consent  procedure,  he  will  be 
protected  generally  by  the  new  fed- 
eral law,  TMA  counsel  advises.  If  the 
United  States  has  to  pay  a claim,  the 
United  States  may  sue  the  physician 
for  that  part  of  the  damages  resulting 
only  from  the  physician’s  negligence. 
If  a physician  refuses  to  cooperate 
with  the  government  in  defense  of  a 
claim,  it  will  not  defend  the 
physician. 

TMA  legal  counsel  recommends  use 
of  the  vertical  line  on  the  left  of  the 
registration  form  intended  to  be  used 
as  a witness  signature  line.  It  is  rec- 
ommended that  the  physician  in  pri- 
vate practice  use  the  form  for  the  sig- 
nature  and  address  of  some  person; 
for  example,  an  office  worker  as  a 
witness  that  the  patient  understood 
the  form  and  signed  it.  TMA  legal 
counsel  says  whether  or  not  a physi- 
cian’s professional  liability  insurance 
policy  will  coveradministration  of  the 
A/New  Jersey  vaccines  will  depend 
on  individual  wordingof  the  policy: 
however,  forms  in  common  use  pro- 
vide such  coverage  since  any  liability 
problems  that  arise  from  administra- 
tion of  the  vaccine  in  the  physician’s 
office  will  be  governed  by  and  will  be 
similarto  other  immunizations. 

Government  regulation  discussed 
at  1976  fall  conference 

The  high  cost  of  government  regula- 
tions was  just  one  of  the  topics  dis- 
cussed at  the  TMA  1976  fall  confer- 
ence in  Austin,  “Update  on  Medical 
Issues.’’  Thomas  F.  Johnson,  PhD, 
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director  of  research  forthe  American 
Enterprise  Institute  for  Public  Policy 
Research  (AEI)  in  Washington,  DC, 
said,  “These  steps  toward  greater 
and  greater  government  interference 
in  the  health  care  market  are  occur- 
ring despite  the  fact  that  the  results 
of  existing  regulations  have  been  so 
little  studied  that  we  do  not  know  yet 
whether  they  have  increased  or  de- 
creased the  welfare  of  patients.’’ 
(Although  Texas  Medicine’s  press  time 
was  before  the  fall  conference,  John- 
son provided  an  advance  copy  of  his 
remarks.) 

He  cited  a lengthy  list  of  the  costs  of 
increased  government  regulations. 
Costs  resulting  from  regulations  ac- 
companyingthe  government’s  Medi- 
caid and  Medicare  programs  are  in 
the  form  of  substantial  increases  in 
paperwork  for  doctors  and  hospitals, 
Johnson  said.  In  1975  administrative 
expenses  of  Medicare  and  Medicaid 
added  $1  billion  to  the  cost  of  health 
care  to  the  American  public,  Johnson 
said.  Heestimated thatthe adminis- 
trative costs  of  federal  regulatory 
functions  to  the  government  are  now 
morethan  $3  billion  annually. 

More  than  800  Texas  physicians  at- 
tended the  TMA  1976  fall  confer- 
ence. The  conference  focused  on 
current  medical  issues  of  both  nation- 
al and  statewide  significance  includ- 
ing Medicare  and  Medicaid  legisla- 
tion, health  manpower,  implementa- 
tion of  professional  standards  review 


Thomas  F.  Johnson 


organizations,  utilization  review, 
health  planning  and  swine  influenza 
immunization. 

The  guest  speakers  included  Dr. 
James  H.  Sammons,  executive  vice 
president  of  the  American  Medical 
Association  and  Sen  Lloyd  Bentsen  of 
Texas. 

Highlights  of  the  conference,  actions 
by  councils  and  boards  and  reports  on 
the  professional  liability  insurance 
crisis  will  be  provided  in  the  Novem- 
ber issue  of  Texas  Medicine. 

Study  commission  begins 
formulating  liability  legislation 

An  ad  hoc  committee  of  the  Texas 
Medical  Professional  Liability  Study 
Commission  has  been  named  by  Dean 
W.  Page  Keeton  to  draft  bills  based 
on  subcommittee  recommendations 
forthe  1977  legislature.  Keeton,  for- 


Three  members  of  the  Texas  Medical  Professional  Liability  Study  Commission  (from  left)  Page  Keeton, 
former  dean  of  the  University  of  Texas  School  of  Law,  Dr.  Milton  Davis,  Dallas  and  Dr.  E.  Don  Webb, 
Houston  and  Dr.  L.  S.  Thompson,  Dallas,  president  of  TMA,  discuss  the  state’s  medical  malpractice 
crisis  with  members  of  the  news  media. 
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i'r  effectiveness  — Recommend  Rhinall  with  confidence  for 
ort-term  therapy  in  the  acute  stage  of  nasal  congestion, 
nether  in  spray  or  drops,  Rhinall  brings  fast,  temporary  re- 
f from  stuffy  nose. 

T safety  — Why  use  a “long-acting"  decongestant,  with  its 
jntraindications,  for  short-term  therapy?  Rhinall  is  safe  and 
ipendable  when  used  as  directed. 

iir  children!  — Rhinall-10  (Phenylephrine  0.2%)  is  the  fla- 
red nose  drop.  Its  mild  strength  is  specially  formulated  for 


children.  Isotonic  — pH  is  adjusted  to  minimize  stinging  and 
burning.  Cherry  flavor  makes  it  pleasant  to  use.  Parents  appre- 
ciate Rhinall-10  because  it’s  easy  to  administer,  restores  free 
breathing. 

For  convenience  — Regular  Rhinall  is  available  in  drops 
or  easy-to-use  spray.  And  Rhinall  products  require  no 
prescription. 


First  Tcxos  Phormoccuticiils,  Inc.  oaiias,  Texas  75.-34 

ihe  Concern  for  Care 


linall  drops  and  spray  contain:  Phenylephrine  HCI  U.S.P.  (0.25%), 
ilorobutanol  (0.15%),  Sodium  Bisulfite  (0.03%),  Benzalkonium  Chlo- 
le  (1:10,000).  In  an  Isotonic  Saline  Solution. 


Rhinall-10  contains:  Phenylephrine  HCI  U.S.P.  (0.2%),  Chlorobutanol 
(0.15%),  Sodium  Bisulfite  (0.03%),  Benzalkonium  Chloride  (1:10,000). 
In  an  Isotonic  Saline  Solution. 
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mer  dean  of  the  University  of  Texas 
School  of  Law,  named  the  following 
commission  members  to  the  commit- 
tee: Dr.  E.  Don  Webb,  Houston;  David 
Hitt,  the  executive  director  of  the  Bay- 
lor University  Medical  Center;  H. 
Hayes  Tucker,  representative  for  the 
Insurance  Counselors  of  Texas;  Harry 
Hubbard  Jr.,  Texas  president  of  AFL- 
CIO;  Bob  Murphy,  an  insurance  agent 
representative  and  George  E.  Fletch- 
er, a Houston  attorney.  Fletcher  will 
chair  the  committee. 

The  commission  approved  a report 
showing  the  malpractice  insurance 
crisis  has  boosted  health  care  costs 
and  has  shrunk  availability  of  care  at 
its  August  meeting.  The  report  also 
warned  that  the  malpractice  crisis 
could  stifle  medical  advances.  Many 
doctors  are  forced  to  practice  “defen- 
sive medicine”  because  of  the  threat 
of  malpractice  suits,  said  Dr.  Milton 
Davis,  a study  commission  member. 
Dr.  Davis,  chairman  of  the  study  com- 
mission Subcommittee  II,  the  group 
that  submitted  the  report,  said  doc- 
tors are  forced  to  use  medically  un- 
necessary tests,  x-rays  and  consul- 
tants to  be  protected  legally  in  the 
event  of  a suit. 

The  commission  also  voted  to  con- 
tinue the  system  whereby  the  State 
Insurance  Board  must  approve  liabil- 
ity insurance  rates  before  they  go  into 
effect.  The  insurance  industry  had 
asked  the  study  commission  to  en- 
dorse a “file  and  use”  system  of  mal- 
practice insurance  rates  underwhich 
the  companies  would  set  rates  and 
put  them  into  effect,  but  then  be 
ready  to  defend  them  if  the  insurance 
board  requested.  Joe  Christie,  chair- 
man of  the  insurance  board,  warned 
the  commission  that  the  “fileand 
use”  system  would  be  a “repeat  of  a 
mistake  made  20  years  ago”  and 
could  cause  great  confusion.  Adjust- 
ments on  insurance  premiums  forced 
by  insurance  board  hearings  would 
be  hard  to  administer,  Christie 
claimed. 

The  commission  will  meet  again 
Oct.  15  in  the  Senatechamber  of  the 
Capitol  in  Austin. 


Hobby-Clayton  Committee 
attempts  trimming  state 
government  costs 

Making  its  first  attempt  at  trimming 
costs  of  state  government,  the  Joint 
Advisory  Committee  on  Government 
Operations  approved  recommenda- 
tions to  fully  fund  existing  medical 
schools  permitting  expansion  to  opti- 
mum capacities  and  to  authorize  no 
new  medical  schools  without  prior  ap- 
proval of  the  Coordinating  Board, 
Texas  College  and  University  System. 
The  committee,  chaired  by  Lt.  Gov. 

Bill  Hobby,  sometimes  called  the 
Hobby-Clayton  committee,  approv- 
ed more  than  60  subcommittee  rec- 
ommendations at  the  Aug  27  meeting 
in  Austin.  All  recommendations  would 
have  to  be  implemented  by  the  Texas 
legislature. 

The  joint  committee  recommended 
that  the  legislature  consider  a law 
allowing  pharmacists  to  substitute 
comparable  but  cheaper  drugs  for 
those  prescribed  by  a physician, un- 
less the  doctors  specify  there  can  be 
no  substitution.  The  committee  called 
for  the  State  Board  of  Fharmacy  to 
determine  which  drugs  could  be  safe- 
ly substituted  for  more  expensive 
brand  name  prescriptions.  TMA  presi- 
dent, Dr.  L.  S.  Thompson,  Jr,  pre- 
sented a letter  to  Hobby  expressing 
the  association’s  opposition  to  the 
drug  recommendation. 

“The  members  of  the  TMA  feel  that 
the  pharmacist’s  knowledge  of  the 
chemical  characteristics  of  drugs, 
their  mode  of  action,  toxic  properties, 
etc.,  should  be  utilized  in  making  a 
drug  selection;  however,  since  drug 
product  selection  entails  knowledge 
derived  from  clinical  experience,  the 
physician’s  and  other  prescriber’s 
selections  should  be  carried  out  relat- 
ingto  medical  judgments.  The  logical 
retention  of  complete  control  of  the 
exact  therapeutic  regimen  for  his  pa- 
tients should  rest  with  the  physician, 
if  for  no  other  reason  than  the  physi- 
cian is  in  the  more  favorable  position 
to  judge  when  the  prescribed  therapy 
is  working  or  not.” 
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The  committee  passed  a resolution 
approving  continued  state  support 
forthe  education  of  Texas  residents 
at  Baylor,  but  asking  the  legislature 
toamend  to  clarify  the  basisfor  cal- 
culating the  level  of  state  support  to 
be  awarded. 

Included  in  other  medical  education 
proposals  was  the  recommendation 
that  Texas  set  as  its  goal  the  creation 
of  300  additional  family  practice  resi- 
dency positions  by  1980  and  provide 
financial  support  at  a level  not  to  ex- 
ceed one-half  the  total  cost  of  each 
residency  position.  The  committee  al- 
so recommended  that  Texas  provide 
support  not  to  exceed  one-half  of  the 
total  cost  for  each  residency  position 
as  may  be  necessary  to  maintain  ex- 
isting family  practice  residency  pro- 
grams where  (other)  funding  for 
those  existing  positions  proves  to  be 
inadequate.  The  committee  also  ask- 
ed the  legislature  to  consider  placing 
sufficient  restriction  on  acceptance 
of  state  supported  residencies  by 
medical  graduates  that  will  reason- 
ably insure  that  they  will  practice  in 
rural  areas  or  underserved  urban 
areas  in  Texas  for  not  less  than  three 
years. 

County  medical  societies 
surveyed 

Are  you  taking  advantage  of  your 
county  medical  society’s  group 
health  insurance  program,  phone 
answering  service  or  placement 
service?  Several  societies  offer  these 
and  other  services  to  members,  as 
documented  by  a recent  Texas  Medi- 
cal Association  survey. 

The  survey  was  developed  by  the 
TMA  Membership  Department  and 
circulated  to  28  Texas  county  medi- 
cal societies.  The  survey  findings 
were  presented  tothe  1976  Con- 
ference of  Medical  Society  Executives 
Aug  6 and  7 in  Austin. 

The  service  most  widely  offered  by 
the  20  responding  societies  was  a 
membership  directory.  Eleven  socie- 
ties publish  directories  and  three  of 


those  publish  directories  with 
pictures. 

Six  county  societies  keep  member- 
ship informed  by  publishing  news- 
letters, bulletins  and/or  journals. 

Ten  of  the  20  societies  serve  the 
communities  as  well  as  the  physicians 
with  new  patient  referral  services. 

Two  also  provide  community  service 
by  sponsoring  blood  banks.- 
Seven  of  the  responding  societies 
have  available  a placement  service 
for  nurses,  physician  assistants  and 
other  allied  health  personnel.  Six 
societies  provide  this  service  at 
no  charge. 

Several  county  societies  assist  pre- 
medical, medical  and  allied  health 
professions  students  with  loans, 
grants  or  scholarships.  Six  societies 
work  with  interns,  residents  and 
students  through  a liaison 
committee. 

Group  health  insurance  is  offered  to 
members  by  six  societies,  a phone 
answering  service  by  two  and  printing 
service  by  three.  The  survey  also 
delved  into  the  organization  of  the  28 
societies.  Responses  show  that  nine 
of  surveyed  societies  have  a board  of 
censors  responsible  for  checking  the 
credentials  of  physicians  applyingfor 
membership. 

Twelve  societies  indicated  they  meet 
monthly. 

1976  liability  survey 
mailed  to  physicians 

A 1976  Texas  Medical  Association 
Professional  Liability  Insurance  Sur- 
vey was  mailed  to  all  regular  and 
provisional  members  of  TMA  in  mid- 
September.  Its  purpose  is  to  update 
data  on  physicians’  experience  with 
coverage  and  cost  of  premiums  for 
professional  liability  insurance. 

The  1976  survey  is  a followup  to  the 
1975  TMA  survey.  Physicians  are 
urged  to  return  the  surveys.  The  data 
will  be  used  to  help  TMA  leaders  and 
staff  in  updating  and  preparing  to 
present  solutions  to  the  Texas  legis- 
lature when  the  issue  comes  before 
that  body  in  1977. 
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TMA  provides  films 

Emergency  in  Texas — The  Malprac- 
tice Insurance  Crisis,  an  informative 
malpractice  film,  is  now  available 
from  the  Communication  Office  of 
TMA.  The  10-minute  film,  developed 
by  Media  Communications,  Inc  of 
Austin,  has  been  distributed  to  the 
metropolitan  county  medical  socie- 
ties, including  Dallas,  Houston,  Aus- 
tin, San  Antonio  and  Fort  Worth.  Phy- 
sicians are  urged  to  bring  the  film  to 
the  attention  of  lay  groups  and  civic 
organizations  in  Texas 
communities. 


AMA  House  of  Delegates 
approves  resolutions 

The  American  Medical  Association’s 
House  of  Delegates  worked  hard  and 
long  on  topics  ranging  from  science  to 
socioeconomics  and  from  peer  review 
to  professional  liability  meeting  in 
Dallas  June  27  through  July  1 during 
the  1976  AMA  annual  convention. 

The  254  delegates  deliberated  over 
40  reports  and  150  resolutions. 

The  AMA  delegation  renewed  the  sup- 
port for  the  association’s  Medicredit 
proposals  for  national  health  insur- 
ance, but  decided  against  seeking 
legislation  to  guard  against  the  costs 
of  catastrophic  illness.  The  support 
for  Medicredit  marked  the  eighth 
straight  year  delegates  have  endorsed 
the  association’s  proposal  of  tax 
credits  to  offset  the  purchase  of  com- 
prehensive health  insurance.  Medi- 
credit would  build  on  the  existing 
system  of  private  health  insurance 
and  is  in  contrast  to  proposals  such 
as  the  Kennedy-Corman  that  would 
federalize  the  medical  care  system  to 
be  administered  by  the  Social  Securi- 
ty System  and  supported  by  compul- 
sory payroll  taxes. 

The  delegates  also  directed  the  AMA 
to  study  the  impact  of  proposed 
block-grant  federal  funding  for  health 
care,  an  approach  favored  by  Presi- 
dent Gerald  Ford.  Concerning  insur- 


ance and  medical  service  the  house 
urged  PSROsand  other  government 
mandated  review  programs  to  indem- 
nify individuals  and  organizations  for 
any  legal  damages  awarded  as  a re- 
sult of  health  care  review  activity  and 
called  for  nonparticipation.  The 
house  strongly  opposed  use  of  any 
system  of  a universal  identifier  in- 
cluding Social  Security 
numbers. 

The  house  also  expressed  great  con- 
cern with  ever-increasing  controls 
and  high  costs  inherent  in  govern- 
ment-administered medical  care  pro- 
grams. Action  on  the  five  Texas 
resolutions  was  reported  in  the  Au- 
gust issue  of  Texas  Medicine. 


TWU  requests 
medical  school 

A request  from  the  Texas  Woman’s 
University  in  Denton,  Tex  to  establish 
a new  school  of  medicine  is  one  of  the 
agenda  items  to  be  considered  at  the 
Oct  14  and  15  meeting  of  the  Coordi- 
nating Board  of  the  Texas  College  and 
University  System.  The  request  was 
submitted  to  Dr.  Kenneth  Ashworth, 
commissioner,  July  15. 

Any  proposals  for  new  schools  must 
be  considered  by  the  Coordinating 
Board  before  action  may  betaken  to 
the  state  legislature. 

Dr.  William  F.  Ross,  chairman  of  the 
TMA  Council  on  Medical  Education 
and  Hospitals,  will  represent  TMA  at 
the  Oct  14  meeting  to  present  data 
and  views  of  the  association  on  the 
expansion  of  graduate  training  posi- 
tions in  Texas,  particularly  in  the 
areas  of  family  practice  and  primary 
care.  He  will  also  encourage  full  fund- 
ing of  existing  programs  in  Texas 
medical  schools  for  doctors  of 
medicine  and  allied  health  profes- 
sionals priorto  approval  of  any  new 
schools.  TMA  also  supports  full  fund- 
ing of  residencies  in  the  state  and 
supports  developing  an  adequate 
number  of  residencies  for  medical 
school  graduates  in  the  state. 
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as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Final  classification  of  the  less-than-effective  indications  requires  further 
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Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings:  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
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with  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 
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Statistician  views 
health  care  spending 

Exactly  how  much  have  health  care 
costs  gone  up,  and  where,  and  why? 
What  will  happen  to  them  in  the 
future? 

The  man  with  the  answers  to  some  of 
those  questions  is  Vincent  P.  Barab- 
ba,  director  of  the  US  Bureau  of  the 
Census.  Armed  with  a computer  and 
mountains  of  raw  data  from  past  cen- 
sus reports.  Social  Security  Adminis- 
tration figures,  and  surveys  by  the 


National  Center  for  Health  Statistics, 
he  has  put  together  a vivid  picture  of 
where  health  care  costs  have  been, 
and  where  they’ re  going.  Barabba’s 
findings  were  published  in  American 
Medical  News. 

From  the  mass  of  figures,  a few  im- 
portant points  stand  out: 

— The  cost  of  health  care  has  increas- 
ed dramatically  in  the  past  generation 
largely  because  of  price  increases. 

— Each  American  uses  health  care 
services  more  than  his  parents  did, 
which  further  raises  the  individual 
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costs  as  well  as  total  national 
costs. 

— There  are  more  people  using  health 
services  now  than  a generation  ago, 
which  has  increased  the  total  bill. 

— As  the  number  of  elderly  increases, 
the  total  cost  of  health  care  will  in- 
crease also  by  that  factor. 

Hospital  care  is  the  largest  element 
in  health  care  costs — and  the  most 
rapidly  increasing.  In  1950,  Ameri- 
cans spent  $24  per  capita  for  hospital 
care;  in  1975,  they  spent  $215.  Al- 
though the  proportion  of  hospital 


care  costs  paid  directly  by  the  con- 
sumer is  decreasing  because  of  the 
growth  of  third-party  payers,  the  dol- 
lar amount  paid  out  of  pocket  by  the 
consumerfor  hospital  care  has  in- 
creased because  of  the  huge  jump  in 
total  expenditures. 

The  Social  Security  Administration 
has  formally  predicted  that  Ameri- 
cans will  spend  $1,159  percapita  on 
health  care  by  1981 — more  than 
double  what  is  spent  per  capita,  in 
only  four  years. 
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‘Approximately  95%  of 

the  [US.]  children  of  ages 
1-5  years  had  iron  intakes 
below  the  standard” 


Where  did  that  surprising 
statistic  originate? 

From  the  first  survey  designed  to 
assess  the  nutritional  status  of  the 
entire  U.S.  population.  The  conclu- 
sion above  was  the  most  striking 
result  reported  in  the  preliminary 
findings  released  in  January  1974. 

Wfere  they  really  dealing  with 
a true  sample  of  the  entire 
US  population? 

Those  conclusions  were  based  on  a 
sample  of  10,126  people— a prob- 
ability sample  established  by  the 
U.S.  Bureau  of  Census  to  reflect  the 
country’s  total  population,  regardless 
of  race  or  income. 

Among  those  95%  with 
substandard  iron  intake, 
how  low  was  their  intake 
actually? 

For  whites  and  blacks,  for  both 
sexes,  for  both  income  levels,  the 
mean  intake  of  iron  (as  a percent  of 
the  standard)  for  the  1-5  year  age 
group  ranged  from  60  to  69%. 
Typically,  then,  95  children  out  of 
100  have  iron  intakes  that  are  only 
% of  the  standard. 


Whose  iron  intake  standard 
were  they  using? 

The  standard  set  by  the  Food  and 
Nutrition  Board  of  the  National 
Academy  of  Sciences  for  this  group. 

Implication  of  all  this? 

That  iron  deficiency  among  pre- 
schoolers is  anything  but  rare  and 
signs  like  mental  apathy,  lethargy, 
irritability,  behavior  problems,  may 
be  telegraphing  iron  deficiency. 

Suggesting  iron  supplementation? 

Not  necessarily.  In  many  instances 
this  situation  can  be  corrected  by 
proper  diet  and,  obviously,  this  is  the 
preferred  route.  When  dietary 
improvement  is  not  attainable, 
consider  a supplement. 

But  consistent  use  of  an  iron 
supplement  is  difficult  to  achieve. 

Compliance  is  a problem,  as  so 
much  of  the  recent  data  suggest.* 
INCREMIN  with  Iron  Syrup  has  a 
pleasant  flavor  which  encourages 
consistent  use. 


Is  this  cited  study  generally 
available? 

Yes,  from  the  Office  of  Infor- 
mation, National  Centerfor 
Flealth  Statistics,  5600  Fishers 
Lane,  Rockville,  MD.,  20852. 
Request  "First  Health  and 
Nutrition  Examination  Survey’’, 
1974,  DHEW  Pub.  No.  (HRA) 
74-1219-1. 

*B.  Blackwell:  The  Drug  Defaulter. 

Clinical  Pharmacology  and  Therapeutics 
13:841  (1972). 

INCREMENT 

DIETARY  SUPPLEMENT 

with  JRQNSyfuP 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 

(as  Ferric  Pyrophosphate) . . 30  mg 


1-Lysine  HCI  300  mg 

Thiamine  HCI  (B, ) 10  mg 

Pyridoxine  HCI  (B*) 5 mg 

Vitamin  B12 25  mcgm 

Sorbitol  3.5  Gm 

Alcohol 0.75% 


DOSAGE:  Prevention  of  iron- 
deficiency  anemia— Children  and 
Adults— 1 tsp.  (5  cc)  daily.  Treat- 
ment of  iron  deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults: 

1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and 
16  fl.  oz. 
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A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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1977  Annual  Session  set 

May  12-15are  the  dates  forthe 
noth  Texas  Medical  Association 
Annual  Session,  scheduled  for 
Houston  in  1977. 

To  date,  30  guest  speakers  have  been 
secured  forthe  program.  In  con- 
junction with  the  meeting,  21  scien- 
tific sections,  32  related  organiza- 
tion programs,  ten  special  programs 
and  committee  meetings  will  be 
scheduled. 

Scientific  sessions  will  be  at  the  Holi- 
day Inn — Medical  Center.  Exhibits 
will  be  at  the  Shamrock  Hilton  Hotel. 
Business  sessions  will  be  atthe 
Marriott  Motor  Hotel.  The  Woman’s 
Auxiliary  will  be  making  its  head- 
quarters atthe  Warwick  Hotel. 

TMA  sponsors  adventures  abroad 

TheTexas  Medical  Association  will 
sponsor  four  adventures  abroad  in 
1977.  Thefirsttrip  is  a Trans  Pana- 
ma Canal  Air-Sea  Cruise  beginning 
Feb  19  and  lasting  10  days.  Ports 
of  call  include  the  Panama  Canal, 
Balboa;  San  Bias  Islands,  Panama; 
Cartagena,  Colombia;  Aruba,  Nether- 
lands Antilles;  La  Guaira  and  Caracas, 
Venezuela;  Grenada  and  Barbados. 
The  cost  of  the  trip  ranges  from  $998 
to  $1598  per  person. 

On  June  2 the  14-day  Black  Sea, 
Greek  Isles  Air-Sea  Cruise  begins. 
Ports  of  call  include  Athens,  My- 
konos, Hydra  and  Patmos,  Greece; 
Dikili,  Pergamon  and  Istanbul,  Tur- 
key and  Yalta  and  Sochi,  Russia.  The 
European  Adventure  begins  in  August 
and  lasts  14  days.  The  European  tour 
includes  stops  in  Zurich,  Switzerland; 
Munich,  Germany  and  Vienna, 

Austria. 

The  14-day  Orient  Adventure  in 
October  includes  ports  of  call  of 
Tokyo  and  Hakone,  Japan  and  Hong 
Kong.  In  addition  to  the  trips  listed, 
the  Board  of  T rustees  is  considering 
another  shortertrip. 

For  further  information  contact  Mrs. 
Jeanette  Prentice,  T ravel  Office, 
Texas  Medical  Association,  1801  N. 


Lamar,  Austin,  Tex  78701,  or  call 
512-477-6704. 

Military  medical  school 
begins  this  fall 

The  Uniformed  Services  University 
of  the  Health  Sciences  will  enroll  its 
first  class  of  medical  students 
November  15  at  the  Armed  Forces 
Institute  of  Pathology  at  the  Walter 
Reed  Army  Medical  Center  in  Wash- 
ington, DC. 

Dr  Anthony  R.  Curreri,  university 
president,  said  the  school,  which  has 
received  provisional  academic  ac- 
creditation, will  begin  with  32 
students.  During  orientation  students 
will  become  familiarwith  the  military 
in  general  and  specific  aspects  of 
military  medicine. 

Next  year  the  school  will  move  into 
permanent  facilities  on  the  campus 
of  the  National  Naval  Medical  Center, 
Bethesda,  Md.  Additional  information 
may  be  obtained  from  the  Director  of 
Admissions,  Uniformed  Services  Uni- 
versity of  the  Health  Sciences,  6917 
Arlington  Road,  Bethesda,  Md 
20014. 

Siamese  twin  girls 
separated  successfully 

Charlotte  Marie  and  Paulette  Marie 
Jones,  conjoined  twin  girls  born 
July  14  atthe  UT  Medical  Branch 
Hospital  in  Galveston,  were  separated 
successfully  in  an  operation  Aug  20. 
The  girls  were  joined  atthe  breast- 
bone, heart  cavity,  diaphragm,  liver 
and  abdominal  cavity. 

Separation  was  done  without  com- 
plications and  each  twin  had  success- 
ful reconstruction  of  the  areas  which 
had  been  united.  The  twins  were 
delivered  four  or  five  weeks  prema- 
ture by  cesarean  section  and  had  a 
combined  weight  of  nine  pounds 
and  eight  ounces  at  birth. 

Delivery  of  the  twins,  the  first  to  be 
born  in  the  history  of  the  hospital, 
was  done  by  hospital  faculty  staff 
physicians.  The  twins  were  diagnosed 
ultrasonically  before  birth  as  being 
conjoined. 
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New  medicare  reimbursement 
policies  set  for  laboratory  services 

Thomas  M.  Tierney,  director  of  the 
Bureau  of  Health  Insurance  in  the 
Social  Security  Administration,  says 
that  Medicare  reimbursement  for  a 
laboratory  test  performed  by  an  in- 
dependent laboratory,  but  billed  by 
the  attending  physician,  must  be 
related  to  the  cost  the  physician  in- 
curred in  obtainingthe  service  for 
the  patient. 

The  Medicare  carriers  are  permitted 
to  allow  as  reasonable  a nominal 
charge  by  the  physician  for  the 
drawing  of  specimens  and  handling 
expenses.  However,  charges  repre- 
senting merely  a physician  markup 
of  the  charges  over  and  above  those 
actually  imposed  by  an  independent 
laboratory  for  the  test  itself  are  im- 
proper, Tierney  warns. 

Also,  an  independent  laboratory  not 
certified  to  perform  a given  test 
under  Medicare  may  not  be  reim- 
bursed with  Medicare  funds  even 
though  that  test  is  billed  through  a 
physician.  Medicare  carriers  are  re- 
quired to  determine  the  source  of 
the  lab  service  when  the  source  is 
not  indicated  on  the  physician’s  bill. 
When  the  service  was  performed  by 
an  independent  lab,  the  carrier  must 
determine  that  the  laboratory  is  cer- 
tified by  Medicare  to  perform  such 
tests. 


"Diagnose  something  significant  or  don’t  diag- 
nose me  at  all." 


Review  of  Medicare  claims  indicate 
that  some  physicians  are  continuing 
to  submit  bills  for  lab  tests  without 
showingthat  the  services  were  actu- 
ally performed  by  independent  labo- 
ratories, Tierney  said.  Further 
questions  may  be  directed  to  Thomas 
M.  Tierney,  director  Bureau  of 
Health  Insurance,  Department  of 
Health,  Education  and  Welfare,  Social 
Security  Administration,  Baltimore, 
Md  21235. 


Houston  student  studies 
healthy  breast  tissue 

Medical  researchers  have  known  for 
some  time  that  certain  abnormalities 
of  the  breast,  such  as  infections  or 
tumors,  have  a higher  temperature 
than  healthy  surrounding  tissue. 
What  they  haven’t  known,  says  a 
Houston  researcher,  is  what  normal 
temperature  for  healthy  tissue  is  and 
how  healthy  tissue  temperature  fluc- 
tuates according  to  body 
rhythms. 

Ira  Marks,  a graduate  student  re- 
searcher at  The  University  of  Texas 
Health  Science  Center  at  Houston, 
School  of  Public  Health,  is  collecting 
baseline  data  on  temporal  compo- 
nents in  breast  tissue  temperature 
by  having  20  women  volunteers  wear 
lightweight  temperature  sensing 
devices  under  their  blouses. 

Marks  and  his  advisor.  Dr.  Michael 
Smolensky,  an  associate  professor 
at  the  UT  School  of  Public  Health, 
are  investigating  circadian  (24-hour) 
and  menstrual  (roughly  monthly) 
variations  in  breast  tissue  tempera- 
ture. Each  volunteer  is  wearingthe 
device fourtimes,  for48-hour  pe- 
riods spaced  about  a week 
apart. 

All  volunteers  are  between  21  and  35 
years  old,  and  none  has  a history  of 
breast  cancer.  Marks’  study  reported- 
ly is  one  of  the  first  to  address  tem- 
perature rhythms  of  healthy  women. 
Existing  data,  Marks  says,  have  all 
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been  collected  from  women  with  ad- 
vanced inoperable  breast 
cancer. 

Knowingthe  daily  and  monthly  pat- 
terns of  healthy  breast  tissue  tem- 
perature would  help  in  understanding 
what  influences,  other  than  therapy, 
affect  that  temperature,  Marks  and 
Smolensky  say. 

An  eventual  bank  of  baseline  control 
data  about  time- related  temperature 
changes  in  healthy  breasts  might 
increase  the  efficiency  of  thermog- 
raphy screening  as  a diagnostic  tool 
and  thus  enable  physicians  to  detect 
cancer  or  other  abnormalities  at 
earlier,  more  easily  treatable  stages, 
Marks  said. 

Data  also  would  enable  physicians  to 
better  evaluate  the  success  of  their 
treatments  of  diseased  breast  tissue, 
since  temperature  is  often  used  as 
an  indication  of  the  success  of  treat- 
ment, he  said. 


Houston  hospitals  begin 
centralized  food  services  in  1978 

Construction  on  a centralized  food 
service  facility  to  supply  18,000 
meals  daily  to  several  Houston  and 
Galveston  hospitals  began  this  sum- 
mer. The  central  kitchen  at  7777 
Knight  Road,  will  provide  meals  for 
the  University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute, 
Hermann  Hospital,  the  UT  Medical 
Branch  hospitals  in  Galveston  and 
the  UT  Medical  School  cafeteria. 
About  120  people  will  work  in  the 
facility,  to  be  administered  by  M.D. 
Anderson  when  it  opens  in  early 
1978.  The  $6.4  million  structure 
will  include  $3  million  in  food  pro- 
cessing equipment. 

The  kitchen,  that’s  been  in  planning 
forfour  years,  will  serve  as  a solu- 
tion to  the  problems  of  feeding 
growing  numbers  of  patients,  em- 
ployees and  visitors  at  the  hospitals, 
said  Warren  L.  Rutherford,  associate 
administrator  of  M.D.  Anderson. 


After  preparation,  most  of  the  foods 
will  be  frozen  or  chilled  and  each 
day's  orders  delivered  by  refrigerated 
trucks.  After  arriving  at  the  hospital, 
patient’s  trays  will  be  stored  in  pan- 
tries  on  nursing  floors  to  be  heated 
and  served  when  requested  by  the 
patients. 

M.D.  Anderson  expands 
hospital  and  treatment  facilities 

A new  hospital  wing,  clinic  building, 
chapel,  radiation  therapy  center  and 
two  floors  of  facilities  for  cancer 
research  are  all  part  of  the  expansion 
program  at  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston. 

The  five  separate  construction  proj- 
ects, completed  at  a cost  of  more 
than  $60  million,  include  a 330-bed 
Lutheran  Hospital  Pavilion,  composed 
entirely  of  single-occupancy  rooms; 
an  expanded  radiotherapy  center, 
housing  additional  equipmentto  pro- 
vide radiation  therapy  for  cancer  pa- 
tients; an  inter-denominational  chap- 
el, includinga  sanctuary,  family 
counseling  areas  and  offices  for  hos- 
pital volunteers  and  approximately 
100,000  square  feet  of  research 
space  added  as  two  new  floors  to  the 
existing  Anderson  building  in  the 
Texas  Medical  Center. 

The  additions  will  increaseM.D. 
Anderson,  created  35  years  ago  by 
the  Texas  legislature,  from  580,000 
square feetto  about  1.2  million 
square  feet.  Just  before  Christmas 
1942,  a five-member  staff,  all  bor- 
rowed from  the  UT  Medical  Branch 
at  Galveston,  began  work  in  a con- 
verted residence  near  downtown 
Houston  underthe  supervision  of  act- 
ing director  Dr.  Ernst  W.  Bertner. 
Patient  care  began  in  1944,  using  an 
18-room  temporary  clinic  on  the 
grounds  of  “The  Oaks’’  and  leased 
beds  in  a Houston  hospital.  Dr.  R.  Lee 
Clark  was  appointed  M.D.  Anderson’s 
first  full-time  director  by  the  Board 
of  Regents  in  1946.  Dr.  Clark,  whose 
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title  was  changed  to  president  in 

1968,  has  guided  the  cancer  center 
as  its  only  chief  for  more  than  30 
years. 

The  first  permanent  Anderson  facility 
opened  in  the  Texas  Medical  Center 
in  March  1954,  when  46  patients 
were  transferred  from  the  makeshift 
hospital  at  “The  Oaks.”  Major  addi- 
tions adding  more  research  and 
laboratory  space  to  Anderson  were 
completed  in  1969.  The  Anderson 
Mayfair,  an  extended  patient  care  and 
family  hotel,  also  opened  in 

1969. 

Since  patient  care  began  at  the  hos- 
pital in  1944,  more  than  119,000 
persons  have  been  treated.  Of  all 
Texans  cared  for  at  Anderson,  about 
one-third  have  been  medically  indi- 
gent and  received  care  at  no  cost  to 
themselves.  By  state  law,  M.D.  An- 
derson is  a “referral  hospital,”  ac- 
cepting patients  who  have  been  re- 
ferred by  personal  physicians.  During 
1975,  M.D.  Anderson  physicians 
cared  for  21,235  patients  orapproxi- 


mately  nine  per  cent  of  all  people 
under  treatment  for  cancer  in 
Texas. 

New  CHAMPUS  policy  approved 
for  nonavailability  guidelines 

New  policy  guidelines  for  CHAMPUS 
(Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services)  benefi- 
ciaries have  been  established  result- 
ing from  new  Defense  Department 
policy.  Unless  a nonavailability 
statement  has  been  issued, 
CHAMPUS  now  is  prohibited  from 
paying  for  nonemergency  inpatient 
care  from  a civilian  source  when  care 
is  available  at  a Uniformed  Services 
facility  within  a 40-mile  radius  of  the 
patient’s  residence. 

Another  provision  tells  commanders 
of  Uniformed  Services  hospitals  to 
look  again  at  local  conditions  to 
identify  those  under  which  they  might 
authorize  inpatient  care  from  civilian 
sources  for  CHAMPUS  beneficiaries. 
Special  consideration  will  be  given 


Construction  is  completed  at  The  University  of  Texas  M.D.  Anderson  Hospitai  and  Tumor  Institute  at 
Houston.  At  left  back  is  the  Lutheran  Hospitai  Pavilion.  The  M.D.  Anderson-Lutheran  Interdenomina- 
tional chapel  is  shown  at  center  and  at  right  is  the  clinic  buiiding. 


TEXAS  MEDICINE 


Telephone  (512)  472-9603 
Telephone  (214)  821-4640 
Telephone  (713)  797-9835 
Telephone  (512)  344-5901 


Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Fails,  Texas  76302 

GENERAL  SURGERY 
W.  E.  Cnimp,  M.D.,  F.A.C.S. 

Jstmes  T.  Lee,  M.D. 

Clark  W.  Brazil,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
C^il  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder,  Jr,,  M.D. 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith,  M.D..  F.A.C.P. 

I.  L.  Humphrey,  Jr..  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt.  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

FVank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 
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Bank  Financing 
for  Physicians 

We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handle  it  all  by  mail. 

Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won't  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  I want  to  know  more  about: 

Unsecured  Loans  Sale  & Lease  Back  Plans 

A Line  of  Credit  Lease-Purchase  Plans 

Equipment  Leasing  Equipment  Financing 

Other:. 


Dr 

Address . 
City 


Phone , 


State. 


Zip, 


JbrEXRS  BRNK 

▼rnd  trust  comprny 


Professional 
Services  Division 

P.  O.  Box  101  Jacksonville,  Texas  75766 
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anyone  living  on  the  edge  of  a 40-mile 
radius  who  must  travel  more  than  40 
miles  to  a Uniformed  Services  hos- 
pital. The  beneficiary  must  prove  the 
travel  distance  is  more  than  40  miles. 
A nonavailability  statement  will  be 
valid  for  60  days  when  a patient  re- 
quires additional  inpatient  care  for 
the  same  diagnosis,  for  complica- 
tions from  the  original  care,  or  for 
follow  up  care.  A nonavailability 
statement  issued  for  chronic  condi- 
tions such  as  cancer  and  kidney 
dialysis  that  require  repeated  admis- 
sions or  continuity  of  care  will  be 
valid  for  12  months. 

While  in  a travel  status,  a person  who 
seeks  nonemergency  inpatient  care 
from  a civilian  source  will  need  a 
nonavailability  statement  if  that  care 
is  to  be  received  within  a 40-mile 
radius  of  a Uniformed  Services  hos- 
pital. A person  confined  to  bed  on 
a physician's  order  will  not  have  to 
appear  in  person  at  a Uniformed 
Services  medical  facility  to  get  a non- 
availability statement,  if  a civilian 
physician  certifies  in  writing  that  the 
person  is  confined  to  bed. 
Nonavailability  statements  issued 
outside  of  the  United  States  will  not 
be  valid  in  the  United  States  and 
nonavailability  statements  issued  in 
the  United  States  will  not  be  valid  in 
foreign  areas.  Anyone  with  a question 
about  nonavailability  statements 
should  contact  a CHAMPUS  advisor 
at  a local  Uniformed  Services  medical 
facility  or  write  to;  0 CHAMPUS,  Den- 
ver, Colo  80240. 


Dial  access  system 
updates  information 

A new  booklet.  Dial  Access  System 
1976,  has  been  published  by  the 
Southern  Medical  Association  Cen- 
ter Education  Services  and  co-spon- 
sored  by  the  University  of  Texas 
System  Cancer  Center  includingthe 
M.D.  Anderson  Hospital  and  Tumor 
Institute. 

The  Dial  Access  System  makes 
available  without  charge  the  most 
recent  diagnostic  and  therapeutic 
information  on  specific  neoplastic 
disease  problems.  Physicians,  den- 
tists, nurses  and  students  can  use 
the  services  by  dialing  the  appropri- 
ate telephone  number  and  requesting 
by  number  any  of  the  topics  listed 
in  the  new  catalog. 

The  topics  range  from  anesthesia  to 
the  central  nervous  system  to  nursing 
to  related  oncology  and  include  350 
messages  for  the  cancer  education 
through  telephone  consultation  pro- 
gram. Each  six  to  eight  minute  mes- 
sage including  three  references  was 
written  by  an  authority  on  the  subject 
and  is  narrated  personally  by  the 
authority  or  by  a professional  an- 
nouncer. 

Hours  are  Monday  through  Friday  9 
am  through  9 pm  and  Saturday 
10  am  through  2 pm  (Eastern 
Time),  excluding  major  holidays. 

The  telephone  numbers  are  in  Hous- 
ton: 790-1683;  in  Texas  (except 
Houston):  1-800-392-3917,  other 
states  (toll  free):  1-800-231-6970. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1976 

Through 

8/30/76 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-1-11.3% 

-33.0% 

- 

6.2% 

1.2% 

Loomis-Sayles  Mutual  Fund 

-h  7.5% 

-21.0% 

- 

3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

-fl2.2% 

-35.8% 

- 

16.5% 

3.5% 

Mercantile  Bank  Fixed  Income  Fund 

-f-  4.5% 

-13.5% 

- 

8,6% 

7.7% 

T Rowe  Price  Growth  Stock  Fund 

-f  9.4% 

-34.1% 

- 

1.9% 

2.1% 

T Rowe  Price  New  Income  Fund 

-1-  2.7% 

N/A 

N/A 

7.9% 

Stein  Roe  & Farnham  Balanced  Fund 

-t-  8.1% 

-24.9% 

-f 

4.1% 

3.1% 

Standard  & Poor  500  Stock  Average 

4-14.1% 

-30.9% 

- 

2.1% 

Dow  Jones  Industrial  Average 

-H4.2% 

-16.4% 

-H 

1.6% 

•Includes  reinvested  capital  gains  distributions. 

TEXAS  MEDICINE 


anoA/ 


ODe 


Orinase 

tolbutamide,  Upjohn 

0.5  Gm  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
©1976  The  Upjohn  Company 


Upjohn 


This  new  design  will  help 
pharmacists,  physicians,  nurses, 
and  patients  identify  Orinase  by 
name  and  manufacturer. The 
number  on  the  tablet  is  for 
identification  and  is  not  related  to 
tablet  strength. 

You  may  wish  to  advise  your 
patients  that  this  ohange  is  taking 

plaoe.  J-5255-6 


Announcing 

A Pioneering  Self- Assessed 
Educational  Program  for  the 
Practicing  Physician 


THE  HYPERTENSION 
MEDICAL  KNOWLEDGE 
SELE-ASSESSMENT 
PROGRAM 


A project  of  The  Editorial  Board  of 
Dialogues  in  Hypertension 
in  conjunction  with 

The  National  Board  of  Medical  Examiners 


CME  ACCREDITATION 

AS  an  organization  accredited  for  Continuing 
Medical  Education,  the  American  Heart 
Association  certifies  this  continuing  medical  educa- 
tion offer  meets  the  criteria  for  40  credit  hours  in 
Category  I for  the  Physician’s  Recognition  Award, 
Acceptable  for  40  prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 


ENROLLMENT 

You  can  enroll  now  at  no  cost. 

For  full  details,  see  your  Smith  Kline  ^French 
Representative,  or  write:  Health  Learning  Systems, 
Inc.,  P.O.  Box  7929,  E'72,  Philadelphia,  PA  19101. 

Developed  and  produced  by  Health  Learning 
Systems,  Inc.,  under  an  educational  grant  from 
Smith  Kline  StFrench  Laboratories. 


CAPITAL  COMMENTS 


WASHINGTON:  TEXAS  CONGRESSMAN  ASKS  EOR  PSRO  REPEAL.  Rep  Ron 
Paul,  MD  (R-Lake  Jackson,  Tex)  has  introduced  HR  14790  to  repeal  provisions 
establishing  professional  standards  review  organizations. 

AUSTIN:  JOINT  UNDERWRITING  ASSOCIATION  REPORT.  From  Jan  1,  1976, 
through  June  29,  1976,  the  Joint  Underwriting  Association  wrote  1,198 
primary  risk  policies  (1,038  doctors,  119  professional  associations  and  41  hos- 
pitals) and  847  excess  layer  coverage  policies  totaling  2,045.  Since  inception 
the  Joint  Underwriting  Association  has  written  policies  for  1,340  doctors,  166 
professional  associations  and  56  hospitals  for  primary  risk  and  847  excess 
layer  coverage  policies,  totaling  2,409.  Those  figures  do  not  include  policies 
for  640  interns,  residents  and  fellows  of  the  Baylor  College  of  Medicine 
written  in  July. 

WASHINGTON:  TEXAS  CONGRESSMAN  ASKS  FOR  HEALTH  PLANNING  REPEAL. 
Rep  Sam  Hall,  (D-Tex)  has  introduced  HR  14826  to  repeal  Title  XV  and  XVI 
of  the  Public  Health  Service  Act.  The  bill  has  been  referred  to  the  House 
Interstate  and  Foreign  Commerce  Committee. 

AUSTIN:  MEDICAL  EDUCATION.  The  Texas  House  of  Representatives  Com- 
mittee on  Higher  Education  recently  appointed  subcommittees  for  interim 
studies.  The  subcommittee  on  medical  education  is  chaired  by  Rep  Fred  Head 
(D-Athens).  Other  members  of  the  committee,  that  met  in  Austin  in  September, 
are  Rep  Don  Rains  (D-San  Marcos)  and  Rep  R.  B.  McAlister  (D-Lubbock). 

WASHINGTON:  RELATIVE  VALUE  SCALES.  The  Federal  T rade  Commission  has 
accepted  agreement  by  unanimous  vote  containing  consent  orders  that  require 
the  American  Academy  of  Orthopaedic  Surgeons  and  the  American  College 
of  Obstetricians  and  Gynecologists  to  discontinue  relative  value  scale  activities 
since  the  scales  may  influence  the  fees  the  members  charge. 

AUSTIN:  SPECIAL  ELECTION  HELD.  Brad  Wright  (R-Houston)  was  elected  Aug 
14,  1976  to  fill  the  unexpired  term  of  Rep  Kay  Bailey,  who  resigned  as  rep- 
resentative of  District  90  of  Harris  County.  She  accepted  a position  with  the 
National  Transportation  and  Safety  Board  in  Washington. 


Editor’s  note: 
"Capital  Com- 
ments” is  pre- 
pared by  Brown, 
Maroney,  Rose, 
Baker  & Barber, 
Attorneys  at  Law, 
TMA  General  Coun- 
sel, to  highlight 
current  items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


WASHINGTON:  TEXAS  HMO  RECEIVES  FEDERAL  QUALIFICATIONS.  Prudential 
Health  Care  Plan,  Inc,  of  Houston  has  received  federal  certification  as  a 
health  maintenance  organization. 


WASHINGTON:  DRUG  ABUSE  NARCOTICS.  The  Speaker  of  the  US  House  of 
Representatives  has  appointed  a select  committee  on  narcotics  abuse  and 
control.  Rep  E.  (Kika)  de  la  Garza  (D-Mission,  Tex)  is  a member  of  the 
committee. 
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WASHINGTON:  NATIONAL  CERTIFICATION  OF  HEALTH  PROFESSIONALS 
PROPOSED,  The  Health  Manpower  Subcommittee  of  the  HEW  has  recommended 
national  standards  and  national  certification  for  health  professionals.  In  a pre- 
liminary report,  HEW  said  the  subcommittee’s  proposals,  although  still  tenta- 
tive, seek  to  end  “a  patchwork  system”  of  licensure  in  the  50  states.  Earlier 
reports  in  1971  and  1973  had  urged  the  states  to  observe  a moratorium  on 
legislation  dealing  with  the  licensure  of  health  occupations.  The  HEW  subcom- 
mittee, headed  by  Harris  S.  Cohen  of  the  Office  of  Policy  Development  and 
Planning,  now  offers  five  other  recommendations:  limitingfederal  reimburse- 
ment for  health  services  to  professionals  who  are  either  licensed  by  state 
boards  that  have  adopted  national  standards  or  are  certified  by  organizations 
that  have  adopted  national  standards  and  have  been  approved  by  the  proposed 
National  Certification  Council,  establishing  criteria  for  state  licensure, 
strengthening  the  accountability  and  effectiveness  of  licensure  boards,  develop- 
ing proficiency  examinations  and  creating  mechanismsfor  assuring 
continued  competence. 

WASHINGTON:  HEW  MOVES  TO  ESTABLISH  PRTs.  HEW  is  movingto  establish 
entities  authorized  by  the  1972  Social  Security  Amendments  called  Program 
ReviewTeams  (PRT).  Charters  of  ten  nine-memberteams,  one  from  each  of  ten 
states  have  already  been  approved.  The  PRTs  are  to  aid  HEW  in  determining 
whether  to  exclude  providers  or  practitioners  from  the  Medicare  program  as  well 
as  the  Medicaid  and  Maternal  and  Child  Health  Programs  on  grounds  of  mis- 
representation, excessive  charges,  over-utilization  of  services  or  the  delivery  of 
‘‘grossly  inferior”  care.  Each  team  will  consist  of  four  physicians,  three  other 
health  professionals  and  two  consumer  representatives.  Under  the  mandate 
of  Section  229  of  the  1972  law,  all  states  are  eventually  to  have  one  or  more 
PRTs  operating.  Final  regulations  governing  the  teams  were  published  in 
August.  The  teams  are  to  coordinate  their  activities  with  the  professional 
standards  review  organizations  operating  in  the  same  area. 

WASHINGTON:  HEALTH  PLANNING  LAW  CHALLENGED.  A US  District  Court 
in  Raleigh,  NC,  has  granted  the  AMA  permission  to  join  in  the  State  of  North 
Carolina’s  lawsuit  against  the  federal  government’s  National  Health  Planning 
and  Resources  Development  Act  (PL  93-641).  The  AMA  will  now  enter  the 
case  as  co-plaintiff.  The  US  District  Judge  has  also  granted  the  plaintiff’s 
motion  to  transfer  the  case  to  a three-judge  district  court. 

WASHINGTON:  HEALTH  MANPOWER-PHYSICIAN  COMPETENCE.  HEW/HRA 
Division  of  Medicine  has  awarded  a $267,229  contracttothe  National  Board  of 
Medical  Examiners  to  develop  new  ways  to  evaluate  physician  competency. 

CALIFORNIA:  KING  OF  TORTS  SUED  FOR  MALPRACTICE.  Melvin  M.  Belli  and 
his  law  partners  were  found  liable  for  legal  malpractice  by  San  Francisco 
Superior  Court  recently  and  told  to  pay  a judgment  of  $200,000.  The  basis  of 
the  suit  against  Belli  and  his  partners  was  negligent  handling  of  a medical 
malpractice  suit.  Three  California  trial  lawyers  testified  that  it  is  a malpractice 
lawyer’s  duty  to  get  all  the  facts  and  round  up  all  appropriate  records  and 
witnesses  in  such  cases.  If  the  lawyer  doesn’t  do  so,  they  said,  then  he  is 
performing  below  the  standard  of  good  legal  practice. 
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consider  the  effect  on 


coexisting  glaucoma  when 
you  prescribe  a A^sodila^ 


a vasodilator  that  has  not  been 
reported  to  raise  intraocuiar  pressure 

VASODILAN 

(ISC&!9JFRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


Mea^imnn 

© 1976MEAD  JOHNSON  4 COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-SAllS 


‘Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective; 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied;  Tablets,  10  mg.— bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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COMING 

MEETINGS 


AMERICAN  MEDICAL  TENNIS  ASSOCIATION 

The  American  Medical  Tennis  Association  will  host  the  Fifth 
Annual  World  Medical  Tennis  Society  tournament  Oct  17-22, 
1976,  at  Lakew'ay  World  of  Tennis,  Austin.  Physicians  and  their 
spouses  will  compete  in  singles,  doubles,  and  mixed  doubles 
events.  A scientific  program  will  include  discussions  of  etiology 
and  treatment  of  tennis  elbow,  bio-mechanical  aspects  of  tennis 
elbow,  elbow  injuries  sustained  by  average  players,  tennis 
shoulder,  clinical  aspects  of  tennis  injuries,  and  others. 

Contact:  Box  183,  Alton,  111  62002. 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES 

Theme  of  the  83rd  annual  meeting  of  the  Association  of  Mili- 
tary Surgeons  of  the  United  States  is  Spirit  of  Federal  Medical 
Support  for  1976.  The  meeting  is  scheduled  Oct  31-Nov  4, 
1976,  in  San  Antonio.  A plenary  session,  section  meetings,  and 
exhibits  are  among  the  events  on  the  program.  All  functions, 
except  ladies’  activities,  will  take  place  in  the  Convention  Cen- 
ter. The  Surgeon  General,  USAF,  has  granted  Category  I 
credit  toward  the  AMA  Physician’s  Recognition  Award  for  at- 
tendance. There  is  a registration  fee  of  $15  for  AMSUS  mem- 
bers, and  a $20  fee  for  non-members. 


CURRENT  MEETINGS  IN  TEXAS 


NUECES  COUNTY  MEDICAL  SOCIETY, 
workshop  on  Genetics  and  You,  Emerald 
Beach  Holiday  Inn,  Corpus  Christ!,  Oct 
7-8,  1976.  Cosponsored  by  Coastal  Bend 
Health  Science  Consortium,  Driscoll  Foun- 
dation, HE  Butt  Foundation,  National 
Foundation  March  of  Dimes,  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation.  Limited  to  300  participants. 
Program  divided  into  non-physician,  phy- 
sician and  combined  sections.  Physician 
program  features  Dr.  Joseph  Warkany, 
Cincinnati;  Dr.  Raymond  Lewandowski, 
Denton;  Dr.  Gerald  Powell,  Galveston;  Dr. 
Mary  Kukolich,  Denton.  Contact;  Box 
5280,  Corpus  Christ!  78406. 

PANHANDLE  DISTRICT  MEDICAL  SO- 
CIETY, Annual  Meeting,  Hilton  Inn,  Ama- 
rillo, Oct  2,  1976.  Sessions  on  cancer  of 
the  breast,  lymphomas.  Speakers  include 
Dr.  Sigudur  Bjornsson,  Roswell  Park 
Memorial  Institute,  NM;  Dr.  F Lament 
Jennings,  Pathology  Department,  UT 
Medical  Branch,  Galveston;  Dr.  Morton 
M Kligerman,  director,  Cancer  Research, 
University  of  New  Mexico  School  of  Medi- 
cine; Dr.  Arthur  S Levine,  chief.  Pediat- 
ric Oncology,  National  Cancer  Institute. 
Contact;  Box  3276,  Amarillo  79106. 


Contact:  10605  Concord  St,  Suite  306,  Kensington,  Md  20795. 


CURRENT  NATIONAL  MEETINGS 


TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS 

The  27th  Annual  Scientific  Assembly  of  the  Texas  Academy  of 
Family  Physicians  will  take  place  Oct  17-19,  1976,  at  the  Mar- 
riott Motor  Hotel,  Dallas.  The  Assembly  is  presented  in  co- 
operation with  Southwestern  Medical  School.  The  program  will 
include  presentations  on  indications  and  contraindications  of 
oral  contraceptives,  colposcopy  in  the  evaluation  of  the  ab- 
normal pap  smear,  basic  immunology  for  the  family  physician, 
the  foot:  child  and  adult,  and  medico-legal  pitfalls  in  every- 
day practice.  The  meeting  will  conclude  Tuesday  night  with 
a dinner/dance. 


AMERICAN  GROUP  PRACTICE  ASSOC- 
CIATION,  27th  Annual  Meeting,  Ameri- 
cana Hotel,  Bal  Harbor,  Fla,  Oct  6-8, 
1976.  Mini-clinics  deal  with:  physician 
compensation  and  organization  stability, 
medical  records — prerequisite  for  peer  re- 
view, quality  assurance — how  to  set  up 
your  program,  selection  and  evaluation 
of  medical/administrative  clinic  leadership 
team,  personnel  relations  and  unionization, 
safety  and  security  problems  in  group 
practice,  recruiting  of  physicians,  personal 
financial  planning  for  retirement,  others. 
Golf,  tennis,  fishing,  bridge  tournaments, 
postconvention  tours.  Contact:  20  S 
Quaker  Lane,  Alexandria,  Va  22314. 


Contact:  1905  N Lamar  Blvd,  Austin  78705. 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  38-40. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


OCTOBER 


AMERICAN  ACADEMY  OF  PEDIATRICS,  Washington, 
DC,  Oct  16-21,  1976.  6320  Pine  Ridge  Ave,  Cheyenne, 
Wyo  82001. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  San 
Francisco,  Oct  31-Nov  6,  1976.  1828  L St,  NW,  Wash- 
ington, DC  20036. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IM- 
MUNOLOGY AND  ALLERGY,  Tuscon,  Ariz,  Oct  3-6, 
1976.  Box  912,  DTS,  Omaha  68101. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  Certifica- 
tion examination.  Seven  cities  throughout  the  US,  Oct 
30-31,  1976.  Dr.  Nicholas  J Pisacano,  Exec  Dir-Sec,  Uni- 
versity of  Kentucky  Medical  Center,  Lexington,  Ky  40606, 

AMERICAN  COLLEGE  OF  ALLERGISTS,  Toronto,  Oct 
13-15,  1976,  Frances  P White,  2141  14th  St,  Boulder, 
Colo  80302, 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  At- 
lanta, Oct  24-28,  1976.  911  Busse  Highway,  Park  Ridge, 
111  60068. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICTANS, 
New  Orleans,  Oct  12-14,  1976.  241  E Saginaw,  E Lansing, 
Mich  48823. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY, 
Montreal,  Oct  24-30,  1976.  299  Broadway,  New  York 
10007. 


AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct 
11-16,  1976.  66  E Erie  St,  Chicago  60611. 


AMERICAN  GERIATRICS  SOCIETY,  WESTERN  DI- 
VISION, Phoenix,  Ariz,  Oct  8-9,  1976.  Dr.  Juliu.s 

Schwimmer,  13000  N 103rd  Ave,  Ste  54,  Sun  City,  Ariz 
85351, 


AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Bal 
Harbour,  Fla,  Oct  6-9,  1976.  20  S Quaker  Lane,  Alex- 
andria, Va  22313. 

AMERICAN  HUMANE  ASSOCIATION,  Denver,  Oct 
28-30,  1976.  Children’s  Division,  Box  2788,  Denver 

80201, 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY, 
Chicago,  October,  1976.  636  N Dearborn  St.  Chicago, 
60610. 

■ AMERICAN  MEDICAL  TENNIS  ASSOCIATION,  Aus- 
tin, Lakeway  World  of  Tennis,  Oct  16-23,  1976.  Box  13, 
Alton,  III  62002. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  De- 
troit, Oct  6-10,  1976.  9660  Rockville  Pike,  Bethesda,  Md 
20014. 


AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  New 
Orleans,  Oct  7-10,  1976.  Box  708,  Kent,  Ohio  44240. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San 
Francisco,  Oct  9-13,  1976.  616  Busse  Hwy,  Park  Ridge, 
III  60068. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE. 
Cambridge.  Mass,  Oct  8-9,  1976.  William  R Ramsey. 
Exec  Officer,  703  Market  St  #636,  San  Francisco  94103. 


AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS. 
Los  Angeles,  Oct  16-22,  1976.  2100  W Harrison  St. 
Chicago  60612. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  Scottsdale.  Ariz.  Oct  21-23,  1976.  2111 

McDonald’s  Dr,  Suite  N-616,  Oak  Brook,  111  60621. 

■ AMERICAN  SOCIETT  FOR  MICROBIOLOGY,  Austin, 
Oct  6-8,  1976.  1913  I St,  NW,  Washington,  DC  20006. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Washington,  DC,  Oct  11-13, 
1976.  200  Berkeley  St,  Boston  02117. 

■ ASSOCIA’nON  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  San  Antonio,  Oct  31-Nov  4.  1976. 
10606  Concord  St.  Kensington,  Md  20796. 

GERONTOLOGICAL  SOCIETY,  New  York,  Oct  13-17, 
1976.  1 Dupont  Circle,  Ste  620,  Washington,  DC  20036. 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY.  Wash- 
ington, DC,  Oct  17-23,  1976.  c/o  Dept  of  Pathology,  Uni- 
versity of  Indiana  Medical  Center,  Indianapolis  46202. 

INTERNATIONAL  ASSOCIATION  OF  SOCIAL  PSY- 
CHIATRY, Yugoslavia.  October,  1976.  Dr.  John  J Carle- 
ton,  2323  Oak  Lane,  Santa  Barbara,  Calif  93106. 

INTERNATIONAL  CONGRESS  OF  ALLERGOLOGY, 
Buenos  Aires,  October,  1976.  Dr.  LL  Henderson,  Sec 
Gen,  Mayo  Clinic,  Rochester,  Minn  66901. 

INTERNATIONAL  FEDERATION  OF  GYNECOLOGY 
& OBSTETRICS.  Mexico  City,  October,  1976.  Av  Baja 
California  317-301,  Mexico  11  DF. 

LEUKEMIA  SOCIETY  OF  AMERICA,  INC.  Oct  28-30, 
1976,  Washington,  DC.  Meade  P Brown,  Exec  Officer, 
211  E 43rd  St,  New  York  10017. 

PAN  AMERICAN  MEDICAL  ASSOCIATION.  Holly- 
wood. Fla,  Oct  24-29,  1976.  745  Fifth  Ave,  New  York 
10022. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIE’TY, 
Amarillo,  Oct  2,  1976.  Box  3276,  Amarillo  79106. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Williams- 
burg, Va,  Oct  2-6,  1976.  Annette  S Boutwell,  Exec  Of- 
ficer, Box  10387,  Raleigh,  NC  27606. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Dal- 
las, Oct  17-19,  1976.  Donald  C Jackson,  Exec  Dir,  1906 
N Lamar  Blvd,  Austin  78706. 

TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NU- 
CLEAR MEDICINE,  Location  to  be  determined,  Oct 
30-31,  1976.  Dr.  Fred  W Riley,  Jr,  Pres,  3718  Hundred 
Oaks,  San  Antonio  78217. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Las  Palmas, 
Canary  Islands,  Oct  30-Nov  7,  1976.  Dr.  William  F 
Spiller,  1111  N 10th  St,  McAllen,  Tex  78601. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION.  Salado,  Tex, 
Oct  16.  1976.  Dr.  Donald  E Pisar,  Sec-Treas,  Scott  & 
White  Clinic.  Temple.  Tex  76501. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Austin,  Oct  15-16,  1976.  319  Sam 
Houston  State  Office  Bldg,  Austin  78701. 
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NOVEMBER 


AMERICAN  ACADEMY  OF  MAXILLOFACIAL  PROS- 
THETICS, San  Diego,  Calif,  Nov  8-10,  1976.  110  S Jerge 
Dr,  Elma,  NY  14069. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Newton,  Mass,  Nov  8-12,  1976.  430  N Michigan 
Ave,  Chicago  60611. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  San  Diego,  Calif,  Nov  7-12, 
1976.  30  N Michigan  Ave,  Ste  922,  Chicago  60602. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Tucson,  Ariz,  Nov  28-Dec  2. 
1976.  Box  912,  Omaha  68101. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS.  Atlanta,  Nov  17-21,  1976.  11239  S 
Lakewood  Blvd,  Downey,  Calif  90241. 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THER- 
APY, Miami  Beach,  Fla,  Nov  6-10,  1976.  Robert  R Weila- 
cher.  Exec  Dir,  7411  Hines  Place,  Dallas  76236. 

AMERICAN  BOARD  OF  PATHOLOGY.  Chicago,  Nov 
18-20,  1976.  1820  Exchange  Natl  Bank  Bldg,  610  N Flori- 
da Ave,  Tampa.  Fla  33602. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, San  Diego,  Calif,  Nov  7-12,  1976.  30  N Michigan 
Ave,  Ste  922,  Chicago  60602. 

AMERICAN  HEART  ASSOCIATION,  Miami  Beach.  Fla, 
Nov  16-19,  1976.  44  E 23rd  St,  New  York  10010. 

■ AMERICAN  SOCIETY  OF  CYTOLOGY,  Houston,  Nov 
3-6,  1976.  Dr.  Warren  R Lang,  Sec-Treas,  Health  Sci- 
ences Center,  130  S Ninth  St,  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
San  Francisco,  Nov  11-16,  1976.  One  Dupont  Circle. 
NW,  Washington,  DC  20036. 

FLORIDA  CHAPTER,  AMERICAN  COLLEGE  OF 
EMERGENCY  PHYSICIANS,  Orlando,  Fla,  Nov  21-24, 
1976.  Registrar,  Pediatric  Emergencies,  1919  Beechway 
Rd,  Suite  6C,  Jacksonville,  Fla  32207. 

■ MD  ANDERSON  HOSPITAL  AND  TUMOR  INSTI- 
TUTE, Houston,  Nov  11-12,  1976.  Stephen  C Stuyck  or 
Dr.  Margaret  Davis,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston  77030. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK. 
New  York,  Nov  7-11,  1976.  420  Lakeville  Rd,  Lake  Suc- 
cess, NY  11040. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Guadalajara,  Mexico,  November,  1976.  c/o 
Virginia  Bryant,  333  W Thomas  Rd.  Phoenix,  Ariz  86013. 

MEDICAL  SOCIETY  OF  VIRGINIA,  Williamsburg,  Va. 
Nov  4-7,  1976.  4206  Dover  Rd,  Richmond.  Va  23221. 

MID-AMERICAN  BREAST  CANCER  SYMPOSIUM. 
Madison,  Wis,  Nov  B-6,  1976.  William  B Hobbins,  Pres, 
Wisconsin  Breast  Cancer  Detection  Foundation,  Inc, 
7803  Mineral  Point  Rd,  Madison,  Wis  63717. 

NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH, 
Philadelphia,  Nov  16-19,  1976.  1800  N Kent  St,  Arlington, 
Va  22209. 


NATIONAL  EYE  RESEARCH  FOUNDATION,  Las 
Vegas,  Nev,  Nov  7-11,  1976.  18  S Michigan  Ave,  Chicago 
60603. 


NATIONAL  KIDNEY  FOUNDATION,  Washington,  DC, 
Nov  17-21,  1976.  116  E 27th  St,  New  York  10016. 

NEW  YORK  STATE  SOCIETY  OF  DERMATOLOGY, 
.flew  York,  Nov  8,  1976.  420  Lexington  Ave,  Ste  443, 
New  York  10017. 


NEW  YORK  STATE  SOCIETY  OF  INTERNAL  MEDI- 
CINE, New  York,  Nov  10,  1976.  420  Lexington  Ave,  Ste 
443,  New  York  10017. 


OKLAHOMA  HOSPITALS  BREAST  CANCER  CON- 
TROL NETWORK,  Oklahoma  City,  Nov  10-11,  1976. 
825  Northeast  13th  St,  Oklahoma  City  73104. 


PAN  AMERICAN  ASSOCIATION  OF  OTO-RHINO- 
LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY. 
New  Orleans,  Nov  7-11,  1976.  10921  Wilshire  Blvd,  Los 
Angeles  90024. 

PENNSYLVANIA  MEDICAL  SOCIETY,  Hershey,  Pa, 
Nov  3-6,  1976.  20  Erford  Rd,  Lemoyne,  Pa  17043. 

PUERTO  RICO  MEDICAL  ASSOCIATION,  Santurce, 
PR,  Nov  16-20,  1976.  1306  Fernandez  Juncos  Ave,  Box 
9387,  Santurce,  PR  00908. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA.  Chi- 
cago, Nov  28-Dec  3,  1976.  1 MONY  Plaza,  16th  Floor, 
Syracuse,  NY  13202. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov  8-11,  1976.  2601  Highland  Ave,  Birmingham,  Ala 
36206. 


■ TEXAS  DISTRICT  BRANCH,  AMERICAN  PSYCHIA- 
TRIC ASSOCIATION,  El  Paso/Juarez,  Nov  12-14,  1976. 
Iris  Wenzel,  1801  N Lamar,  Austin  78701. 

■ TEXAS  MEDICAL  ASSOCIATION,  House  of  Dele- 
gates, Austin,  Nov.  6-7,  1976.  C Lincoln  Williston,  Exec 
Dir,  1801  N Lamar  Blvd,  Austin  78701. 


DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec  4-9,  1976.  820  Davis  St,  Evanston,  III  60201. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  At- 
lanta, Dec  6-8,  1976.  Charlotte  Bruskin,  Exec  Sec,  40 
Gramercy  Park  North,  New  York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Philadelphia, 
Dec  4-8,  1976.  636  N Dearborn  St,  Chicago  60610. 

AMERIC.4.N  SOCIETY  OF  HEMATOLOGY,  Boston,  Dec 
3-6,  1976.  Dr.  Thomas  Bradley,  Sec,  Veterans  Admin- 
istration Hospital,  4160  Clement  St,  San  Francisco 
94121. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Las 
Vegas.  Nev,  Dec  12-16,  1976.  1616  N Lake  Shore  Dr, 
Chicago  60610. 
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MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO,  Puerto  Vallarta,  Mexico,  Nov  10-13,  1976. 
Mrs.  Virginia  E Bryant,  Exec  Sec,  333  W Thomas  Kd, 
Suite  207,  Phoenix.  Ariz  86013, 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las. Dec  2-4,  1976.  Dr.  Reuben  H Adams,  Pres,  3630  Noble 
Ave,  Dallas  76204. 

■ TEXAS  ACADEMY  CHAPTER,  AMERICAN  COL- 
LEGE OF  PHYSICIANS,  Houston.  Dec  2-3,  1976.  Dr. 
RD  Bone.  Sec,  Box  841.  Corsicana,  Tex  75110. 


JANUARY,  1977 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
NEW  MEXICO  CHAPTER.  Vail.  Colo.  Jan  6-8.  1977. 
2660  Yale  Blvd.  SE,  Suite  106,  Albuquerque,  NM  87106. 

AMERICAN  HEART  ASSOCIATION.  ARIZONA  AF- 
FILIATE. Scottsdale.  Ariz.  Jan  21-22.  1977.  1446  E 
Thomas  Rd,  Phoenix,  Ariz  85014. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Hollywood,  Fla,  Jan  30-Feb  6, 
1977.  Virgrinia  Kendall,  Sec,  30  N Michigan  Ave,  Chicago 
60602. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  OPH- 
THALMOLOGY, Hollywood,  Fla,  Jan  30-Feb  5,  1977. 
Dr.  John  Bellows,  Director,  6 N Michigan  Ave,  Suite 
1110,  Chicago  60602. 

US  VIRGIN  ISLANDS  MEDICAL  SOCIETY,  St.  Croix, 
VI,  Jan  13-16,  1977.  Dr.  James  S Glenn,  Chairman,  US 
Virgin  Islands  Medical  Society,  Box  620,  Christiansted, 
St.  Croix,  US  Virgin  Islands  00820. 


FEBRUARY,  1977 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Nev,  Feb  3-8,  1977.  Dr.  Charles  V 
Heck,  Exec  Dir,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  CARDIOLOGY.  Philadel- 
phia, Feb  28-Mar  3,  1977.  William  D Nelligan,  9660 
Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS. 
New  Orleans,  Feb  9-13,  1977.  K Nicolas,  1730  Penn- 
sylvania Ave  NW,  Suite  1160,  Washington,  DC  20006. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS,  Atlanta, 
Feb  2-6,  1977.  Dr.  JC  Nemiah,  Beth  Israel  Hospital. 
330  Brookline  Ave,  Boston  02215. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  Wash- 
ington, DC,  February,  1977.  Dr.  JL  Garcia-Oller,  3422 
Bienville  St,  New  Orleans  70119. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
New  Orleans,  Feb  6-9,  1977.  Dr.  BF  Alfano,  Exec 

Sec,  675  Main  St,  Melrose,  Mass  02176. 


AMERICAN  SOCIETY  FOR  SURGERY  OF  THE 
HAND,  Las  Vegas,  Nev,  Feb  1-3,  1977.  Dr.  JA  Bos- 
wick,  Jr,  Sec,  University  of  Colorado  Medical  Center, 
4200  E 9th  Ave,  Denver  80220. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen,  Colo,  Feb 
28-Mar  4,  1977.  Dr.  Emanuel  Salzman,  Conference 

Chairman,  Division  of  Radiology,  Beth  Israel  Hospital, 
Denver  80204. 

FIRST  DISTRICT  MEDICAL  SOCIETY,  Pecos,  Tex,  Feb 
7,  1977.  Dr.  LN  Nickey,  1616  N Oregon  St,  El  Paso, 
Tex  79902. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Kuala  Lumpur,  Singapore,  Bali,  Hong  Kong  and  Taipei, 
Feb  17-Mar  7,  1977.  Dr.  Alfred  J Cantor,  96  Wildwood 
Rd,  Great  Neck,  NY  11024. 

TAOS  MEDICAL  SYMPOSIUM,  Taos,  NM,  Feb  16-19, 
1977.  Thomas  A Bodnar,  Exec  Dir,  Albuquerque  & 
Bernalillo  County  Medical  Association,  2660  Yale  Blvd 
SE  #103,  Albuquerque,  NM  87106. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Corpus 
Christi,  Feb  27-Mar  2,  1977,  Robert  E Monroe,  Exec 
Sec,  4107  Medical  Parkway  #201,  Austin  78766. 


MARCH,  1977 


AMERICAN  ACADEMY  OF  ALLERGY,  New  York, 
Mar  26-31,  1977.  DL  McNeil,  Exec  Dir,  225  E Michi- 
gan St,  Milwaukee  53202. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Durango,  Colo,  Mar  18-19, 
1977,  2650  Y’ale  Blvd,  SE,  Suite  106,  Albuquerque, 

NM  87106. 

AMERICAN  COLLEGE  OF  SURGEONS,  Los  Angeles, 
Mar  28-31,  1977.  Dr.  CR  Hanlon,  Dir,  66  E Erie  St, 
Chicago  60611. 

AMERICAN  MEDICAL  ASSOCIATION  NATIONAL 
CONFERENCE  ON  RURAL  HEALTH.  Seattle,  Mar 
30-Apr  1,  1977.  AMA  Department  of  Rural  and  Com- 
munity Health,  635  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION.  Chi- 
cago, Mar  30-Apr  3.  1977.  LR  Giancola,  Exec  Dir, 

1171  Tower  Rd,  Schaumburg,  111  60196. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  Mar  28-31,  1977.  1430  Tulane  Ave,  New 
Orleans  70112. 

■ SOCIETY  OF  NUCLEAR  MEDICINE.  SOUTHWEST 
CHAPTER.  El  Paso,  Mar  18-20,  1977.  Dr.  RJ  Gorten, 
916  Strand,  Galveston  77550. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Little  Rock,  Ark,  Mar  16-18,  1977.  Exec 
Sec,  4300  N Lamar  Blvd,  Austin,  Tex  78766. 

■ ST.  LUKE’S  EPISCOPAL  HOSPITAL/BAYLOR 
COLLEGE  OF  MEDICINE.  13th  Annual  Orthopedic 
Symposium.  Houston.  Apr  1-2,  1977.  Dr.  Alexander  E 
Brodsky,  605  Medical  Towers  Bldg,  Houston  77026. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Houston.  Mar  4-6,  1977.  Iris  Wen- 
zel. 1801  N Lamar,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Dallas.  Mar  17- 
19.  1977.  Iris  Wenzel,  1801  N Lamar,  Austin  78701. 
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fm  need  to  know 
wlat  was  presented 
at  TMA's  1976 
Update  on  Medical  Issues 


This  important  conference  probed 
many  serious  topics.  TMA’s  audio  cas- 
sette service  lets  you  keep  informed 
quickly  and  easily  on  these  signifi- 
cant problems.  On  one  tape  you  can 
hear  experts  outline  the  latest  devel- 
opments in; 

• Professional  liability  insurance 

• PSRO 

• Swine  Flu 

• Medicare  and  Medicaid 

• Medical/legislative  issues 

• Health  planning,  TARP  and 
other  areas 

One  90-minute  cassette  tape  gives 
representative  excerpts  of  speeches 
by:  U.S.  Senator  Lloyd  Bentsen  Jr., 
AMA  Executive  Vice-President  Dr. 
James  Sammons,  Thomas  Johnson, 
Ph.D.,  of  the  American  Enterprise  In- 
stitute and  11  more  authorities.  Keep 
up  to  date  on  vital  issues.  Order  your 
tape  today  at  $5.00  apiece. 

Use  the  easy  order  form  below. 


To:  Dept,  of  Communication 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Please  send  me 1976  Update  on  Medical  Issues  tapes  at  $5.00 

each.  (No.) 

My  check  for  $ is  enclosed,  payable  to  Texas  Medical 

Association. 


Send  to:  

(print  or  (Name) 
type) 


(Address) 


(City,  state,  zip) 


for  the  inflamed  phase 
of  hemorrhoidal  flare-up 

ANUSOL-HC"  SUPPOSITORIES 

Rectal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC"  CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  Anusol-HC 
Suppositories  and  Anusol-HC  Cream  without  pre- 
scription. 

Description:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10,0  mg:  bismuth  subgallate, 
2.25%:  bismuth  resorcin  compound,  1.75%:  benzyl  ben- 
zoate, 1.2%:  Peruvian  Balsam.  1.8%:  zinc  oxide,  11.0%; 
also  contains  the  following  inactive  Ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  coloring  in  a bland 
hydrogenated  oil-cocoa  butter  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocorti- 
sone acetate,  5.0  mg;  bismuth  subgallate,  22.5  mg: 
bismuth  resorcin  compound,  17.5  mg,  benzyl  benzoate, 
12.0mg:  Peruvian  Balsam,  180  mg:  zinc  oxide,  1100  mg: 
also  contains  the  following  inactive  ingredients:  propy- 
lene glycol,  bismuth  subiodide,  propylparaben,  metbyl- 
paraben,  polysorbate  60,  sorbitan  monostearate  in  a 
water-miscible  base  of  mineral  oil  and  glyceryl  mono- 
stearate. Non-staining. 

Indications:  Anusol-HC  is  adjunctive  therapy  for  the 
symptomatic  relief  of  pain  and  discomfort  in:  external  and 
internal  hemorrhoids,  proctitis,  papillitis,  cryptitis  and 
fissures,  incomplete  fistulas,  and  relief  of  local  pain 
following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation 
is  present.  When  acute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol " Suppositories  or 
Ointment 

Contraindications:  History  of  sensitivity  to  any  compo- 
nent. Topical  corticosteroids  should  not  be  employed  in 
tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes,  vaccinia  and  varicella). 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established.  Therefore, 
during  pregnancy  they  should  not  be  used  unnecessarily 
on  extended  areas,  in  large  amounts  or  for  prolonged 
periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  defini- 
tive diagnoses  or  treatment.  When  there  is  bacterial  skin 
infection,  topical  corticosteroids  should  be  used  only  with 
appropriate  concomitant  antimicrobial  therapy.  Prolonged 
or  excessive  use  of  corticosteroids  might  produce  sys- 
temic effects. 

Dosage  and  Administration:  Anusol-HC  Suppositories: 
Remove  foil  wrapper  and  insed  into  the  anus.  One 
suppository  in  the  morning  and  one  at  bedtime,  for  3 to  6 
days  or  until  inflammation  subsides.  Then  maintain 
patient  comfort  with  regular  Anusol. 

Anusol-HC  Cream:  Adults -Remove  tube  cap  and 
attach  the  plastic  applicator.  After  gentle  bathing  and 
drying  of  the  area,  apply  to  the  exterior  surface  and  gently 
rub  in.  For  internal  use.  insert  the  applicator  by  applying 
gentle,  continuous  pressure.  Then  squeeze  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day 
for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol. 

Supplied:  Anusol-HC  Suppositories -boxes  of  12 
(N  0047-0089-12)  suppositories  in  silver  foil  strips 
with  printed  in  black. 

Anusol-HC  Cream -one-ounce  tube  (N  0047-0090- 
01)  with  plastic  applicator:  detachable  label. 

Full  information  is  available  on  request. 


warner/GhiicQtt 

Division, 

Warner-Lambert  Company, 
Morris  Plains. 

New  Jersey  07950 

AN-GP-51-4C 
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Artist's  interpretation  in  bas-relief  of 
external  hemorrhoids,  postoperative  anorectal 
wounds  and  anal  dermatitis. 


Keep  your  office  in  good  health. 


Give  it  regular  checkups. 


Just  like  a patient,  your  office 
deserves  proper  attention.  Equipment 
and  supplies  should  be  given  regular 
checkups  to  make  sure  it's  readily 
available  and  in  good  working  order.  And 
when  you  come  up  short,  the  Gentec 
Hospital  Supply  phone  number  should  be 
close  at  hand. 

Gentec  provides  a complete  line  of 
office  supplies  and  equipment,  plus 
training  for  your  staff  in  the  operation  of 
all  medical  equipment.  A periodic  safety 
inspection  program  we  call  "Safety 
Through  Service"  to  insure  the  opera- 


tional efficiency  of  your  equipment  and 
machines.  And  fast  delivery  because  you 
require  it. 

We  know  you  have  your  share  of 
emergencies.  But  when  you  rely  on 
Gentec  — supplies  and  equipment  won't 
be  among  them. 

GGflTGC 

Hospital  Supply  Company 

Division  of  Foremost -McKesson,  Inc. 

TERRELL  SUPPLY  DIVISION 


P.O.  Box  310,  Fort  Worth/Dallas  76101 
Phone:  AC  817  336-8731 
Metro:  AC  214  429-2566 

P.O.  Box  1587,  Amarillo  79106 
Phone:  AC  806  376-4696 


P.O.  Box  4415,  Austin  78723 
Phone:  AC  512  478-2559 


P.O.  Box  2913,  Lubbock  79408 
Phone:  AC  806  763-4655 


P.O.  Box  32107,  San  Antonio  78216 
Phone:  AC  512  344-0213 


P.O.  Box  1609,  Houston  77001 
Phone:  AC  713  237-9678 
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malpractice 

Doctor,  if  you’re  in  active  practice,  you  may  participate  in  the  benefits  enjoyed 
need  American  Physicians  Insurance  by  the  select  group  of  Texas  doctors  who 
Exchange!  If  you  can  qualify,  then  you  make  up  the  membership  of  API. 


■ API  is  the  ONLY  Texas  insurance 
company  organized,  owned  and  con- 
trolled by  all  its  physician  members 
exclusively. 

■ The  ONLY  Texas  company  where  all 
earnings  — investment  income,  under- 
writing profits,  unpaid  reserves  — go  to 
DIRECT  benefit  of  the  doctor  policy 
holders. 

■ No  commissions  paid  to  agents. 

■ A-l-AAAAA  reinsurance  protection. 

AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
PHONE:  (214)  350-6661 

1400  FRITO-LAY  TOWER  ■ DALLAS,  TEXAS  75235 


■ API  writes  PROFESSIONAL  LIABIL- 
ITY — up  to  $100,000  each  claim  oc- 
currence, $300,000  aggregate. 

■ Tough  legal  representation  — a na- 
tionally recognized  law  firm  with  a his- 
tory of  successful  defense  of  malpractice 
suits. 

■ Benefit  of  peer  review  group  to  screen 
out  claim-prone  applicants  and  provide 
claim  review  with  defendant  doctor  and 
attorney. 

call  or  write 


Starlife  Village 
Hospifal 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

- - A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED. 


Which  iron  would  you  rather  be 
using  this  weekend? 


An  investment  in  a large  piece  of  land  requires  time  and 
experience  to  make  it  a wise  and  profitable  venture.  Time  and 
experience  that  you  may  not  have.  For  12  years,  Chaparrosa 
Agri-Service  has  profitably  run  a 70,000  acre  Texas  ranch.  And 
Chaparrosa  Agri-Service  is  noted  for  management  in 
international  ranching  operations. 

Complete  management.  Experience.  Expertise.  For  a fee, 
Chaparrosa  Agri-Service  can  ensure  your  investment  is  well 
protected.  For  a brochure  describing  our  complete 
Agri-Service  Program,  phone  or  write: 

Dudley  T.  Campbell,  President, 

2000  NBC  Building,  San  Antonio,  Texas  78291  (512)227-5101 

Chaparrosa 

jAgri-Service 
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CONTINUING  EDUCATION  COURSES 


OCTOBER 

Basic  Sciences:  Microbiology  & 
Immunology 

Title:  Third  Texas  Medical  Center 
Symposium  on  Infectious  Disease  and 
Microbiology 

Sponsor:  Office  of  Continuing  Education, 

Baylor  College  of  Medicine 

Location  of  Course:  Jesse  Jones 

Auditorium,  Houston 

Date:  Oct  21,  1976 

Fee:  $25  (Approximate) 

Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston  77030 


Title:  Review  of  Clinical  Microbiology 
Sponsors:  A Webb  Roberts  Center  for 
Continuing  Education;  Department  of 
Pathology,  Baylor  University  Medical 
Center,  Dallas 

Location  of  Course:  Sheraton-Dallas 
Hotel 

Dates:  Oct  4-8,  1976 
Fee:  $160 

Credit:  32  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Office  of  Continuing  Educa- 
tion, UT  Health  Science  Center  at  Dal- 
las, 5323  Harry  Hines  Blvd,  Dallas 
75235 


Gastroenterology 

Title:  Refresher  Course  in  Gastroin- 
testinal Radiology 

Sponsors:  Department  of  Radiology, 
UT  Health  Science  Center  at  Dallas;  A 
Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

Location  of  Course:  Fairmont  Hotel, 
Dallas 

Dates:  Oct  22-24,  1976 
Credit:  18  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 


Contact:  Dr.  Robert  N Berk,  Department 
of  Radiology,  Parkland  Memorial 
Hospital,  5201  Harry  Hines  Blvd, 

Dallas  75235 


Obstetrics  & Gynecology 

Title:  What’s  New  and  Important  in 
Ob-Gyn 

Sponsors:  Department  of  Obstetrics 
and  Gynecology,  UT  Health  Science 
Center  at  Dallas;  A Webb  Roberts  Cen- 
ter for  Continuing  Education 
Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Dates:  Oct  12-16,  1976 
Fee:  $400  for  complete  course;  $300 
for  basic  course;  $100  for  pathology 
only 

Credit:  35  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Office  of  Continuing  Educa- 
tion, UT  Health  Science  Center  at  Dal- 
las, 5323  Harry  Hines  Blvd,  Dallas 
75235 


Ophthalmology 

Cancelled:  Genetics  in  Ophthalmology 
Symposium,  UT  Medical  School  at 
Houston,  Program  in  Ophthalmology, 
October,  1976 


Psychiatry 

Title:  Film  Festival:  Culture  in  Psychia- 
try— Great  Britain  (Freedom  and 
Responsibility) 

Sponsor:  UT  Health  Science  Center  at 
San  Antonio 

Location  of  Course:  UT  Health  Science 
Center  at  San  Antonio 
Dates:  Oct  22-24,  1976 
Duration:  Continuous,  3 days,  7 hours 
instruction  per  day 


Fee:  $10 

Designed  For:  General  practitioners; 
Specialists  in  Psychiatry 
Credit:  20  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual 
materials,  lecture,  open  question 
Contact:  Dr.  Paul  Cutler,  Assoc  Dean  for 
Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Title:  Psychiatry  in  Medical  Practice 
Sponsors:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion; UT  Medical  School  at  Houston 
Location  of  Course:  UT  Health  Science 
Center  at  Houston 
Dates:  Oct  27-Dec  15,  1976 
Duration:  Intermittent,  1 day  per  week, 

8 weeks,  2 hours  instruction  per  day, 

14  total  course  hours 
Fee:  $50 

Designed  For:  General  practitioners 
Enrollment:  Maximum,  30 
Credit:  14  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recognition 
Award 

Teaching  Methods:  Audiovisual 
materials,  lecture,  open  question 
Contact:  Dr.  Grant  Taylor,  Director, 
Division  of  Continuing  Education,  UT 
Health  Science  Center  at  Houston,  Box 
20367,  Houston  77025 


Title:  Biofeedback  for  Technicians 
Sponsor:  UT  Health  Science  Center, 

San  Antonio 

Location  of  Course:  UT  Health  Science 

Center,  San  Antonio 

Dates:  Oct  7-8,  1976 

Duration:  Continuous,  2 days  with 

optional  third  day 

Fee:  $200 

Designed  For:  Specialists 
Teaching  Methods:  Audiovisual 
materials,  enrollee  performs  procedure, 
open  question 
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Contact:  Dr.  Timothy  Caris,  Assoc  Dean 
for  Continuing  Medical  Education,  7703 
Floyd  Curl  Dr,  San  Antonio  78284 


Radiology  & Radioisotopes 

Title:  Gastrointestinal  Radiology 
Sponsor:  Department  of  Radiology,  UT 
Health  Science  Center  at  Dallas 
Location  of  Course:  Fairmont  Hotel, 
Dallas 

Dates:  Oct  22-24,  1976 

Fee:  $175;  $75  for  Residents  and 

Fellows 

Credit:  18  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Office  of  Continuing  Educa- 
tion, UT  Health  Science  Center  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas 
75235 


Other 

Title:  First  Tarbox  Parkinson’s  Disease 
Symposium 

Sponsors:  Texas  Tech  University  School 
of  Medicine;  American  Association  of 
Neurological  Surgeons 
Location  of  Course:  South  Park  Inn, 
Lubbock 

Dates:  Oct  14-16,  1976 

Fee:  $30  (includes  one  dinner  and  two 

luncheons) 

Credit:  14  hours.  Category  I,  AMA 
Physician’s  Recognition  Award 
Contact:  Dr.  Fathy  S Messiha,  Program 
Chairman,  Tarbox  Parkinson’s  Disease 
Symposium,  Department  of  Pharma- 
cology and  Therapeutics,  Texas  Tech 
University  School  of  Medicine,  Lubbock 
79409 


NOVEMBER 

Cardiovascular  Disease 

Title:  Anesthesia  and  Surgery  of 
Ischemic  Heart  Disease 
Sponsor:  Baylor  College  of  Medicine 


Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  Nov  18-19,  1976 
Fee:  $150  (approximate) 

Contact:  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 

Emergency  Care 

Title:  1976  Texas  Emergency  Medicine 
Symposium 

Sponsors:  Texas  Chapter,  American 
College  of  Emergency  Physicians; 
Emergency  Department  Nurses  Associ- 
ation 

Location  of  Course:  Sheraton  Dallas 
Dates:  Nov  7-10,  1976 
Contact:  Dr.  Leonard  Riggs,  Jr,  3500 
Gaston,  Suite  503,  Dallas  75246 

Endocrinology 

Title:  Diabetes  Mellitus:  Problem  Areas 
Sponsor:  UT  Health  Science  Center  at 
Houston 

Location  of  Course:  Texas  Medical  Cen- 
ter, Houston 
Dates:  Nov  19-20,  1976 
Contact:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion, Box  20367,  Houston  77025 

Hematology 

Title:  Clinical  Hematology 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Dates:  Nov  20-21,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  $75 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  25;  Maximum, 
50 

Credit:  10  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Contact:  Dr.Timothy  Caris,  Assoc  Dean 


for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Malignant  Disease 

Title:  21st  Annual  Clinical  Conference; 
Current  Concepts  in  the  Management 
of  Primary  Bone  and  Soft  Tissue 
Tumors 

Sponsors:  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  In- 
stitute, Houston;  UT  Health  Science 
Center  at  Houston,  Division  of  Con- 
tinuing Education;  American  Cancer 
Society,  Texas  Division 
Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  Nov  11-12,  1976 
Duration:  Continuous,  2 days,  6 hours 
instruction  per  day,  13  total  course 
hours 
Fee:  None 

Designed  For:  General  practitioners; 
Specialists 

Credit:  12  hours,  AAFP;  Category  I, 

AMA  Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
open  question,  panel 
Contact:  Dr.  George  R Blumenschein, 
Assistant  Director/Education,  UT  Sys- 
tem Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston  77025 

Title:  Day  in  Pathology  on  Bone  and 
Soft  Tissue  Tumors;  Bone  and  Soft 
Tissue  Seminar:  Clinical  and  Pathologi- 
cal Correlation 

Sponsors:  Department  of  Pathology,  UT 

System  Cancer  Center,  MD  Anderson 

Hospital  and  Tumor  Institute;  Texas 

Society  of  Pathologists 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Date:  Nov  13,  1976 

Duration:  Continuous,  '/2  day,  4 hours 

instruction 

Fee:  None 

Designed  For:  General  practitioners; 
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Specialists  in  Pathology,  Orthopedics, 
Surgery,  Radiology,  Radiotherapy 
Credit:  4 hours 

Teaching  Methods:  Audiovisual  ma- 
terials, open  question,  panel,  seminar 
Contact:  Dr.  George  R Blumenschein, 
Assistant  Director/Education,  UT  Sys- 
tem Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston  77025 


Ophthalmology 

Title:  Symposium  on  Ophthalmology 
for  the  Non-Ophthalmologist 
Sponsors:  UT  Medical  School  at  Hous- 
ton, Program  in  Ophthalmology;  Texas 
Society  for  the  Prevention  of  Blindness 
Location  of  Course:  Hermann  Hospital 
Auditorium,  Houston 
Date:  Nov  6,  1976 

Duration:  V2  day,  3 hours  instruction 
Fee:  $15 

Designed  For:  General  practitioners 
Credit:  AAFP 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Dr.  Richard  S Ruiz,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77030 


Title:  Pediatric  Ophthalmology  for  Non- 
Ophthalmologists 

Sponsor:  Baylor  College  of  Medicine 
Location  of  Course:  Texas  Children's 
Hospital  Auditorium,  Houston 
Date:  Nov  13,  1976 
Fee:  $50 
Credit:  6 hours 

Contact:  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 


Radiology  & Radioisotopes 

Cancelled:  Seminar  with  Specialists  in 
Radiology,  UT  Health  Science  Center 
at  San  Antonio,  Nov  10-12,  1976 
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It’s  easy  to  see  the 
advantages  of  leasing  a car. 


NDS 

AUTO 


head- 


aches 


All  you  do  is  choose  the  car  you  like 
— American  or  foreign  — and  the 
accessories  you  want.  We  do  all  the 
paperwork  and  keep  all  the  records. 
Takes  a load  off  your  mind  and  your 
bookkeeper.  Of  course  you  still  get  an 
excellent  tax  write-off  on  your  automo- 
bile. So  call  us  about  leasing  today. 

It’s  the  farsighted  thing  to  do. 


You  also  get; 

• Low  lease  costs 

• Positive  cash  flow 

• Custom -tailored  leases 

• Total  maintenance  of  Lincoln- 
Mercury  products. 


Texas  Medical  Association 
Automobile  Lease  Program 


Underwritten  by: 

Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777-3816 
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Predominant  i 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  freqi 
and/ or  severity  of  grand  mal  seizure: 
require  increased  dosage  of  standarc 
convulsant  medication;  abrupt  withdi 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  c 
seizures.  Advise  against  simultaneou 
gestion  of  alcohol  and  other  CNS  dep 
sants.  Withdrawal  symptoms  (similar 
those  with  barbiturates  and  alcohol)  I 
occurred  following  abrupt  discontinu 
(convulsions,  tremor,  abdominal  and 
cle  cramps,  vomiting  and  sweating),  j 
addiction-prone  individuals  under  cai 


According  to  her  major 
mptoms,  she  is  a psychoneu- 
tic  patient  with  severe 
ixiety.  But  according  to  the 
:scription  she  gives  of  her 
elings,  part  of  the  problem 
ay  sound  like  depression, 
lis  is  because  her  problem, 
though  primarily  one  of  ex- 
issive  anxiety,  is  often  accom- 
mied  by  depressive  symptom- 
ology.  Valium  (diazepam) 
in  provide  relief  for  both— as 
e excessive  anxiety  is  re- 
wed, the  depressive  symp- 
ms  associated  with  it  are  also 
’ten  relieved. 

There  are  other  advan- 
ges  in  using  Valium  for  the 
lanagement  of  psychoneu- 
)tic  anxiety  with  secondary 
jpressive symptoms:  the 
sychotherapeutic  effect  of 
alium  is  pronounced  and 
ipid.  This  means  that  im- 
rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


jrveillance  because  of  their  predisposi- 
on  to  habituation  and  dependence.  In 
regnancy,  lactation  or  women  of  child- 
earing  age,  weigh  potential  benefit 
gainst  possible  hazard, 
recautions:  If  combined  with  other  psy- 
hotropics  or  anticonvulsants,  consider 
arefully  pharmacology  of  agents  em- 
loyed;  drugs  such  as  phenothiazines, 
arcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
s action.  Usual  precautions  indicated  in 
atients  severely  depressed,  or  with  latent 
epression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

RnCHE  y Division  of  Hoffmann -La  Roche  Inc. 
/ Nutley.  New  Jersey  07110 


Pediatric  Drops 


100  mg, /ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Treatment  of  hypercalcemia 


Murphy  T.  Scurry,  MD 

The  recognition  of  hypercalcemia  has  be- 
come increasingly  frequent  with  the  use 
of  multichannel  analyzers.  This  fortuitous 
discovery  of  patients  with  significant  hy- 
percalcemia has  reemphasized  the  difficul- 
ty in  recognizing  this  electrolyte  abnor- 
mality on  the  basis  of  symptoms  and  signs. 
The  symptoms  are  nonspecific  and  pri- 
marily involve  the  gastrointestinal  and  cen- 
tral nervous  systems.  Anorexia,  nausea, 
vomiting,  and  constipation  may  occur. 
Central  nervous  system  effects  may  vary 
from  somnolence  and  mild  confusion  to 
coma.  Muscle  weakness  and  polyuria  may 
also  be  present.  Some  patients  with  serum 
calcium  levels  as  high  as  15  mg/100  ml 
may  be  asymptomatic.  The  physical  signs 
of  soft  tissue  calcification,  most  commonly 
seen  in  the  cornea  (band  keratopathy)  or 
the  tympanic  membrane,  are  usually  not 
present.  Shortening  of  Q-T  or  Q-oTc  on  the 
electrocardiogram  may  help  point  to 
hypercalcemia. 

Severe  hypercalcemia  is  a life-threaten- 
ing situation  and  if  untreated  will  lead  to 
death  from  renal  failure,  cardiac  arrest,  or 
the  complications  of  coma.  Aserum  cal- 
cium level  greaterthan  15  mg/100  ml 
requires  vigorous  and  prompt  treatment, 
and  although  values  of  less  than  15  mg/ 
100  ml  also  should  be  controlled,  the  sit- 
uation is  usually  less  acute.  Most  patients 
can  tolerate  serum  calcium  levels  of  less 
than  12.5  mg/100  ml  without  appreciable 
symptoms  or  danger  for  the  time  required 
for  appropriate  diagnostic  studies.  In  pa- 
tients with  cancer,  lower  levels  of  serum 
calcium  frequently  produce  significant 
symptoms. 

The  most  specific  measure  in  treating 
hypercalcemia  is  correction  of  the  underly- 
ing cause.  The  list  of  causes  of  hypercal- 
cemia is  long  but  the  majority  of  cases  are 
the  result  of  cancer  and  hyperparathyroi- 


dism. Appropriate  surgical,  radiation,  and 
chemotherapeutic  treatment  may  be  effec- 
tive in  controlling  hypercalcemia  in  pa- 
tients with  cancer.  In  some  patients  who 
are  at  the  end  stage  of  their  disease,  the 
use  of  the  methods  discussed  herein  for 
the  temporary  lowering  of  serum  calcium 
levels  may  inappropriately  prolong  pain 
and  suffering.  Hyperparathyroidism  is 
usually  easily  cured  by  surgical  exploration 
of  the  neck  with  removal  of  parathyroid 
adenoma  or  hyperplastic  glands. 

Multiple  medical  measures  are  available 
fortreatment  of  hypercalcemia.  Some  are 
more  effective  with  hypercalcemia  of  cer- 
tain causes,  and  some  are  more  general 
measures  applicable  in  all  cases. 

Mobilization 

Immobilization  may  be  a significant  factor 
in  the  exacerbation  of  hypercalcemia.  This 
is  especially  true  in  patients  with  diseases 
with  high  turnover  of  calcium  in  the  bone 
such  as  Paget’s  disease  and  hyperthyroid- 
ism. In  such  patients,  serum  calcium  levels 
may  fall  to  normal  or  near  normal  just  with 
the  resumption  of  activity  and  weight 
bearing. 

Hydration  and  Sodium 

The  restoration  of  fluid  volumes  to  normal 
is  the  first  and  one  of  the  most  important 
steps  to  take  in  the  treatment  of  hypercal- 
cemia. It  is  essential  also  that  sodium  be 
given,  because  as  the  urinary  sodium  ex- 
cretion increases,  calcium  excretion  in- 
creases commensurately.  Large  amounts 
of  sodium  must  be  given  (Fig  1),  and  in  pa- 
tients with  borderline  cardiac  function  or 
renal  insufficiency,  the  danger  of  precipi- 
tating pulmonary  edema  is  present.  In  such 
patients,  it  is  wise  to  monitor  central 


Volume  72,  October,  1976 


Hypercalcemia 


venous  pressure  during  the  administration 
of  the  saline  load. 

Sodium  sulfate  is  more  effective  than 
saline  in  increasing  renal  calcium  excretion 
and  has  been  used  in  the  treatment  of  hy- 
percalcemia.^ An  isotonic  solution  of 
3.89%  sodium  sulfate  decahydrate  is  giv- 
en at  a dosage  not  to  exceed  3 I iters/24 
hours.  Each  liter  contains  242  mEq  of 
sodium,  and  hypernatremia  has  been  re- 
ported as  complication. 

Diuretics 

Furosemide  increases  both  sodium  and 
calcium  excretion  and  has  been  an  effec- 
tive agent  in  lowering  serum  calcium 
levels. 2 Dosages  of  up  to  100  mg  given  in- 
travenously every  two  hours  may  be  used, 
but  lowerdosages  are  usually  effective.  It 
is  essential  that  urinary  sodium  and  fluid 
losses  be  adequately  replaced  for  this 
therapy  to  be  effective.  As  considerable 
losses  of  potassium  and  magnesium  occur, 
these  cations  must  also  be  replaced.  Etha- 
crynic  acid  has  the  same  effect  as  furo- 
semide but  thiazide  diuretics  decrease 
urinary  calcium  excretion  and  are  con- 
traindicated. 

Phosphate 

Inorganic  phosphate,  given  either  orally  or 
intravenously,  has  been  most  useful  in 
controlling  hypercalcemia.^-^  There  is  dan- 
ger of  soft-tissue  calcification,  but  phos- 
phate is  relatively  safe  when  administered 
properly.  One  to  3 gm  of  elemental  phos- 
phorus per  day  is  usually  required.  Oral 
phosphate  preparations  most  commonly 
used  are  Neutra-Phos  (250  mg  of  phos- 
phorus per  capsule)  and  Phospho-Soda 
(129  mg  of  phosphorus  per  ml).  Diarrhea 
is  the  most  common  complication  of  oral 


phosphate  administration,  and  it  may  re- 
quire medication  for  control  or  may  limit 
the  use  of  phosphate  in  certain  patients. 
Phosphate  can  be  administered  intraven- 
ously, but  because  of  the  complications  of 
hypotension,  renal  failure,  hypomagne- 
semia, and  hypocalcemia  that  occur  when 
phosphate  is  given  too  rapidly,  this  route 
of  administration  is  reserved  for  the  pa- 
tient with  severe  hypercalcemia  who  is  un- 
able to  take  medication  orally.  The  usual 
dose  is  50  mM  of  phosphate  given  as  an 
infusion  over  6 to  8 hours. 

Mithramycin 

Mithramycin,  an  antitumor  antibiotic  which 
has  been  used  primarily  in  the  chemo- 
therapy of  testicular  malignancies,  is  a 
potent  hypocalcemic  agent.®  It  acts  direct- 
ly on  the  bone,  inhibiting  bone  resorption. 
The  hypocalcemic  effect  after  a single  dose 
may  persist  for  three  to  four  days  or  for 
several  weeks  (Fig  2).  The  major  limitation 
to  its  use  has  been  the  toxic  effects  to  the 
bone  marrow,  liver,  and  kidney,  with 
hemorrhage  beingthe  major  complication. 
The  recommended  dose  is  25  /ig/kg  body 
weight/day  by  slow  intravenous  infusion. 

It  may  be  given  intermittently  if  necessary. 
Serum  calcium  levels  must  be  measured 
regularly,  and  hepatic,  renal,  and  bone 
marrow  function  must  be  monitored  as 
well. 

Corticosteroids 

Steroids  have  been  widely  used  in  the  treat- 
ment of  hypercalcemia  and  have  been  the 
most  useful  in  lowering  the  serum  calcium 
values  in  vitamin  D intoxication,  in  mul- 
tiple myeloma,  and  in  granulomatous  dis- 
eases such  as  sarcoidosis.  They  are  inef- 
fective in  hyperparathyroidism.  Although 
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reported  to  control  the  hypercalcemia  as- 
sociated with  cancer  in  more  than  half  the 
cases,®  steroids  have  been  considerably 
less  effective  in  my  experience  and  in  that 
of  others."  The  usual  dosage  is  60  to  80  mg 
of  prednisone  per  day  or  its  equivalent. 
Steroids  may  take  days  or  weeks  to  control 
the  serum  calcium  level  adequately. 

Calcitonin 

The  polypeptide  hormone,  calcitonin,  is  an 
inhibitor  of  bone  resorption.  Several  mole- 
cular varieties  of  calcitonin  from  different 
species  have  been  investigated.  Salmon 
calcitonin  has  been  found  to  be  the  most 
biologically  active  preparation  and  is  now 
available  in  a synthetic  form.  It  has  been 
approved  for  use  only  in  Paget’s  disease, 
but  it  has  been  used  with  some  success  in 
the  treatment  of  hypercalcemia.®  In  my 
experience  the  hormone  has  had  limited 
usefulness,  loweringthe  serum  calcium 
value  only  2 to  3 mg/ 100  ml  when  effec- 
tive, and  that  effect  may  be  transient.  The 
usual  dosage  is  200  to 400  MRC  units  giv- 
en intramuscularly  every  6 to  12  hours. 

The  major  side  effects  have  been  nausea 
and  vomiting. 

Other  Agents 

A number  of  other  treatments  of  hypercal- 
cemia have  been  used  and  advocated. 
Agents  such  as  sodium  phytate  and  cellu- 
lose phosphate  which  bind  calcium  in  the 
intestines  and  increase  fecal  calcium  ex- 
cretion have  had  some  success  but  have 
never  been  widely  evaluated.®  Ethylenedia- 
minetetracetate  (EDTA)  and  citrate  have 
not  been  used  frequently  because  of  the 
development  of  less  toxic  therapy.  Dialysis 
has  also  been  used.  A report  on  the  suc- 
cessful treatment  of  hypercalcemia  with 
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1.  Hypercalcemia  in  a patient  with  lymphosar- 
coma. Treatment  with  saline,  furosemide,  and 
oral  phosphorus  is  depicted.  Potassium  and 
magnesium  were  also  given. 
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2.  Hypercalcemia  in  a patient  with  metastatic 
squamous  cell  carcinoma.  Treatment  with  saline 
in  addition  to  the  prednisone  and  oral  phospho- 
rus (P)  is  depicted,  mithramycin  (25  ng/kg  body 
weight)  M'as  given  intravenously  at  the  time 
indicated. 
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indomethacin  in  a patient  with  renal-cell 
adenocarcinoma^®  is  especially  interesting 
in  relation  to  the  previously  postulated  role 
of  prostaglandins  as  a cause  of  hypercal- 
cemia associated  with  some  neoplastic 
diseases.  Gamma  globulin  has  also  been 
reported  to  control  hypercalcemia  in  more 
than  60%  of  16  cancer  patients. The 
mechanism  of  action  is  not  clear,  but  this 
form  of  therapy  may  have  wider  application 
after  it  has  been  more  extensively 
evaluated. 

General  Approach 

With  all  the  agents  available,  how  does  one 
treat  the  usual  patient  with  severe  hyper- 
calcemia? First,  fluid  volumes  must  be  re- 
stored and  then  large  amounts  of  saline 
are  administered  with  the  concomitant  use 
of  furosemide  or  ethacrynic  acid.  The 
amount  of  fluid  and  salt  given  depends 
upon  the  cardiovascular  and  renal  status 
of  the  patient.  If  the  patient  is  able  to  take 
medication  by  mouth,  phosphates  are  given 
orally.  If  saline  and  diuretics  are  not  suc- 
cessful and  phosphates  cannot  be  taken 
orally,  then  intravenous  administration  of 
phosphate  or  mithramycin  is  practically 
always  successful. 


This  comprehensive  review  article  was  pre- 
pared for  Texas  Medicine  through  the  co- 
operation of  Edward  N.  Brandt,  MD,  Dean, 
and  Michael  M.  Warren,  MD,  Chairman, 
Continuing  Education  Committee,  The  Uni- 
versity of  Texas  Medical  Branch, 

Galveston. 
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Sudden  death  syndrome 


Robert  N.  Barnes,  MD;  Jack  M.  Martt,  MD 

Sudden  death  has  always  been  a subject 
of  great  interest  to  physicians,  especially 
when  postmortem  studies  fail  to  reveal 
any  cause  of  death.  This  article  reviews 
some  of  the  statistics  concerning  sudden 
death  and  the  risk  factors  associated  with 
sudden  death,  including  exercise  and  emo- 
tions. (Can  emotions  cause  sudden  death 
in  a normal  person?)  It  also  briefly  dis- 
cusses some  conditions,  otherthan 
ischemic  heart  disease,  that  are  associat- 
ed with  sudden  death. 

Sudden  death  is  defined  as  unexpected 
natural  death  occurring  within  one  hour  of 
the  onset  of  illness.  It  has  been  estimated 
that  15%  of  all  natural  deaths  occur  un- 
expectedly and  suddenly.  Sudden  death  is 
twice  as  frequent  in  males  as  it  is  in 
females.  The  frequency  shows  two  age- 
related  peaks;  between  birth  and  6 months 
and  between  35  and  70  years.  Presum- 
ably, after  age  65  years  there  is  a progres- 
sive decline  in  the  frequency  of  sudden 
unexpected  death.  However,  no  age  group 
is  immune  from  sudden  death. 

Instantaneous  death  is  almost  always  a 
result  of  a disturbance  of  the  cardiac  me- 
chanism, either  ventricularfibrillation  or 
asystole.  The  statistics  vary  slightly,  but 
basically  they  agree:  80  to  90%  of  sud- 
den deaths  are  cardiac;  and  90%  of  cardi- 
ac sudden  deaths  are  due  to  ischemic 
heart  disease.  This  latter  value  is  probably 
somewhat  high  because  there  is  a ten- 
dency to  attribute  all  sudden  deaths  to 
coronary  artery  disease;  however,  there 
are  other  causes.  Sudden  death  is  a pre- 
senting manifestation  in  25  to  30%  of 
new  attacks  of  ischemic  heart  disease.  A 
retrospective  study^  of  1,348  sudden 
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deaths  revealed  that  74%  of  the  victims 
had  had  no  known  coronary  artery  disease 
and  41  % had  had  no  symptoms  sugges- 
tive of  coronary  artery  disease  (at  least 
they  had  not  mentioned  such  symptoms 
to  their  relatives).  Only  10%  of  sudden 
deaths  occur  in  the  hospital;  90%  occur 
away  from  the  hospital  and  away  from  the 
physician.  These  facts  point  out  the  tre- 
mendous need  for  better  early  diagnosis 
of  coronary  artery  disease. 

Risk  Factors 

How  might  we  identify  some  of  these  per- 
sons who  are  prone  to  sudden  death?  In 
general,  the  same  factors  associated  with 
an  increased  risk  of  coronary  artery  dis- 
ease are  associated  with  an  increased 
risk  of  sudden  death.  However,  although 
there  is  a tremendous  overlap,  there  are 
some  differences.  We  should  probably 
think  of  risk  factors  as  risk  factors  for 
angina  or  coronary  atherosclerosis,  risk 
factors  for  myocardial  infarctions,  and  risk 
factors  for  sudden  death. 

For  example,  obesity  is  more  commonly 
associated  with  sudden  death  than  with 
myocardial  infarction;  hypercholesteremia 
is  more  commonly  associated  with  athe- 
rosclerosis than  with  sudden  death.  How- 
ever, the  degree  of  systolic  hypertension 
is  definitely  correlated  with  sudden  death, 
at  least  in  the  Framingham  and  Albany 
studies.-  Also,  the  amount  of  overweight 
is  distinctly  related  to  the  risk  of  sudden 
death  (the  risk  is  increased  in  grossly 
obese  men).  Sudden  death  is  definitely 
related  to  cigarette  smoking  in  the  Fram- 
ingham and  Albany  studies  (sudden  death 
is  uncommon  in  non-cigarette-smokers, 
and  smokers  have  a threefold  higher  risk 
of  sudden  unexpected  death  than  do  non- 
cigarette-smokers). 
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If  there  is  electrocardiographic  evi- 
dence of  left  ventricular  hypertrophy,  there 
is  a fivefold  increase  in  risk  of  sudden 
death.  Premature  ventricular  contractions 
are  associated  with  an  increased  risk  when 
there  is  heart  disease  or  when  there  is  an 
electrocardiographic  abnormality  such  as 
left  ventricular  hypertrophy.  The  more 
sedentary  male  has  a twofold  greater  risk 
of  sudden  death  compared  to  the  active 
male.  In  the  Baltimore  study, ^ women  who 
died  suddenly  were  more  frequently  un- 
married and  were  usually  heavy  cigarette 
smokers  (the  significance  of  being  unmar- 
ried is  not  known  unless  this  means  that 
these  persons  have  a different  type  of  life 
style). 

The  majority  of  persons  dying  of  coro- 
nary artery  disease  have  identifiable  risk 
factors.  It  is  reasonable  that  modification 
of  these  factors  might  delay  or  even  pre- 
vent sudden  death.  We  spend  much  of 
our  time  treating  hospitalized  patients  who 
have  far-advanced  coronary  artery  disease 
but  do  little,  almost  nothing,  forthe  30% 
of  persons  with  new  attacks  of  ischemic 
heart  disease  who  are  going  to  die  sud- 
denly outside  the  hospital  and  away  from 
medical  care. 

Emotional  Stress  as  a Risk  Factor 

Sudden  death  due  to  emotional  stress  has 
been  of  interest  for  thousands  of  years.  We 
know  that  persons  with  heart  disease 
probably  can  be  stressed  sufficiently  to 
cause  arrythmias.  The  question  arises, 
“Can  a normal  person  die  of  emotional 
stress?” 

BurrelP  described  more  than  200  in- 
stances of  sudden  death  in  T ransvaal  (a 
province  in  northern  South  Africa)  after 
a curse  had  been  placed  on  the  individual 


— a so-called  voodoo  death.  Autopsies 
were  performed  in  all  of  these  200  cases 
and  no  abnormality  was  found.  In  Wales, 
there  is  a legend  that,  if  anyone  sees  his 
double,  he  will  drop  dead,  and  reports 
from  Wales  have  described  deaths  pre- 
sumably caused  by  the  belief  in  that 
legend. 

EngeP  described  170  examples  of  sud- 
den death  due  to  emotional  stress.  The 
settings  associated  with  sudden  death  in 
these  cases  included  the  collapse  or  death 
of  a close  person  in  36  cases,  periods  of 
acute  grief  in  35  cases,  threat  of  loss  of  a 
close  person  in  16  cases,  during  mourn- 
ing or  an  anniversary  in  5 cases,  loss  of 
status  or  self-esteem  in  10  cases,  and 
personal  danger  in  46  cases. 

Walters®  reported  an  interesting  case 
of  a woman  who  was  convinced  she  was  go- 
ingtodieon  her  42nd  birthday  which  also 
was  the  anniversary  of  her  mother’s  and 
aunt’s  deaths,  also  in  their  42nd  year.  As 
she  approached  the  date,  she  became 
terrified  and  her  physician  could  not  re- 
assure her.  She  collapsed  on  the  very  date 
that  her  mother  and  aunt  had  died  and  she 
died  the  following  day,  presumably  of  ar- 
rhythmia because  no  abnormality  was 
found.  In  addition,  there  are  examples  of 
terrified  persons  dying  before  minor  oper- 
ations or  dying  in  the  dentist’s  chair.  Most 
of  them  presumably  die  of  arrhythmias. 

Some  stress  situations  involve  rapid 
shifts  between  sympathetic  and  parasym- 
pathetic cardiovascular  effects.  This  would 
indicate  a shift  from  the  so-called  fight 
pattern  to  the  so-called  withdrawal  pat- 
tern. Tachycardia  may  suddenly  shift  to 
bradycardia.  Rats  under  stress  often 
demonstrate  parasympathetic  influences 
leading  to  their  death. 

It  is  well  known  that  inhibitory  pheno- 
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mena  associated  with  slow  heart  rates 
may  be  prone  to  reentrant  ectopic  activity 
and  then  to  ventricularfibriilation,  Also, 
asystole  can  result  from  a hyperactive 
carotid  sinus.  Prolonged  QT  intervals,  pre- 
mature ventricular  contractions,  and  ven- 
tricularfibrillation  have  been  provoked 
experimentally  in  animals  by  stimulation 
of  the  central  nervous  system.  Corley  and 
associates'^  stressed  squirrel  monkeys  by 
an  aversion  technique  and  were  able  to 
cause  ST  depression  and  bradycardia 
progressing  to  the  point  of  ventricular  ar- 
rest and  death  in  these  supposedly 
healthy  monkeys. 

As  longago  as  1915,  Albutt,  who  intro- 
duced the  clinical  thermometer,  postulated 
that  death  could  result  from  overwhelm- 
ing sudden  vagal  stimulation.  This  would 
cause  cardiac  standstill.  He  was  scoffed 
at  until  Sir  Thomas  Lewis  coined  the  term 
“vasovagal”  to  describe  syncope  due  to 
parasympathetic  stimulation.  All  doubt 
regarding  vagal  inhibition  and  its  im- 
portance was  removed  when,  in  1934, 
Heymans  and  Bouckaert  described  the 
physiology  of  the  carotid  sinus  and  the 
aortic  and  cartotid  bodies. 

It  is  known  that  a striking  bradycardia 
can  occur  in  a healthy  young  adult  when 
his  or  her  face  is  immersed  in  cold  water 
— the  diving  reflex.  Wolf®  believes  that  a 
similar  bradycardia  may  occur  under  cir- 
cumstances of  extreme  dejection  or  sud- 
den fright  and  can  cause  death.  He  tested 
tense  medical  students  by  performing 
arterial  punctures  on  them  and  found  that 
they  could  produce  changes  compatible 
with  the  diving  reflex:  bradycardia,  de- 
creased blood  flowtothe  skin  and  viscera, 
increased  arterial  pressure,  and  metabolic 
changes  such  as  decrease  in  blood  pH  and 
increase  in  lactic  acid,  carbon  dioxide,  and 
potassium  levels. 


The  diving  reflex  can  be  adapted.  Sup- 
posedly, yogis  can  slow  their  heart  rate 
so  that  they  can  be  immersed  in  water,  in 
coffins,  for  as  long  as  an  hourortwo  at  a 
time. 

Exercise  as  a Risk  Factor 

Carruthers  and  coworkers®  have  suggested 
that  exercise  is  the  measure  of  choice  for 
preventing  coronary  artery  disease.  How- 
ever, there  is  a risk  associated  with  exer- 
cise. The  risk  of  ventricularfibriilation  may 
be  as  high  as  two  episodes  for  each  1,000 
hours  of  physical  activity  in  a population 
predisposed  to  coronary  artery  disease. 

Newspaper  reports  in  Ontario  suggest 
an  incidence  of  one  attack  of  ventricular 
fibrillation  for  each  2,500  gymnasium 
hours  in  normal  middle-aged  men.  Cobb^® 
also  reported  that  the  risk  of  sudden  death 
is  high  in  the  gymnasium,  and  many  such 
deaths  have  occured  in  Seattle.  Friedman 
and  others^^  found  that  half  of  those  per- 
sons dying  within  30  seconds  of  the  onset 
of  symptoms  did  so  immediately  after 
severe  or  moderately  severe  activity,  and 
the  probable  cause  was  an  arrhythmia. 

Opie^2  studied  sudden  death  during 
sports  activities,  mostly  in  rugby  players, 
in  an  attempt  to  uncover  some  of  the  fac- 
tors associated  with  these  sudden  deaths. 
Smoking  was  a definite  factor.  Of  the  19 
sudden  deaths  during  sports  activity,  1 1 
were  in  heavy  smokers  (more  than  1 pack/ 
day),  2 in  moderate  smokers,  3 in  non- 
smokers,  and  3 in  persons  whose  smok- 
ing history  was  not  known.  Four  victims 
had  primary  relatives  who  had  had  a heart 
attack  before  age  45  years,  and  three  had 
a family  history  of  angina.  Lipid  disorders 
were  not  well  correlated:  definite  in  only 
three  and  probable  in  three.  Hypertension 
is  hard  to  evaluate  because  most  of  the 
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victims  had  never  had  their  blood  pressure 
measured  as  faras  could  be  determined. 
However,  there  was  a high  incidence  of 
previous  angina  or  heart  attacks  in  these 
persons  who  died  while  engaged  in  sports 
activity.  In  regard  to  fitness,  1 1 victims 
were  classified  as  follows:  unfit,  4;  fit,  3; 
and  very  fit,  4.  Three  were  obese. 

We  might  be  able  to  postulate  a bio- 
chemical mechanism  for  death  after  exer- 
cise. After  exercise,  the  concentration  of 
free  fatty  acids  in  the  blood  increases 
more  in  unfit  than  in  fit  persons.  Free  fat- 
ty acid,  a nonesterified  fat,  is  a major 
source  of  fuel  for  the  heart.  Very  high  free 
fatty  acid  concentrations  may  be  one  of 
several  factors  contributingto  the  develop- 
ment of  arrhythmias  and  arterial  throm- 
bosis. Furthermore,  blood  catecholamine 
levels  are  increased  by  exercise.  The  com- 
bination of  increased  catecholamines  and 
increased  free  fatty  acids  may  be  associat- 
ed with  a higher  incidence  of  arrhythmias. 
Also,  smoking  increases  free  fatty  acids 
and  increases  catecholamines.  It  would 
seem,  then,  that  smokingduringor  im- 
mediately after  exercise  will  particularly 
cause  an  increase  in  the  free  fatty  acids 
and  catecholamines,  and  this  increase 
could  be  associated  with  an  increased 
incidence  of  arrhythmias. 

If  this  is  true,  then  it  would  seem  that 
smoking  is  an  important  risk  factor  for 
sudden  death  in  sportsmen,  who  have  an 
increased  risk  of  sudden  death. 

Anyone  over  30  years  of  age  who  plans 
to  embark  on  heavy  physical  activity  or 
an  activity  such  as  jogging  should  have  a 
cardiac  evaluation.  This  should  probably 
include  exercise  testing  if  there  is  a family 
history  of  coronary  artery  disease,  if  the 
person  has  had  chest  pain,  or  if  the  person 
is  a smoker. 


Conditions  Other  Than 
Ischemic  Heart  Disease 

Although  coronary  artery  disease  is  the 
leading  cause  of  sudden  death,  no  one 
would  deny  that  other  cardiac  conditions 
also  are  associated  with  sudden  death. 
Sudden  death  is  common  with  aortic 
stenosis.  Perhaps  less  well  known  is  that 
10%  of  those  persons  with  aortic  insuf- 
ficiency die  suddenly  and  unexpectedly. 

Another  condition  is  myocarditis.  The 
incidence  of  sudden  death  from  myocar- 
ditis probably  is  higherthan  death 
certificates  would  lead  us  to  believe  be- 
cause most  of  these  deaths  are  attributed 
to  ischemic  heart  disease. 

A pregnant  woman  with  primary  pul- 
monary hypertension  has  a 53  % risk  of 
dying  suddenly  during  pregnancy  or  in 
the  immediate  postpartum  period.  Also, 
pregnant  women  with  Eisenmenger  com- 
plex, especially  if  the  pulmonary  hyper- 
tension is  severe,  have  a high  risk  of 
sudden  death. 

The  Jervell  and  Lange-Nielsen  syn- 
drome, the  mitral  valve  prolapse  click 
syndrome,  idiopathic  hypertrophic  sub- 
aortic stenosis,  and  some  congenital  heart 
diseases  carry  a definite  risk  of  sudden 
death. 

In  1957,  Lange-Nielsen  and  Jervell 
described  the  syndrome  characterized  by 
a prolonged  QT  interval;  these  patients 
also  may  be  deaf.^®  They  have  ventricular 
arrhythmias  and  a propensity  to  sudden 
death.  The  condition  is  inherited  as  an 
autosomal  dominant;  the  deafness  is  in- 
herited independently  as  an  autosomal 
recessive.  The  blood  vessels  supplying  the 
atrioventricular  and  sinus  nodes  are  often 
abnormal.  All  children  who  have  inherited 
deafness  should  have  an  EGG.  Also,  chil- 
dren with  unexplained  syncope  should 
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have  an  ECG.  If  the  condition  is  strongly 
suspected,  it  would  be  wise  to  do  an  exer- 
cise test  on  these  children  because  the  QT 
interval  abnormality  may  be  present  in 
some  individuals  onlyduringexercise.  If 
this  condition  is  diagnosed,  the  family 
should  be  trained  in  cardiopulmonary 
resuscitation  because  the  risk  of  death  is 
extremely  high.  Persons  with  this  syn- 
drome should  be  monitored  during  any 
surgical  procedure,  even  dental  extrac- 
tions. Usually,  as  these  persons  get  older, 
particularly  after  age  30  years  if  they  live 
that  long,  there  is  a decrease  in  the  inci- 
dence of  sudden  death. 

A much  more  common  condition  is  Bar- 
low’s syndrome,  also  known  as  midsystolic 
click,  late  systolic  murmur  syndrome,  or 
mitral  valve  prolapse  syndrome.  A study 
at  Stanford  University  School  of  Medicine 
revealed  that  5%  of  apparently  normal, 
healthy,  college-age  women  have  a mid- 
systolic  click.  The  potentially  malignant 
nature  of  it,  at  least  in  some  persons,  is 
becoming  increasingly  apparent.  This 
condition  may  be  familiar  and  there  can 
be  a history  of  sudden  death  throughout 
the  family  tree.  In  one  study^^  of  24  pa- 
tients with  the  syndrome,  50%  had  ar- 
rhythmias on  resting  ECGs and  75%  had 
arrhythmias  with  exercising  testing. 

An  interesting  case’®  was  reported 
from  the  University  of  Oklahoma  in  which 
a 27-year-old  woman  collapsed  during 
an  egg-rolling  contest  at  a picnic.  A phy- 
sician was  present  and  started  cardio- 
pulmonary resuscitation.  She  was  taken  to 
the  emergency  room  where  she  was  found 
to  have  ventricular  fibrillation  and  was 
defibrillated  successfully.  Mitral  valve 
prolapse  was  diagnosed,  and  a prolonged 
QT  interval  also  was  present  (as  may  be 
seen  occasionally  with  mitral  valve  pro- 
lapse syndrome).  During  initial  treatment 


with  diphenylhydantoin  (Dilantin),  which 
will  decrease  theQT  interval  in  many 
cases,  she  still  had  episodes  of  syncope. 
She  was  then  placed  on  a regimen  of  pro- 
pranolol, 80  mg/day.  During  follow-up 
observation  it  was  thought  that  the  epi- 
sodes of  syncope  and  ventricular  fibrilla- 
tion had  been  abolished.  However,  one 
day  she  began  arguing  with  a furniture 
store  clerk  and  collapsed.  No  one  present 
knew  howto  resuscitate  her  and  she  died. 
At  autopsy,  both  mitral  leaflets  were 
thickened  and  redundant  and  there  was  a 
myxomatous  amorphous  material  scat- 
tered throughout  the  heart  valves  and  the 
papillary  muscles  and  in  the  collagenous 
and  elastic  fibers.  This  case  demonstrates 
the  extreme  difficulty  of  preventing  sud- 
den death  in  persons  with  this  syndrome. 

We  would  emphasize  that,  of  the  large 
number  of  persons  with  a midsystolic 
click,  less  than  1 % are  at  risk  of  sudden 
death.  Further  studies  are  needed  to  de- 
termine the  characteristics  of  those  who 
would  benefit  from  prophylactic  antiar- 
rhythmia therapy. 

Another  condition  that  carries  a definite 
risk  of  death  is  idiopathic  hypertrophic 
subaortic  stenosis  (IHSS).  A study’^from 
London’s  Hammersmith  Hospital  and  the 
Royal  Postgraduate  School  of  Medicine 
revealed  that  in  1 19  cases,  sudden  death 
was  the  leading  mode  of  death  in  persons 
with  this  syndrome  (19  of  30  deaths). 
Interestingly,  13  of  the  19  patients  who 
died  suddenly  were  taking  beta-adrenergic 
blocking  agents  at  the  time  of  their  death 
(the  daily  dose  usually  was  less  than  100 
mg  and  most  commonly  was  80  mg).  Two 
of  the  sudden  deaths  occurred  in  patients 
who  had  had  apparently  successful  sur- 
gery. Ventricularfibrillation  was  demon- 
strated in  two  of  the  patients  but  presum- 
ably was  present  in  most  or  all  of  them. 
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The  duration  of  symptoms  before  death 
with  IHSS  was  8.6  years.  Other  studies 
have  produced  similar  results,  but  in  the 
English  study  there  was  a higher  incidence 
of  sudden  death  in  males  while  the  other 
studies  showed  no  sex  difference. 

A recent  report^^  showed  that  IHSS  may 
be  a cause  of  sudden  death  in  infants. 

An  editorial^®  in  the  British  Medical 
Journal  reported  details  of  254  sudden 
deaths  in  children  more  than  1 year  old. 
Half  of  all  sudden  deaths  in  these  children 
were  associated  with  ventricular  outflow 
obstruction.  The  four  most  common 
causes  of  death  could  be  separated  into 
those  associated  with  left  ventricular  ob- 
struction (aortic  stenosis  in  17%  of 
deaths  and  hypertrophic  obstructive  car- 
diomyopathy, the  English  term  for  IHSS, 
in  9%)  and  right  ventricular  obstruction 
(Eisenmenger  complex  in  16%  and  pul- 
monary stenosis,  including  tetralogy  of 
Fallot,  in  14%).  The  risk  of  death  from 
left  ventricular  outflow  obstruction  is  par- 
ticularly high  duringsports.  IHSS  resulted 
in  17  deaths,  of  which  5 were  sudden 
deaths.  Sudden  death  is  unusual  in  chil- 
dren with  mild  heart  disease.  But  death 
during  physical  activity  is  a real  hazard 
in  any  child  with  severe  obstruction  of  left 
ventricular  outflow  (IHSS  or  severe  aortic 
stenosis  with  marked  left  ventricular 
hypertrophy).  Apparently,  mild  aortic 
stenosis  does  not  carry  risk  of  sudden 
death  in  children. 

Recently,  seven  deaths  were  reported^'* 
due  to  abnormalities  of  the  origin  of  the 
coronary  arteries.  The  left  coronary  artery 
arose  from  the  anterior  sinus  of  Valsalva, 
and  the  right  coronary  artery  arose  from 
the  noncoronary  sinus  of  Valsalva.  The 
problem  with  this  arrangement  is  that, 
as  the  left  coronary  artery  courses  between 
the  aorta  and  the  pulmonary  artery,  it  be- 


comes stressed  and  the  ostium  can  be 
closed  down  to  a slit-like  opening.  During 
exercise,  the  torsion  is  particularly  severe, 
and  the  artery  may  close  off  completely; 
sudden  death  has  occurred.  Spain^^^  sug- 
gested that  most  sudden  deaths  in  young 
persons  are  due  to  abnormalities  of  the 
coronary  arteries  (this  is  doubtful  because 
of  the  other  conditions  mentioned).  There 
have  been  reports  of  both  coronary  ar- 
teries arising  from  the  anterior  sinus  of 
Valsalva. 

Sudden  death  has  been  reported  almost 
every  fall  during  football  season,  usually 
among  high-school  players.  Besides  heat 
stroke,  the  most  common  causes  of  these 
sudden  deaths  probably  are  abnormalities 
of  the  coronary  arteries,  IHSS,  and  a con- 
genital defect  of  the  conducting  system 
such  as  Refsum’s  disease  (persons  with 
this  autosomal  recessive  inherited  syn- 
drome can  develop  complete  heart  block 
and  die).  Nowthat  females  are  becoming 
more  involved  in  sports,  we  will  probably 
have  more  sudden  deaths  in  females  from 
the  prolapsed  mitral  valve  syndrome. 

Exposure  to  Fluorocarbons  as  a Risk  Factor 

Fluorocarbons  are  the  propellants  used 
for  almost  everything  sprayed  out  of  a 
can.  Even  some  asthma  nebulizers  have 
fluorocarbons  in  them.  These  are  cardiac 
toxins.  The  initial  idea  that  fluorocarbons 
are  inert  gases  is  no  longer  valid.  For  ex- 
ample, in  the  mouse,  during  15  seconds 
of  asphyxia  after  inhalation  of  propellant, 
there  was  sino-atrial  slowing,  PR  interval 
prolongation,  T wave  depression,  and  de- 
velopment of  2: 1 block.  Also,  in  beagles 
stressed  on  the  treadmill,  inhalation  of 
one  of  these  fluorocarbons  can  induce 
heart  block,  asystole,  and  death.  Deaths 
have  been  reported  as  a consequence  of 
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spraying  fluorocarbon  propellant  into  a 
plastic  or  paper  bag  and  then  inhaling  it 
from  the  bag.  It  is  not  likely  that  spraying 
the  fluorocarbon  from  an  entire  can  into 
a room  will  give  a high  enough  concentra- 
tion to  cause  death.  But  it  is  not  known  if 
there  is  an  additive  effect  that  might,  over 
years  of  use,  cause  cardiac  toxicity.  The 
fluorocarbons  in  the  nebulizers  that  asth- 
matics use  can  be  a definite  toxin  and  it 
has  been  suggested-^  that  the  epidemic 
of  asthma  deaths  that  occurred  in  England 
from  1960  to  1967  might  have  been 
caused  by  sensitization  of  the  heart  to 
cardiac  arrhythmias  by  the  fluorocarbons 
used  to  propel  bronchodilator  aerosols. 

Resuscitation 

In  the  Seattle  study  by  Schaffer  and 
Cobb,"  234  victims  who  went  into  ventri- 
cularfibrillation  outside  of  the  hospital 
were  successfully  resuscitated  and  dis- 
missed from  the  hospital,  and  one  had 
three  episodes  of  ventricular  fibrillation 
outside  the  hospital  and  survived.  The 
ambulance  drivers  in  Seattle  have  81 
hours  of  intensive  education  on  resusci- 
tation and  other  life-saving  measures; 
80,000  persons  in  Seattle  have  had  a three- 
hourcourse  in  cardiopulmonary  resusci- 
tation. Some  of  the  facts  from  Schaffer 
and  Cobb’s  work  are  that  sudden  death 
outside  the  hospital  is  the  fate  of  more 
than  half  the  people  who  die  of  iscTiemic 
heart  disease,  that  sudden  apparent  death 
is  a separate  and  distinguishable  syn- 
drome from  myocardial  infarction,  and 
that  sudden  apparent  death  need  not  be 
lethal. 

Prevention  and  Treatment 

In  1976,  approximately  28,000  Texans 
will  die  of  ischemic  heartdisease;  65% 


of  these  deaths  will  be  sudden  and  unex- 
pected. This  is  many  more  than  the  num- 
ber of  patients  dying  of  carcinoma.  This  is 
our  major  public  health  problem.  How 
are  we  to  deal  with  it? 

Certainly  one  of  the  most  dramatic  and 
aggressive  approaches  to  the  problem 
is  that  attempted  in  the  city  of  Seattle. 
Would  that  every  community  in  America 
could  emulate  the  track  record  of  this 
city  of  500,000  people.  There,  any  vic- 
tim of  sudden  apparent  death,  anywhere 
in  the  city  of  Seattle,  can  be  reached  with- 
in three  minutes.  This  is  a laudable 
achievement  because  theoretically  one  has 
but  four  minutes  from  onset  of  apparent 
death  until  irreparable  brain  damage  oc- 
curs. In  Seattle,  they  have  been  able 
to  resuscitate  about  45%  of  the  victims 
that  they  encounter  at  the  scene  and, 
ultimately,  25%  leave  the  hospital  alive. 

However,  not  every  community  in  Amer- 
ica can  hope  to  achieve  those  standards. 
Sometimes  just  the  geography  of  the  area 
prevents  it.  Houston  probably  leads  in 
Texas  as  far  as  speed  of  help  arriving  at 
the  scene  of  sudden  apparent  death  and 
instituting  appropriate  resuscitative  mea- 
sures. 

What  other  approaches  might  be  avail- 
able? 

We  are  woefully  neglectingthe  identi- 
fication of  the  individual  who  might  be 
prone  to  sudden  death.  We  have  to  look 
forthe  risk  factors  of  ischemic  heart 
disease. 

Checkingthe  cord  blood  of  all  newborn 
infants  for  hyperlipoproteinemia  is  the 
simple,  inexpensive  procedure  that  could 
be  done  routinely  and  might  provide  early 
identification  of  persons  at  high  risk. 

Medications  represent  another  possi- 
ble approach.  Several  studies  suggest 
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that  some  drugs  can  be  helpful  in  the  high- 
risk  individual — for  example,  the  patient 
who  has  recovered  from  a myocardial  in- 
farction and  now  has  premature  ventri- 
cular contractions.  In  England,  a con- 
trolled study-3  of  postmyocardial  infarc- 
tion patients  treated  with  the  beta-ad- 
renergic blocker,  alprenolol,  revealed  the 
mortality  rate  from  sudden  death  to  be 
3.8%  in  the  group  receiving  the  beta 
blocker,  and  10.1  % in  those  receiving 
placebo  (P<0.05)  after  two  years.  Thus, 
the  use  of  beta-adrenergic  blockers  after 
myocardial  infarction  might  significantly 
decrease  the  risk  of  sudden  death. 

Reports  from  abroad  suggest  that  di- 
phenylhydantoin  may  have  a beneficial  or 
protective  effect,  but  there  have  been  no 
controlled  studies.  One  other  drug,  mehexi- 
line,  shows  promise  and  may  be  released 
for  use  in  the  United  States  soon.  Chemi- 
cally, mehexiline  is  similarto  lidocaine 
and  can  betaken  orally  or  given  intra- 
venously. It  has  a potent  antiarrhythmic 
effect  on  the  heart  and  may  be  a pharma- 
cologic breakthrough  in  dealing  with  the 
difficult  problems  of  cardiac  arrhythmias. 

Does  the  surgeon  haveanythingto 
offer?  Two  independent  studies  in  Cali- 
fornia have  shown  that  there  is  a decrease 
in  incidence  of  sudden  death  in  patients 
after  saphenous  vein  bypass  grafts  to  the 
coronary  arteries  as  compared  to  patients 
treated  medically.  In  other  words,  the  in- 
creased longevity  now  being  demonstrated 
in  patients  who  undergo  successful 
saphenous  vein  bypass  grafting  of  the 
coronary  arteries  for  ischemic  heart  dis- 
ease may  be  due  to  the  decrease  in  the 
incidence  of  sudden  death  rather  than  to 
decrease  in  recurrent  myocardial  in- 
farction. 

Funds  are  needed  to  implement  more 
emergency  resuscitative  teams  through- 


out the  country.  This  is  a costly  proposi- 
tion, and  yet  the  amount  of  money  devoted 
to  this  problem  by  the  National  Institutes 
of  Health  is  minuscule  compared  to  the 
funds  going  for  cancer  research.  Cancer 
research  is  important,  but  proper  per- 
spective should  be  maintained.  We  need 
money  (1)  to  allow  communities  to  provide 
emergency  medical  care  such  as  Seattle 
and  Houston  have  done,  (2)  to  promote 
large  search  programs  to  identify  those 
persons  who  are  at  high  risk,  and  (3)  to 
support  research  aimed  at  understanding 
the  electrical  instability  of  the  heartthat 
leads  to  sudden  death  and  for  the  develop- 
ment of  better  drugs  to  prevent  cardiac 
arrhythmias. 
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The  sudden  infant  death  syndrome  (SIDS) 
is  the  leading  cause  of  infant  death  after 
the  newborn  period.  This  article  reviews 
the  epidemiology  of  SIDS  and  focuses  on 
recent  pathophysiologic  findings  related 
to  the  disease  etiology  and  potential  me- 
chanism of  death.  Estimates  of  the  inci- 
dence of  SIDS  by  race,  sex,  public  health 
region,  and  Standard  Metropolitan  Statis- 
tical Areas  in  Texas  were  prepared  using 
the  surrogate  method.This  method  permits 
estimates  of  the  incidence  of  SIDS  based 
upon  the  pattern  of  deaths  among  infants 
1-4  months  old.  Estimates  were  prepared 
from  Texas  mortality  records,  1969-1972. 

The  occurrence  of  sudden  infant  death  is 
one  of  the  most  traumatic  clinical  events 
that  a family  may  ever  experience.  The  un- 
expected and  inexplicable  nature  of  this 
tragedy  induces  feelings  of  guilt  and  blame 
between  the  parents  and  poses  difficult 
problems  for  the  attending  physician.  The 
fact  that  sudden  infant  death  is  the  leading 
cause  of  infant  mortality  after  the  first 
week  of  life  and  is  estimated  to  cause 
10,000  infant  deaths  per  year^  in  the  Unit- 
ed States  establishes  it  as  an  important 
pediatric  and  public  health  problem. 

This  article  briefly  reviews  the  epidem- 
iology of  the  sudden  infant  death  syndrome 
(SIDS)  and  presents  estimates  of  its  inci- 
dence in  Texas  between  1969-1972. 

SIDS  is  defined  as  “the  sudden  death  of 
any  infant  oryoung  child,  which  is  unex- 
pected by  history,  and  in  which  a thorough 
postmortem  examination  fails  to  demon- 
strate an  adequate  cause  for  death. 

While  termed  a “syndrome,”  it  is  not 
known  if  SIDS  comprises  one  or  a group  of 
diseases  whose  shared  characteristic  is  the 
manner  of  death. 

The  diagnosis  of  SIDS  is  made  by  exclu- 
sion of  other  possible  causes  of  death.  Of 


all  cases  of  sudden  or  unexpected  infant 
death,  approximately  15%  can  be  explain- 
ed through  autopsy  findings.  The  remain- 
ing 85%  do  not  reveal  any  significant 
postmortem  findings  and  are  designated 
as  SIDS. While  gross  pathological  find- 
ings are  insufficient  to  explain  the  cause  of 
death,  SIDS  victims  show  many  similarities 
atautopsy:2’5  (i)  normal  physical  develop- 
ment and  nutrition;  (2)  moderate  cyanosis 
with  maximal  expansion  of  the  lungs,  and 
minimal  to  moderate  degree  of  pulmonary 
congestion  and  edema;  some  agonal  as- 
piration of  vomitus  may  be  present;  (3)  in- 
trathoracic  petechiae  present  on  the  sur- 
face of  the  lungs,  thymus,  and  pericardi- 
um; (4)  small,  thin,  and  flat  adrenals  which 
show  no  sign  of  stress;  and  (5)  mild  to 
moderate  inflammation  of  the  upper  re- 
spiratory tract  in  half  of  the  cases. 

The  incidence  of  SIDS  isquitesimilar  in 
most  western  countries,  ranging  from  2 to 
3 per  1,000  live  births.  The  lowest  rates 
are  reported  by  Israel  and  the  Scandinavian 
countries,  0.3  deaths  per  1,000  live  births. 
No  data  are  available  from  developing 
nations.® 

Although  sudden  unexplained  deaths 
are  reported  up  to  2 years  of  age,  about 
90%  of  cases  occur  between  1 and  6 
months  of  age,  with  more  than  half  of  the 
cases  within  the  first  3 months  of  age.® 

This  peculiar  age  distribution  of  deaths  dif- 
fers from  other  causes  of  infant  mortality.'*’ 
There  is  general  agreement  that  SIDS 
shows  seasonal  fluctuations^’®-'^  with  more 
deaths  occurring  during  the  colder  winter 
months, although  the  mechanism  is  not 
clear.  Investigation  of  ambient  tempera- 
ture, wind  velocity,and  air  polluted  by  sul- 
fur dioxide  have  not  shown  an  independent 
association  with  SIDS.® 

Low  infant  birth  weight  has  been  shown 
to  be  associated  with  SIDS.*^’®’^-'^  Prema- 
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tures  and  infants  of  multiple  birth  have  a 
higher  SIDS  rate  and  there  is  a clear  de- 
cline in  risk  as  birth  weight  increases. 

The  SIDS  rate  was  almost  ten  times  greater 
in  babies  whose  birth  weight  was  3. 5-4.0 
pounds  compared  to  those  who  weighed 
7.5  and  8.5  pounds/  while  twins  had  three- 
fold and  triplets  sixfold  excess  risk  com- 
pared to  infants  of  single  live  births.'^  It  is 
thought  that  environmental  factors  are  im- 
portant in  the  etiology  of  SIDS  since  the 
age  at  death  is  similar  in  prematures  and 
term  infants.^’^-’^  Males  are  known  to  be  at 
higher  riskthan  females. This  probably 
reflects  the  excess  mortality  of  males  at  all 
ages  rather  than  a genetic  risk  inherent  to 
being  male.^ 

Several  studies  indicate  that  socioeco- 
nomic status  and  risk  of  SIDS  are  associat- 
ed because  a higher  incidence  occurs  in 
low-income  families. Since  blacks, 
Mexican-Americans  and  American  Indians 
have  a large  proportion  of  their  respective 
groups  in  the  lower  socioeconomic  cate- 
gories, they  also  have  higher  SIDS  rates, 
2.92  vs  1.74  vs  5.93/1,000  live  births, 
respectively,  compared  to  1.32/1,000  live 
births  in  whites.'^  Strimerand  associates^- 
found,  however,  that  racial  differences  in 

1.  Theories  of  causes  of  SIDS.^ 


A.  Extrinsic 

1.  Infanticide 

2.  Suffocation 

3.  Spinal  epidural  hemorrhage 

4.  Aspiration  of  gastric  contents 

5.  Climatic  changes 

6.  Hypothermia 

7.  Exogenous  hyperthermia 


B.  Nutritional  and  Metabolic 

1.  Rickets 

2.  Selenium,  vitamin  E deficiency 

3.  Scurvy 

4.  Renal  dysfunction 

5.  Magnesium  deficiency 

6.  Hypocalcemia 

7.  Vitamin  D deficiency 

8.  Acidosis 

9.  Hypokalemia 

10.  Subclinical  aminoacidopathy,  protein  overload 


C.  Endocrine 

1.  Adrenal  insufficiency 

2.  Parathyroid  insufficiency 

D.  Anatomical 

1.  Conduction  system  abnormality 

2.  Cartilage  in  conduction  system 

3.  Aspiration  of  malformed  uvula 

4.  Aspiration  of  edmatous  uvula 

5.  Collapse  of  trachea 

6.  Postinfectious  dislocation  of  atlas 

7.  Enlarged  thymus 

8.  Choanal  atresia 

9.  Positional  narrowing  of  airway 


E.  Immunologic 

1.  Anaphylaxis  to  intrauterine  infection 

2.  Anaphylaxis  to  cow's  milk 

3.  Immune  complex  disease 

4.  Reaction  to  immunization 

5.  Hyperimmunization,  "anti-antibody" 

6.  Anaphylaxis  to  nucleoprotein 

7.  Hypogammaglobulinemia 

8.  Anaphylaxis  to  house  dust  mites 


F.  Infectious 

1.  Streptococcal  sepsis 

2.  Bacterial  sepsis 

3.  Combined  bacterial  and  viral  infections 

4.  Conform  enteritis — endotoxemia 

5.  Staphylococcal  enteritis 

6.  Bacterial  pneumonia 

7.  Otitis  media 

8.  Laryngotracheobronchitis 

9.  Bronchiolitis 

10.  Besquamative  pneumonia 

11.  Interstitial  pneumonitis 

12.  Virus  infections 

13.  Cytomegalovirus  infection 


G.  Neurologic 

1.  Diving  reflex 

2.  Hypersensitive  carotid  sinus 

3.  Palato-glossal  reflex 

4.  Arrhythmia  due  to  autonomic  immaturity 

5.  Diving  reflex  or  laryngospasm  due  to  aspiration  of 
saliva 

6.  Apneic  spells 

7.  Laryngospasm 

8.  Vasovagal  reflex 

9.  Cervical  cord  lesion — "Ondine's  curse" 


H.  Miscellaneous 

1.  Cerebral  "red  substance" 

2.  Nasal  obstruction 

3.  Fibrinoid  laryngeal  necrosis 

4.  Hyperpyrexia 

5.  Pulmonary  thrombosis 

6.  Cerebral  edema 

7.  Deranged  eosinophile  function 

8.  Chromosomal  abnormalities 

9.  Maternal  methadone  addiction 

10.  Toxic  follicle  reaction 

11.  Vascular  injury 

12.  Myeloid  leukemia 

13.  Myocardial  electrolyte  disturbance 

14.  Genetic  cardiac  conduction  defect 

15.  Pulmonary  surfactant  deficiency 
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sudden  infant  deaths  disappear  within 
each  economic  grouping,  supportingthe 
notion  that  differences  in  incidence  are 
largely  a function  of  the  economic  status 
of  the  racial  groups.  Socioeconomic  status 
may  account  for  much  of  the  association 
between  low  birth  weight  and  SIDS,  since 
low  income  is  correlated  with  increased 
risk  of  premature  birth.^ 

Maternal  factors  have  shown  a correla- 
tion with  SIDS.  Mothers  of  SIDS  babies 
tend  to  be  young,  many  under  age  20,  with 
a tendency  to  higher  parity  than  mothers 
of  non-SIDS  babies.’^  Also,  mothers  who 
received  early  prenatal  care  are  at  less  risk 
of  having  a SIDS  baby  (1.04/1,000  live 
births)  compared  to  mothers  who  initiate 
prenatal  care  late  in  pregnancy  (3.57/ 
1,000  live  births)  orthose  having  no  pre- 
natal care  at  all  (4.4/1,000  live  births). 

The  reasons  forthese  associations  are  not 
yet  clear.** 

Approximately  2%  of  families  who  lose 
one  infant  to  SIDS  will  lose  a second,  which 
is  fourto  seven  times  greater  incidence 
than  the  random  risk  of  an  SIDS  death  in 
the  general  population.**  This  risk  is  smaller 
than  expected  if  the  disease  trait  was  in- 
herited in  accord  with  mendelian  princi- 
ples, and  SIDS  therefore  is  not  primarily  a 
genetic  disorder.^’^  **  Although  it  is  pos- 
sible that  genetic  factors  may  be  causally 
related  to  the  increased  risk  in  certain 
families,  current  knowledge  and  research 
methods  are  not  sensitive  enough  to  dis- 
cern the  ways  in  which  genetic  and  environ- 
mental factors  may  interact  in  the  etiology 
of  SIDS.  Although  second  SIDS  events  have 
been  observed  in  the  same  family,  investi- 
gations have  not  revealed  a tendency  for 
SIDS  to  cluster  either  in  time  or  space,  as  is 
seen  in  epidemics  of  infectious  diseases.^ 

Unlike  otherfatal  events  in  infants,  SIDS 
deaths  occur  mostly  at  night^  *^  and  are 


related  to  sleep,  prompting  the  term  “crib 
death.”  Although  many  victims  experienc- 
ed an  upper  respiratory  infection  several 
days  earlier,  almost  all  were  apparently  in 
good  health  at  the  time  of  death.  Death 
occurs  silently  with  no  outcry  being  heard, 
although  the  peculiar  positions  in  which 
many  victims  are  found  suggests  that  there 
may  be  vigorous  activity  priorto  death.^ 

A great  many  theories  have  attempted 
to  explain  the  etiology  and  mechanism  of 
SIDS.  Fig  1 lists  hypotheses  which  have 
been  suggested.^  While  earlier  attempts  to 
show  an  infectious  disease  etiology  were 
unsuccessful,  recent  studies  support  the 
notion  that  viral  agents  may  play  a role  in 
the  pathogenesis.*’*®  The  manner  is  not  yet 
clear  since  a variety  of  agents  rather  than  a 
single  organism  have  been  implicated.*® 
Two  theories  are  currently  prominent. 
James*®  observed  histologic  variation  in 
the  bundle  of  His  and  the  atrioventricular 
node  of  SIDS  victims,  and  has  suggested 
that  these  might  initiate  fatal  cardiac 
arrhythmias.  However,  Valdez-Dapena  was 
unable  to  replicate  this  finding,  and  sug- 
gested that  the  histologic  findings  depend 
upon  subjective  interpretation. Recently, 
Maron  and  others-*  determined  that  par- 
ents of  SIDS  victims  had  prolonged  QT  in- 
tervals on  electrocardiographic  tracings, 
and  a substantial  proportion  (40%)  of  the 
SIDS  victims  had  a similar  ECG  pattern, 
suggesting  a hereditary  abnormality  in 
cardiac  function.  The  finding  has  not  been 
corroborated  through  other  studies. 

The  second  theory  isthat  SIDS  is  related 
to  apnea  and  sleep.  Steinschneider^^ 
studied  five  infants  who  had  cyanotic  and 
apneic  episodes.  He  observed  that  frequent 
periods  of  apnea  occurring  during  REM 
sleep  are  normal  to  early  infancy,  and  they 
coincide  with  the  peak  ages  of  SIDS  and 
decrease  later  in  infancy.  Not  all  apnea 
was  normal,  however,  because  some  pe- 
riods were  prolonged,  required  resuscita- 
tion and  were  frequently  associated  with 
an  upper  respiratory  infection.  Subse- 
quently, two  of  the  infants  died  of  SIDS. 

This  theory  seems  to  be  supported  by  find- 
ings from  recent  studies.  Previously,  little 
was  known  about  SIDS  victims  except  that 
they  appeared  to  be  normally  developed  in- 
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fants.  Recent  evidence  suggests  that  this 
may  not  be  true.  Naeye-^’^^  has  demon- 
strated specific  anatomic  and  physiologic 
differences  between  SIDS  victims  and  in- 
fants dying  of  other  causes:  (1)  the  pul- 
monary arteries  of  SIDS  babies  were  thick- 
er; (2)  the  periadrenal  tissue  of  SIDS 
babies  showed  more  brown  fat;  (3)  the 
liver  of  SIDS  babies  contained  more  red 
blood  cells;  and  (4)  the  muscle  of  the  right 
ventricle  was  thicker  in  SIDS  victims. 

These  findings  are  “consistent  with  the 
type  of  abnormalities  commonly  associat- 
ed with  chronic  alveolar  hypoxia,’’  lending 
credence  to  the  theory  that  apnea  is  impli- 
cated in  the  final  pathway  leadingto  death. 
Naeye  also  studied  the  birth  records  of  in- 
fants who  died  from  among  a cohort  of 
over  50,000  births.  He  noted  that  infants 
who  became  SIDS  victims  had  lower  Apgar 
scores,  more  neurologic  and  feeding  diffi- 
culty and  more  respiratory  distress  during 
the  neonatal  period  than  infants  dyingfrom 
other  causes. Naeye-^  and  Peterson^o 
have  shown  that  SIDS  babies  also  had  less 
satisfactory  postneonatal  growth  and  de- 
velopment than  normal  infants.  At  birth, 
SIDS  victims  were  in  the  40th  percentile  of 
height/weight,  while  at  death  they  were  in 
the  20th  percentile. 

Other  differences  between  SIDS  and 
normal  infants  were  found  through  retro- 
spective review  of  prenatal  and  postnatal 
records  of  infants  who  subsequently  died 
from  SIDS.  SIDS  victims  demonstrated  (1) 
abrupt  changes  in  fetal  heart  rate  consist- 
ent with  diagnosis  of  umbilical  cord  com- 
pression;“5  (2)  shorter,  weaker,  and  less 
robust  cry  during  stressful  and  nonstress- 
ful situations  compared  to  surviving  in- 
fants;-**  and  (3)  poorer  autonomic  control 
and  less  ability  to  adapt  to  different  phy- 
siologic challenges  than  their  surviving 
cohorts. 

All  of  these  findings  are  consistent  with 
the  theory  that  SIDS  babies  experience 
chronic  alveolar  hypoxia,  possibly  due  to 
brain  dysfunction, and  therefore  may  be 
less  able  to  maintain  normal  respiratory 
function  particularly  duringthe  apneic  pe- 
riods which  occur  during  sleep.  It  is  likely 
that  cardiac  dysfunction  (secondary  to  hy- 


poxia) and  apnea  function  together  in  the 
final  pathway  leading todeath.-® 

The  epidemiologic  study  of  SIDS  through 
routine  review  of  death  records  is  limited 
because  of  clinical  error  in  correctly  deter- 
mining cause  of  death,  and  because  death 
is  frequently  misassigned  to  respiratory 
causes  such  as  acute  interstitial  pneumoni- 
tis, pulmonary  edema  and  bronchopneu- 
monia.Special  studies  requiring 
linkage  of  birth  and  death  records'  and  re- 
view of  autopsy  material  have  been  neces- 
sary to  determine  the  incidence  and  de- 
scribe the  demographic  and  epidemiologic 
components  of  SIDS.^^-^^ 

These  techniques  have  been  used  be- 
cause there  was  no  specific  code  for  de- 
signating SIDS  deaths  in  the  International 
Classification  of  Diseases  Adapted  (ICDA) 
prior  to  1973.28  In  that  year  the  ICDA 
modified  its  coding  procedure  and  SIDS 
appears  as  a specific  category  for  deaths 
in  1974  and  1975. 

In  1964  the  state  of  Washington  passed 
legislation  requiring  autopsy  in  all  suspect- 
ed SIDS  cases. 1018  Peterson  and  his  asso- 
ciates developed  the  surrogate  method,  an 
indirecttechnique  using  vital  statistics  to 
estimate  the  incidence  of  SIDS.i^  Since 
most  cases  of  SIDS  occur  between  1-4 
months  of  age,  the  number  of  such  deaths 
in  this  age  group  may  serve  as  a surrogate 
for  the  actual  infant  mortality  from  SIDS. 

Review  of  1,913  infant  deaths  in  King 
County  between  1968  and  1972  revealed 
that  48%  of  deaths  to  infants  1-4  months 
of  age  resulted  from  SIDS,  and  the  remain- 
der from  congenital  anomalies,  birth  in- 
juries, and  all  other  causes.  Peterson  and 
associates  suggested  that  using  48%  of  all 
deaths  among  infants  1-4  months  old  per 
1,000  live  births  peryearwould  provide 
a reliable  estimate  of  the  incidence  of 
SIDS.  A more  sensitive  estimate  was  pos- 
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sible  for  white  infants,  since  congenital 
anomalies  and  birth  injuries  were  likely  to 
be  correctly  diagnosed  and  deaths  from 
those  causes  could  be  disregarded  as  po- 
tential SIDS  deaths.  Amongthe  deaths  re- 
maining after  removal  of  these  categories 
among  whites  between  1-4  months  of  age, 
71  % were  attributable  to  SIDS.  The  inci- 
dence was  estimated  as  71  % of  the  deaths 
otherthan  congenital  malformations  and 
birth  injuries  (ICDA  code  740-779)  per 
1,000  live  births.  The  surrogate  method  is 


the  best  available  epidemiologic  technique 
for  estimation  of  incidence  of  SIDS,  and 
may  be  used  to  compare  incidence  in  dif- 
ferent areas.-® 

Methods 

Information  from  Texas’  1969-1972  death 
certificates  was  provided  by  the  Texas  De- 
partment of  Health  Resources. 

All  deaths  of  infants  1-4  months  of  age 
occurring  between  1969-1972  were  ex- 
tracted according  to  race  and  cause  of 
death  as  coded  in  the  International  Classifi- 
cation of  Diseases,  8th  revision,  1968.  SIDS 
deaths  for  blacks  were  estimated  as  48% 
of  deaths  from  all  causes,  and  for  whites 
as  71  % of  deaths  excludingthose  coded 
as  congenital  anomalies  and  birth  injuries. 
The  “white”  category  includes  infants  with 
Spanish  surnames  and  other  nonwhites 


White  ^ Black x 

ICDA  Category  Mo,  Deaths  % No.  Deaths  % 


000-139 

Infective  and  parasitic  disease 

267 

12.1 

95 

11.3 

140-239 

Neoplasms 

12 

0.5 

2 

0.2 

240-279 

Endocrine,  nutritional  and  metabolic  diseases 

33 

1.5 

16 

1.9 

280-289 

Diseases  of  blood  and  blood  forming  organs 

7 

0.3 

5 

0.6 

290-315 

Mental  disorders 

3 

0.1 

0 

0 

320-389 

Diseases  of  the  nervous  system  and  sense  organs 

82 

3.7 

33 

3.9 

390-458 

Diseases  of  the  circulatory  system 

47 

2.1 

32 

3.8 

460-519 

Diseases  of  the  respiratory  system 

616 

27.9 

305 

36.3 

520-577 

Diseases  of  the  digestive  system 

51 

2.3 

16 

1.9 

580-629 

Diseases  of  the  genitourinary  system 

8 

0.4 

2 

0.2 

680-709 

Diseases  of  the  skin  and  subcutaneous  tissue 

4 

0.2 

0 

0 

740-779 

Congenital  anomalies,  birth  injuries 

558 

25.2 

92 

10.9 

780-796 

Symptoms  and  ill-defined  conditions 

230 

10.4 

133 

15.8 

800-999 

Accidents,  poisonings,  and  violence 

292 

13.2 

110 

13.1 

Total 

2,210 

100.0 

841 

100.0 

Source:  Texas  Department  of  Health  Resources  mortality  records,  1969-1972. 

2.  Distribution  of  SIDS  deaths  by  category  and  race  among  Texas  infants  age  1-4  months,  1969-1972 . 


3.  Estimated  incidence  of  SIDS  per  1,000  live  births  by  race  and  sex.  Texas  infants  age  1-4  months, 
1969-1972. 


, Total X 

, — White  Male — x — White  Female — x — Black  Male — x < — Black  Female — x White  Black 

Year  No.  SIDS*  No,  SIDS*  No.  SIDSt  No.  SIDSt  SIDS  SIDS 

Deaths  Rate  Deaths  Rate  Deaths  Rate  Deaths  Rate  Rate  Rate 


1969 

270 

1.99 

176 

1.36 

138 

4.07 

104 

3.09 

1.68 

3.58 

1970 

246 

1.73 

182 

1.36 

133 

3.63 

90 

2.54 

1.55 

3.09 

1971 

233 

1.66 

197 

1.48 

114 

3.08 

89 

2.49 

1.57 

2.79 

1972 

247 

1.89 

163 

1.31 

95 

2.68 

78 

2.26 

1.60 

2.47 

Totals 

996 

1.84 

718 

1.38 

480 

3.35 

361 

2.59 

1.61 

2.98 

‘Estimates  represent  71%  of  deaths  in  infants  ages  1-4  months  excluding  congenital  anomalies  and  birth  injuries. 
tEstimates  represent  48%  of  deaths  from  all  causes  in  infants  ages  1-4  months.'^ 

Source;  Texas  Department  of  Health  Resources  mortality  records  1969,  1972. 
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since  that  format  is  used  in  theTexas  Vital 
Statistics^®  annual  reports.  The  net  effect 
is  that  estimates  for  whites  are  slightly 
higher  than  expected  in  areas  where  a large 
proportion  of  the  population  is  Mexican- 
American.  Indians  and  Orientals  contribute 
about  1 % of  births  and  infant  deaths,  and 
their  effect  on  the  estimates  is  negligible. 
Certain  estimates  have  been  weighted  to 
reflect  the  differences  in  ethnic  distribu- 
tions of  various  sections  of  Texas.  These 
estimates  also  reflect  the  greater  risk 
known  to  be  associated  with  Mexican- 
American  and  black  populations.'^ 

Estimated  incidence  by  race,  sex,  public 
health  region,  and  Standard  Metropolitan 
Statistical  Areas  (SMSA)  were  calculated. 
Estimates  by  county  were  not  attempted 
because  many  rural  counties  do  not  have 


enough  births  or  infant  deaths  to  give  re- 
liable estimates. 

Results 

Fig  2 shows  the  distribution  of  causes  of 
deaths  by  category  and  race  for  infants  of 
ages  1-4  months  between  1969-1972.  Dis- 
eases of  the  respiratory  system  comprised 
the  largest  group  of  deaths  for  both  whites 
and  blacks.  Other  leading  categories  in- 


4.  Rank  order  of  estimated  annual  incidence  of  SIDS  per  1,000  live  births  by  race,  sex,  and  public 
health  region.  Texas  infants  age  1-4  months,  1969-1972. 


White  Male . ^ Black  Male , — White  Female v / Black  Female 


Region 

Rate 

SE 

Region 

Rate 

SE 

Region 

Rate 

SE 

Region 

Rate 

SE 

2 

2.33 

0.12 

1 

6.22 

2.45 

4 

2.48 

0.30 

1 

6.33 

2.95 

10 

2.33 

0.26 

2 

5.49 

0.90 

10 

1.86 

0.13 

2 

4.60 

0.84 

4 

2.28 

0.38 

6 

4.56 

0.78 

2 

1.82 

0.10 

4 

4.60 

1.70 

9 

2.19 

0.26 

7 

3.98 

0.46 

9 

1.56 

0.14 

7 

3.42 

0.38 

1 

2.09 

0.54 

3 

3.77 

2.19 

6 

1.55 

0.24 

6 

2.79 

0.27 

8 

1.64 

0.13 

4 

3.32 

1.25 

3 

1.32 

0.06 

5 

2.52 

0.26 

6 

1.62 

0.07 

5 

3.19 

0.47 

7 

1.24 

0.11 

10 

2.49 

1.00 

5 

1.60 

0.08 

10 

3.08 

1.83 

8 

1.12 

0.06 

9 

2.49 

0.66 

7 

1.36 

0.25 

8 

2.91 

0.18 

1 

1.09 

0.27 

8 

2.06 

0.19 

3 

1.16 

0.29 

9 

2.00 

0.79 

5 

1.06 

0.05 

3 

1.94 

1.13 

Total 

1.84 

0.24 

3.35 

1.13 

1.38 

0.15 

2.59 

0.94 

SE:  Standard  error 


5.  Estimated  annual  incidence  of  SIDS  per 
1,000  live  births  by  sex  and  region.  White  Texas 
infants  age  1-4  months,  1969-1972. 


6.  Estimated  annual  incidence  of  SIDS  per 
1,000  live  births  by  sex  and  region.  Black  Texas 
infants  age  1-4  months,  1969-1972. 
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eluded  congenital  anomalies  and  birth  in- 
juries; accidents,  poisonings,  and  violence; 
infective  and  parasitic  diseases;  and 
symptoms  and  ill  defined  conditions. 

Fig  3 shows  the  estimated  SIDS  inci- 
dence per  1,000  live  births  by  race,  sex, 
and  year.  The  rates  for  males  exceed  those 
for  females  in  both  races,  and  blacks  of 
both  sexes  had  higher  rates  than  whites. 
There  was  an  overall  decline  in  the  rates 
between  1969-1972.  Rates  in  whites  de- 
clined 4.8%  from  1.68  to  1.60  per  1,000 
live  births,  and  rates  in  blacks  declined 
31  % from  3.58  to  2.47/1,000  live  births. 
In  both  races,  the  decrease  in  rates  for 
males  exceeded  that  for  females. 

Fig  4 shows  the  rank  order  of  the  esti- 
mated annual  incidence  of  SIDS  among  in- 
fants 1-4  months  of  age  per  1,000  live 
births  by  race,  sex,  and  public  health  re- 
gion. The  regions  are  ranked  in  decreasing 
order  of  incidence.  Figs  5 and  6 graphically 
depict  the  data  for  white  and  black  infants, 
respectively.  For  white  infants,  regions  2, 
10,  and  4 had  the  highest  rates  for  both 
sexes,  while  regions  1 and  2 were  highest 
for  black  infants  of  both  sexes.  Lowest 
rates  were  not  consistently  associated  with 
any  region  although  regions  3,  8,  and  9 
were  among  the  lowest  in  at  least  two  of  the 
four  race-sex  groups. 

Peterson^'^  has  shown  that  the  incidence 
of  SIDS  is  similar  in  climatically  different 
areas.  The  higher  rates  in  northern  regions 
(1,  2,  and  4)  probably  reflect  their  rural 
character  rather  than  their  climate,  al- 
though it  is  possible  that  the  higher  eleva- 
tion in  regions  1 and  2 may  precipitate 
death  in  potential  SIDS  victims.  In  more 
urbanized  areas  in  the  southern  part  of  the 
state  (regions  3,  8,  and  9),  the  rates  are 
lower.  It  is  difficult  to  know  whether  the 
lower  rates  in  the  more  urban  regions  ac- 
tually imply  lower  risk  of  SIDS,  or  whether 


they  reflect  underreporting  of  infant  deaths 
in  border  areas  (region  3);  better  health 
care  or  diagnostic  skill  in  populated  re- 
gions with  more  medical  services  (regions 
8 and  9);  or  are  the  end  result  of  a complex 
self-selection  process  leading  to  concen- 
tration of  low-risk  infants  in  some  areas 
and  high-risk  infants  in  others. 

Fig  7 shows  the  estimated  incidence  per 
1,000  live  births  between  1969-1972 
among  infants  1-4  months  old  by  race  and 
SMSA.  The  estimates  reflect  the  proportion 
of  infants  with  Spanish  surnames  in  the 
appropriate  SMSA.  The  ten  largest  SMSAs 
in  Texas  include  the  following  urban  cen- 
ters and  the  surrounding  counties  as  as- 
signed by  the  1970  census: 

1.  Dallas-Fort  Worth:  Collin,  Dallas, 
Denton,  Ellis,  Hood,  Kaufman,  Johnson, 
Parker,  Rockwall,  Tarrant,  and  Wise 
Counties. 

2.  Houston:  Brazoria,  Fort  Bend,  Harris, 
Liberty,  Montgomery,  and  Waller  Counties. 

3.  San  Antonio:  Bexar,  Comal,  and 
Guadalupe  Counties. 

4.  El  Paso:  El  Paso  County. 

5.  Beaumont-Port  Arthur-Orange: 
Hardin,  Jefferson,  and  Orange  Counties. 

6.  Austin:  Hays  and  T ravis  Counties. 

7.  Corpus  Christi:  Nueces  and  San 
Patricio  Counties. 

8.  McAllen-Pharr-Edinburg:  Hidalgo 
County. 

9.  Lubbock:  Lubbock  County. 

10.  Galveston-Texas  City:  Galveston 
County. 

McAllen-Pharr-Edinburg  and  Lubbock 
had  the  highest,  and  Beaumont-Port 
Arthur-Orange  and  Galveston  the  lowest 
estimated  rates  for  whites.  Lubbock  and 
Austin  had  the  highest,  while  San  Antonio 
and  the  Houston,  Beaumont-Port  Arthur- 
Orange  areas  had  the  lowest  rates  for  black 
infants. 

Fig  8 provides  the  number  of  estimated 
annual  SIDS  deaths  among  infants  1-4 
months  old  by  race  and  sex  in  each  of  the 
public  health  regions  and  largest  SMSA 
centers  in  Texas.  Since  SIDS  deaths  in  this 
age  group  comprise  80-85%  of  SIDS 
deaths  in  infants  under  1 yearof  age,^'^'^ 
the  total  number  of  expected  annual  deaths 
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between  1969  and  1972  would  be  larger 
than  that  given. 

The  reader  may  wonder  if  these  esti- 
mates can  be  extrapolated  to  the  current 
year.  It  is  likely  that  the  estimates  given  in 
Fig  8 reasonably  approximate  the  current 
SIDS  incidence  in  Texas  for  infants  under 
1 year  old.  This  would  betrue  if  one  as- 
sumes that  the  trend  toward  fewer  SIDS 
deaths  noted  in  Fig  3 and  by  other  inves- 


7.  Estimated  incidence  of  SIDS  per  1,000  live  births  by  race  and  Standard  Metropolitan  Statistical 
Area.  Texas  infants  age  1-4  months,  1969-1972. 


SMSA 

White 

Black 

Lubbock 

1.86 

3.64 

El  Paso 

1.20 

2.83 

Dailas-Fort  Worth 

1.33 

2.81 

Austin 

1.60 

3.58 

Houston 

1.35 

2.41 

Beaumont-Port  Arthur-Orange 

1.12 

2.41 

Galveston 

1.17 

2.62 

San  Antonio 

1.76 

2.36 

Corpus  Christ! 

1.83 

2.69 

McAllen-Pharr- Ed  inburg 

2.53 

0 

8.  Estimated  annual  deaths  from  SIDS  by  sex,  race, 
SMSAs.  Texas  infants  age  1-4  months,  1969-1972. 

and  public  health  regions  and  by  ten  largest 

tl  ..1.  . r rN.  1 

Public  Health 
Regions 

Both 

Sexes 

White* 

Black 

White*  Black 

r \ OtuI  ^ 

Males  Females 

1 

6 

1 

3 

1 

7 

4 

11 

2 

14 

3 

10 

2 

17 

12 

29 

3 

6 

1 

7 

0 

7 

7 

14 

4 

7 

1 

7 

1 

8 

8 

16 

5 

37 

16 

23 

18 

53 

41 

94 

6 

13 

7 

12 

5 

20 

17 

37 

7 

7 

9 

6 

7 

16 

13 

29 

8 

35 

19 

23 

13 

54 

36 

90 

9 

26 

1 

18 

2 

27 

20 

47 

10 

27 

1 

20 

1 

28 

21 

49 

Total 

178 

59 

129 

50 

237 

179 

414 

SMSA 

Lubbock 

4 

1 

2 

1 

5 

3 

8 

El  Paso 

5 

1 

6 

0 

6 

6 

12 

Dallas-Fort  Worth 

33 

12 

18 

13 

45 

31 

76 

San  Antonio 

25 

1 

17 

2 

26 

19 

45 

Austin 

5 

2 

4 

1 

7 

5 

12 

Houston 

26 

14 

17 

10 

40 

27 

67 

Galveston 

2 

1 

1 

1 

3 

2 

5 

Beaumont-Port 

Arthur-Orange 

3 

2 

2 

2 

5 

4 

9 

Corpus  Christ! 

7 

1 

5 

0 

8 

5 

13 

McAllen-Pharr- 

Edinburg 

8 

0 

6 

0 

8 

6 

14 

‘Weighted  by  the  proportion  of  infants  with  Spanish  surnames. 
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tigators,®  continued  between  1972  and 
1976,  and  if  the  decrease  was  approxi- 
mately equal  to  the  number  of  SIDS  deaths 
occurring  in  infants  between  4 months  and 
1 yearold  (equivalentto  15-20%  of  total 
SIDS  deaths),  and  the  pattern  of  infant 
deaths  remained  the  same  over  the  interval 
of  time. 

We  hope  that  these  estimates  may  serve 
as  a useful  guide  to  the  extent  and  distribu- 
tion of  SIDS  in  Texas,  and  that  they  will 
help  clinicians,  public  health  workers, 
counselors  and  others  who  care  for,  locate, 
or  assist  families  stricken  with  the  tragedy 
of  a sudden  infant  death. 
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Stressful  doctor-patient  relationships 


John  P.  Vanderpool,  MD 

Intense  and  prolonged  stress  has  power- 
ful and  often  destructive  effects.  Re- 
searchers have  demonstrated  that  those 
persons  who  encounter  too  many  stress- 
ful life  events  in  too  short  a period  of  time 
are  more  likely  to  contract  serious  dis- 
eases, includingsuch  divergent  conditions 
as  myocardial  infarction,  depression,  and 
tuberculosis.^ 

“Life  changes”  is  a term  now  used  to 
describe  events  such  as  death  of  the 
spouse,  demotion,  taking  important 
exams,  moving  to  another  city,  or  anything 
that  forces  a person  to  change  or  adapt. 
Generally,  personal  events  that  involve 
loss  require  greater  adaptation  and,  on  a 
scale  devised  to  quantify  stress,  are  given 
more  stress  points  (death  of  spouse  rates 
100).  A person  who  accumulates  more 
than  200  points  within  two  years  is  con- 
sidered to  be  in  jeopardy.  Physicians  are 
no  exception.^ 

Illness  is  only  one  of  the  results  of  too 
much  stress.  The  stressed  person  who 
regularly  experiences  a discrepancy  be- 
tween the  demands  placed  upon  him  and 
what  he  feels  he  can  give  in  return,  will  be 
more  physically  exhausted,  less  mentally 
alert,  less  able  to  enjoy  his  work,  more 
likely  to  feel  (and  be)  harassed  by  the 
“pressures  of  life.”  Such  is  the  case  with 
many  physicians. 

I think  that  difficult  patients  are  one 
important  source  of  physicians’  stress. 
“Difficult  patients”  as  used  in  this  article 
describes  those  patients  who,  because  of 
their  behavior  or  condition,  strain  the  re- 
lationship or  “get  to”  the  doctor  and 
cause  him  greater  stress  than  he  already 
has.  Even  one  such  patient  can  be  trouble- 
some enough — for  example,  one  who  re- 
peatedly calls  night  and  day — and  a num- 
ber of  such  patients  can  be  devastating. 


The  purpose  of  this  article  is  to  increase 
the  physician’s  awareness  of  the  stress 
that  difficult  patients  place  upon  him, 
and  to  help  him  understand  the  problems 
that  such  patients  present  so  that  they 
can  be  more  easily  managed.  What  sorts 
of  patients  cause  greatest  stress  on  phy- 
sicians? How  do  physicians  add  to  the 
stress?  What  can  be  done  about  the  prob- 
lem? 

The  Doctor-Patient  Relationship 

The  doctor-patient  relationship  is  basical- 
ly a contractual  agreement  between  two 
parties  who  distinct  roles  mVr\\r\  the 
framework  of  certain  crucial  human  emo- 
tions. Each  of  these  three  components 
(role,  contract,  human  emotion)  needs 
clarification  and  explanation  so  that  this 
relationship  can  be  fully  understood. 

Role 

The  role  of  the  doctor  is  that  of  profes- 
sional who  gives  medical  care.  As  a pro- 
fessional, he  is  expected  to  be  the 
authority,  to  be  knowledgeable,  skillful, 
understanding,  objective,  and  ableto  help 
(competent).  In  contrast,  the  role  of  the 
patient  is  that  of  one  who  is  in  need  of 
medical  services.  Often  sick  and  debili- 
tated, the  patient  is  not  expected  to  know 
what  iswrongwith  him  or  how  to  treat 
himself.  He  is  the  receiver-of-medical- 
care  who  looks  to  the  doctor  for  help. 

When  medical  care  is  being  given,  the 
two  parties  need  to  stay  in  their  roles, 
since  the  purpose  of  such  roles  is  to 
maximize  the  possibility  that  high  quality 
medical  care  be  given.  If,  forexample, 
the  doctor  gets  out  of  his  role  and  becomes 
a “buddy”  to  his  patient,  he  risks  losing 
his  objectivity  and  his  professionalism, 
which  reduces  the  possibility  that  he  can, 
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with  a calm  head,  accurately  assess  the 
patient’s  condition  and  make  the  some- 
times crucial  decisions  that  he  is  called 
upon  to  make. 

Contract 

Understanding  the  contractual  agreement 
between  doctor  and  patient  is  absolutely 
essential  in  order  to  conceptualize  their 
relationship  clearly. 

The  contract  between  a doctor  and  his 
patient,  though  unwritten,  contains  all  of 
the  components  of  a rational  business 
contract  between  two  parties:  (1)  the  in- 
tention is  plain,  (2)  two  distinct  acts  are 
performed  (making  an  offer,  accepting 
the  offer),  (3)  each  party  realizes  some- 
thing out  of  the  contract,  (4)  the  parties’ 
minds  are  in  accord,  (5)  the  parties  accept 
responsibility  fortheir  part  of  the  con- 
tract, (6)  discharging  of  the  contract  is 
plainly  discernible,  and  (7)  breach  of  con- 
tract is  also  discernible. 

Applyingthis  information  about  pro- 
fessional contracts  in  general  to  the  doc- 
tor-patient contract  in  particular,  the 
doctor-patient  contract  has  plain  intention 
(medical  services),  involves  two  distinct 
acts  (the  doctor  offers  medical  services 
and  the  patient  accepts),  and  each  party 
realizes  something  out  of  the  contract 
(the  patient  receives  medical  service  and 
the  doctor  receives  his  fee).  Their  minds 
are  in  accord  (the  doctor  and  patient  agree 
on  the  services  to  be  provided),  and  each 
accepts  responsibility  forhis  partofthe 
contract  (the  doctor  for  the  medical 
services,  the  patient  for  cooperating  with 
the  doctor  and  paying  his  fee).  The  con- 
tract is  discharged  when  the  agreed-upon 
treatment  is  completed  and  the  doctor  is 
paid.  Breach  of  contract  can  be  clearly 
discerned  when  the  doctor  fails  to  render 


agreed-upon  treatment  or  when  the  pa- 
tient refuses  to  cooperate  or  refuses  to 
pay. 

It  is  easy  to  see  in  terms  of  a contractual 
arrangement  how  certain  situations  strain 
the  doctor-patient  relationship:  When  the 
patient  does  not  pay  the  physician,  he 
violates  the  contract  and  creates  in  the 
doctor  a justifiable  feeling  of  having  been 
cheated.  When  the  doctor  and  patient 
have  not  agreed  on  the  specific  medical 
services  to  be  provided,  one  may  feel  he 
has  done  his  duty,  whereas  the  other  feels 
he  has  not  been  given  what  he  came  for. 

Irrational  features,  in  addition,  often 
strain  even  the  best  of  doctor-patient  con- 
tracts. Rationally  speaking,  the  doctor- 
patient  contract  has  limits  and  boundaries; 
the  contract  begins  when  the  doctor  and 
patient  agree  upon  the  specific  kind  of 
medical  services  to  be  given  and  ends 
when  such  services  have  been  completed. 
With  human  nature  as  it  is,  however,  irra- 
tional features  (covert  goals,  magical  ex- 
pectations, and  wishful  fantasies)  begin 
to  creep  in  and  an  agreed-upon,  rational, 
limited  contract  can  quickly  be  subverted. 
This  distortion  of  the  contract  is  a particu- 
lar hazard  in  difficult  doctor-patient  rela- 
tionships. For  example,  thedoctorwho 
treats  a young  patient  who  has  acute  leu- 
kemia has  a difficult  task  at  best.  He  hopes 
to  get  his  patient  in  remission.  He  also 
hopes  to  cure  this  patient.  He  wishes  that 
his  patient  would  neverdie.  His  patient 
also  hopes  for  remission.  He  also  hopes 
that  he  can  be  cured.  He  wishes,  too,  that 
he  will  never  have  to  die.  Almost  invari- 
ably, as  such  a patient  begins  to  show  the 
signs  of  incurability,  his  physician  makes 
fewer  visits.  (Who  wants  to  face  death  and 
his  own  limitations?)  The  patient  becomes 
depressed  or  angry  or  both,  particularly 
if  he  does  not  believe  in  an  afterlife,  for 
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what  patient  wants  to  die?  The  anger  may 
be  directed  at  the  doctor  since  he  did  not 
cure  the  patient,  even  though  the  doctor 
never  promised  to  do  so. 

These  irrational  features  need  to  be 
recognized  as  important.  Complex  in  na- 
ture and  ever  present,  they  are  often  a 
source  of  help  as  well  as  a source  of  prob- 
lems; hope  rides  upon  them,  as  does 
optimism.  It  is  not  uncommon  for  patients 
to  see  their  doctor  in  an  unrealistic  role, 
as  an  all-powerful  and  all-knowing  semi- 
deity who  can  magically  remove  the  pain- 
ful conditions  of  life. 

Human  Emotion 

The  doctor-patient  relationship  is  subject 
to  most  of  the  emotions  that  exist  between 
people:  anger,  envy,  joy,  sadness,  lust, 
care,  boredom,  and  so  on.  Some  of  these 
emotions  must  be  limited  if  the  relation- 
ship is  to  be  a good,  working  one.  Ob- 
viously if  anger  is  too  intense  or  lust  too 
strong,  the  relationship  will  become  un- 
workable. The  word  “work”  is  crucial. 
Emotions  which  assist  the  work  and  the 
effective  discharge  of  the  central  task 
include  “professional”  kinds  of  emotions: 
respect,  concern,  understanding,  trust. 
Such  emotions  add  to  the  quality  of  the 
relationship,  assist  in  establishing  rap- 
port, and  even  aid  in  curingthe  patient. 
For  example,  the  physician  who  stays  in 
roleand  establishes  a clear  contract  with 
a new  cancer  patient  but  fails  to  convey 
human  concern  for  him  risks  losingthe 
patient  because,  in  this  situation,  the 
emotional  interchange  between  the  doc- 
tor and  his  new  and  often  frightened  pa- 
tient is  more  important  than  the  other 
aspects  of  the  relationship. 


Difficult  Patients 

Each  physician  has  his  or  her  own  way 
of  feeling  and  behaving,  and  at  times  will 
have  a highly  individualized  reaction  to  a 
given  patient.  This  kind  of  personality 
clash  creates  a difficult  situation  for  both 
doctor  and  patient.  Because  they  are  so 
specific,  it  is  not  possible  to  coverthese 
kinds  of  highly  personal  reactions.  Never- 
theless, it  is  important  to  recognize  that 
they  add  to  the  stress  that  a physician 
carries,  and  that  they  often  need  to  be 
discussed  with  a colleague  or  other  pro- 
fessional if  they  continue  to  be  a source 
of  trouble. 

The  following  discussion  presents  six 
patient  types  that  generally  give  physi- 
cians difficulty,  some  of  the  ways  in  which 
physicians  add  to  the  problem,  and  prac- 
tical suggestions  and  principles  for  use  in 
dealing  with  such  patients. 

Regressed  and  Childish  Patients 

It  is  common  for  people  to  become  more 
childish  when  they  see  a physician,  and 
particularly  when  they  are  hospitalized 
to  undergo  treatment  for  serious  illness. 

It  is  not  only  common,  but  also  normal 
for  regression  to  occur  to  some  degree. 
After  all,  sick  hospitalized  people  are  treat- 
ed somewhat  like  babies:  they  are  fed, 
bathed,  kept  bedfast,  and  wheeled  around. 
Regression  is  accentuated  when  the  pa- 
tient is  severely  ill  (especially  with  a severe 
head  injury),  when  he  has  personal  stress 
in  addition  to  his  physical  illness,  and 
when  he  is  given  drugs  that  boggle  his 
mind.  In  the  latter  case,  the  physician 
contributes  to  the  severity  of  the  regres- 
sion. Of  course,  patients  who  tolerate 
stress  poorly  and  who  have  a more  imma- 
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ture  personality  regress  more  quickly  and 
severely  than  others. 

Some  regressed  patients  whine  and 
cry,  others  throw  temper  tantrums,  others 
get  quiet  and  shy.  The  type  of  regression 
will  depend  on  the  patient’s  personality 
makeup.  Too,  the  regression  may  wax  and 
wane,  depending  on  such  variables  as  the 
amount  of  sleep  the  patient  gets,  the 
amount  of  pain  he  experiences,  thetime 
of  day,  and  the  patient’s  current 
physiology. 

Patients  who  are  severely  regressed  for 
relatively  long  periods  of  time  are  diffi- 
cult to  treat  precisely  because  of  the 
childish  behavior.  Irrational  concerns  be- 
come foremost,  sometimes  taking  over 
all  three  aspects  of  the  doctor-patient 
relationship  to  the  extent  that  they  distort 
roles,  alterthe  contract,  and  sorely 
threaten  the  helpful  human  emotions  pre- 
viously discussed. 

Some  physicians  seem  not  to  under- 
stand the  phenomenon  of  regression  and 
are  easily  angered  and  irritated  by  it.  They 
may  react  in  a childish  manner,  creating 
the  scene  of  two  upset  children  in  one 
small  room!  Of  course,  the  patient  be- 
comes even  more  childish  when  he  is 
treated  in  such  a fashion. 

The  problem  can  be  partially,  if  not  total- 
ly, alleviated  by  recognizing  the  phenome- 
non soon  after  it  occurs  and  then  taking 
the  appropriate  steps  to  help  correct  the 
reaction.  Appropriate  steps  include  un- 
derstanding the  reason  for  the  reaction 
(head  injury?  fear?  chronic  depression? 
recent  diagnosis  of  cancer?  and  so  forth), 
remaining  calm  and  reassuring  and  letting 
the  patient  know  you  understand,  nottak- 
ingthe  reaction  personally,  discontinuing 
medication  that  contributes  to  the  regres- 
sion, and  giving  the  patient  more  control 
over  his  life — including  letting  him  know 


what  is  coming  next — thereby  treating 
him  more  like  an  adult,  and  eventually 
helping  him  get  physically  and  mentally 
well  and  backto  normal.  The  latter  point 
emphasizes  the  fact  that  regression  usual- 
ly corrects  itself  when  the  patient  feels 
better  and  regains  his  physical  and  emo- 
tional health. 

Angry  and  Aggressive  Patients 

A frontal  attack  by  a patient  whom  we  want 
to  help  is  always  distressing.  There  are 
many  shades  of  angry  behavior:  personal 
indictment,  harsh  criticism,  verbal  abuse, 
physical  abuse,  ridicule,  and  so  forth. 
Angercannot  be  tolerated  fora  longtime 
unless  the  physician  likes  torture.  It  stres- 
es  the  doctor-patient  relationship  by 
negatingthe  important  positive  human 
emotions  that  are  needed  for  an  effective 
doctor-patient  relationship.  What  physi- 
cian can  continueto  show  respect  and 
concern  for  a patient  who  repeatedly 
berates  him?  Anger  is  best  dealt  with  im- 
mediatelyand  ratherfirmly  with  open- 
ended  questions,  which  lead  to  an  under- 
standing of  the  reason  forthe  reaction.  It 
should  not  be  allowed  to  go  on  and  on 
without  resolution. 

A crucial  aspect  of  the  solution  of  the 
problem  lies  in  remaining  objective  and 
calm,  yet  firm.  The  goal  is  to  reestablish 
a workable  doctor-patient  relationship 
with  appropriate  boundaries.  This  is  hard- 
er to  do  if  the  doctor  becomes  defensive, 
angry,  and  irrational.  The  doctor  must 
realize  that  the  patient’s  angry  reaction 
usually  is  both  an  aspect  of  regressive  be- 
havior and  a defense  against  feeling 
vulnerable  in  a hospital  setting.  The  pa- 
tient’s words  often  give  this  away:  “You 
don’t  scare  me!’’  “Get  out  of  my  room!’’ 
“lam  leaving  this  damn  hospital!’’ 
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The  physician  must  be  willingto  think 
how  he  may  have  contributed  to  the  prob- 
lem: has  he  stepped  outside  of  the  boun- 
daries of  the  relationship  and,  in  suddenly 
decidingto  “straighten  things  out,”  made 
the  patient  angry?  Once  the  reaction  is 
dealt  with,  a workable  and  useful  doctor- 
patient  relationship  may  follow.  If  the 
doctor  remains  bitter  and  angry  toward 
the  patient  after  the  problem  has  been 
resolved,  he  should  strongly  consider  re- 
ferring the  patient  to  another  physician, 
since  he  can  no  longer  be  objective.  This 
occurs  most  frequently  when  the  physician 
does  not  deal  with  the  problem  when  it 
first  arises. 

Seductive  Patients 

Most  seductive  patients,  although  they 
express  overt,  “adult”  sexual  behavior, 
are  needful  and  demanding.  They  seek 
their  doctor’s  affection  and  attention, 
hoping  thereby  to  be  able  to  solve  various 
personal  problems;  they  may  be  very  ap- 
pealing to  the  needful  or  naive  physician. 
There  are  many  kinds  of  seductive  pa- 
tients, includingthe  young,  the  old,  and 
those  of  the  same  sex  asthe  physician. 

Generally,  seductive  patients  present 
a physical  ailment  in  orderto  get  a “ticket” 
to  visit  the  doctor.  Their  ulterior  motive  is 
quickly  apparent  because  of  their  be- 
havior and  because  they  ask  questions 
that  involve  the  physician’s  personal  life. 

If  the  physician  goes  along  with  one  per- 
sonal question,  such  as  “Are  you  mar- 
ried?” others  will  follow.  He  must  decide 
when  to  deal  with  this  problem,  and  how 
to  determine  what  real  difficulty  lies  be- 
hind the  patient’s  presenting  symptoms 
and  seductive  behavior.  He  can  select  any 
number  of  approaches:  He  can  avoid  the 
personal  questions  and  continue  with  his 


task  of  interviewing,  he  can  briefly  and 
factually  answer  the  question  and  go  on 
with  the  task,  or  he  can  pause  in  the  inter- 
view (particularly  if  he  has  been  asked 
several  personal  questions)  and  inquire 
whether  the  patient  may  have  problems 
otherthan  the  presenting  complaint.  He 
should  notallow  himself  to  be  trapped, 
and  he  should  stay  within  the  boundaries 
of  the  doctor-patient  relationship  even 
though  he  may  be  tempted  to  violate  them. 
The  physician  must  understand  that  the 
seductive  patient’s  overtures  also  should 
not  be  taken  personally;  seductive  be- 
havior is  a reaction  to  what  the  physician 
represents  and  is  based  on  wishful  fan- 
tasies. Technically  speaking,  it  is  a trans- 
ference reaction.  All  physicians  must 
understand  that  they  will  be  sexually  at- 
tracted to  certain  patients,  and  that  be- 
cominga  professional  includes  the  art  of 
putting  one’s  personal  needs  aside  and 
attending  to  the  legitimate  needs  of  the 
patient. 

Dying  Patients 

I use  the  term  “dying  patients”  to  describe 
those  whose  disease  no  longer  responds 
to  medical  treatment  and  who,  because  of 
their  disease,  are  expected  to  die  within 
a relatively  short  time.  It  is  nosecretthat 
physicians  find  it  difficult  to  deal  with 
dying  patients,  and  often  make  fewer  and 
shorter  visits  even  though  they  know  that 
such  patients  need  their  support  and  help 
during  the  final  days  of  their  lives. 

How  can  this  behavior  be  explained? 
First,  few  people  will  approach  the  dying; 
they  find  it  too  painful  and  difficult.  Who 
wants  to  get  to  know  and  become  more 
attached  to  someone  who  will  soon  die? 
Second,  physicians  often  view  death  as 
an  enemy  to  be  conquered.  Most  physi- 
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cians  feel  a sense  of  personal  achievement 
when  they  are  able  to  diagnose  and  treat 
a deadly  disease,  but  when  faced  with  a 
dying  patient,  physicians  feel  helpless 
and  useless.  Who  wants  to  feel  that  way? 

Third,  a problem  in  the  definition  of 
what  constitutes  medical  services  arises, 
for  the  dying  patient  “needs  emotional  sup- 
port, but  will  not  respond  to  medical  treat- 
ment.’’ This  comment  implies  that  provid- 
ingemotional  support  is  not  the  same  as 
giving  medical  services.  I think  most  doc- 
tors feel  that  giving  emotional  support  is 
not  synonymous  with  giving  medical  serv- 
ices, and  that  when  a dying  patient  cannot 
be  cured,  the  physicians  work  is  ended. 
Those  physicians  who  deeply  believe  that 
providing  continued  emotional  support 
is  a vital  part  of  their  work  are  more  likely 
to  follow  their  dying  patients  closely.  For 
these  and  other  reasons,  physicians  dread 
seeing  dying  patients  and  find  them  stress- 
ful to  deal  with. 

Dying  patients  go  through  several  im- 
portant stages. 2 These  stages  are  similar 
to  those  found  in  most  separation  experi- 
ences (death  is  the  final  separation)  and 
include  (1)  protest,  (2)  mourning,  and  (3) 
acceptance.^  As  dying  patients  proceed 
through  these  stages,  they  demonstrate 
denial,  anger,  depression,  and  withdrawal. 
Denial  is  more  apparent  in  the  first  stage, 
anger  and  depression  in  the  second,  and 
withdrawal  in  the  third.  These  stages  and 
their  concomitant  affects  are  all  part  of 
a natural  life-process  that  unfolds  only  at 
this  the  last  stage  of  life.  Frequently,  pa- 
tients can  deal  constructively  with  this 
process  and  gain  from  it,  particularly  if 
they  have  someone  to  help  them  through 
it.  It  has  been  shown  that  dying  patients 
are  in  a different  psychological  statethan 
are  healthy  patients.  They  do  not  feartalk- 
ing  about  dying  as  healthy  people  do,  but 


frequently  can  (and  want  to)  talk  about 
it,  and  will  do  so  with  their  physician  if 
he  can  comfortably  discuss  it.^  The  phy- 
sician who  cares  for  such  patients  should, 
therefore,  endeavor  to  understand  the 
psychology  of  dying,  and  also  his  own  con- 
cerns about  death,  so  that  he  can  deal 
with  dying  patients  effectively.  Unfortun- 
ately, most  practicing  physicians  were  not 
introduced  to  these  ideas  in  medical 
school,  and  must  learn  about  them  in  post- 
graduate training  courses,  papers,  or 
teaching  tapes. 

Practical  ideas  regardingworking  with 
dying  patients  include  (1)  lettingthem 
ventilate theirfeelingsand  thoughts,  (2) 
continuing  short  visits  and  goingthrough 
the  usual  procedures  of  ward  rounds,  (3) 
lettingthem  have,  as  much  as  possible, 
their  last  wishes — friends  to  visit,  as 
much  or  as  little  pain  medicine  as  they 
need,  favorite  foods,  and  so  forth,  (4)  al- 
lowing ourselves  to  be  sad  over  the  loss 
and  to  get  extra  encouragement  from 
others,  and  (5)  getting  others  to  help  with 
the  dying  patient  if  we  are  unableto  give 
adequate  assistance  ourselves. 

Dependent  and  Needful  Patients 

Patients  with  continuous  strong  depen- 
dency needs  make  many  demands  of  the 
physician,  and  he  frequently  begins  to 
feel  totally  responsiblefortheir  well-being. 
Such  patients  are  different  from  those 
who  become  dependent  upon  the  doctor 
because  of  severe  illness  with  its  associ- 
ated (and  normal)  regression,  which 
resolves  when  the  patient  recovers. 

These  patients  have  more  than  episodic 
periods  of  dependency  associated  with 
illness.  They  seem  to  be  dependent  most 

*A  teaching  tape,  “Caring  for  Dying  Patients  and 
Their  Families,”  is  available  at  the  UTMB  Post- 
graduate Education  Office. 
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of  the  time,  even  when  they  are  healthy. 
Theirbasic  problem  isthatthey  want  to 
be  taken  care  of  ratherthan  take  care  of 
themselves,  and  they  often  attach  them- 
selves to  care-giving  people.  To  the  extent 
that  the  physician  has  an  inner  need  to 
take  care  of  others,  and  has  difficulty 
setting  limits  on  himself  and  others,  he 
will  have  difficulty  with  such  patients. 
Vicious  cycles  ensue:  the  patient  asks  for 
help,  the  doctor  gives  it;  the  patient  asks 
for  a little  more,  the  doctor  gives  it,  too; 
the  patient  asks  for  even  more,  the  doctor 
gets  frustrated  but  still  gives  more,  the 
patient ...  it  goes  on  and  on. 

The  essential  element  in  dealing  success- 
fully with  these  patients  is  that  the  doctor 
recognize  dependency,  that  he  set  reason- 
able but  firm  limits  on  dependent  patients, 
that  he  not  go  beyond  what  he  feels  is  his 
part  of  the  contract,  and  that  he  not  be 
seduced  into  taking  care  of  the  whole  per- 
son ratherthan  his  medical  problems. 

The  majority  of  dependent  patients  will 
learn  to  live  with  the  limitations  that  their 
physician  sets,  although  they  will  not  be 
happy  about  it.  The  physician  must  learn 
to  let  the  dependent  and  often  unhappy 
patient  stay  frustrated  to  some  degree, 
for  otherwise  he  will  be  hooked  into  the  all- 
caring, but  very  draining,  position  again. 

A few  such  patients  are  not  content  to 
live  within  the  boundaries  of  a healthy 
doctor-patient  relationship.  They  demand 
more.  In  this  case,  the  physician  must  be 
willing  to  let  them  go.  Amazingly,  as  they 
sense  this  willingness,  most  patients  will 
then  finally  acceptthe  doctor’s  limits. 

The  stress  from  these  patients  in  large  part 
relates  tothis  struggle,  and  it  is  no  wonder 
that  physicians  become  frustrated.  Those 
who  learn  to  turn  this  frustration  into  a 
healthy  and  firm  “no”  when  appropriate 
will  have  success  with  most  such  depen- 


dent patients  and  will  feel  less  harassed 
by  them. 

Chronic  Complainers  and  Incurables 

Chronic  complainers  need  not  be  defined. 
Every  physician  knows  who  they  are.  In- 
curables include  those  patients  who  never 
get  well  and,  in  fact,  often  get  worse  with 
medical  treatment;  in  a sense,  they  refuse 
to  get  well.  These  two  types  of  patients 
are  listed  together  because  of  the  similari- 
ty of  the  problem  they  present  to  the 
physician:  In  spite  of  adequate  medical 
treatment,  they  fail  to  respond.  The  inter- 
action with  incurables  goes  something  like 
this:  The  doctor  makes  a diagnosis  and 
initiates  a treatment  plan;  the  patient 
may  respond  momentarily,  but  quickly  re- 
lapses and  complains  more,  appearingto 
be  more  ill.  The  doctor  responds  with 
more  rigorous  treatment;  the  patient  again 
does  not  respond  and  complains  even  more 
bitterly,  often  appearingto  be  more  ill  and 
irritated  and  disturbed.  The  doctor  re- 
sponds by  giving  even  more  rigorous 
treatment,  but  the  patient  becomes  even 
more  disturbed.  Unless  the  doctor  recog- 
nizes that  these  patients  want  to  hang  on 
to  their  symptoms,  he  is  in  fortrouble. 

The  reasons  for  some  patients’  behaving 
in  thisfashion  are  multipleand  relate  to 
secondary  gain.  The  patient’s  illness  it- 
self is  important  to  him;  it  helps  him 
avoid  certain  stressful  situations,  gets 
him  out  of  certain  responsibilities,  en- 
sures attention,  and  so  forth. 

Secondary  gain  can  be  difficult  to  spot, 
particularly  when  a patient  appears  to  be 
in  much  distress.  In  some  cases,  differen- 
tiation between  patients  who  are  very  sick 
because  of  complex  and  elusive  disease 
processes  and  those  who  appear  to  be 
sick  because  of  issues  related  to  second- 
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ary  gain  is  impossible.  Every  conscien- 
tious physician  wrestles  with  this  problem, 
and  does  not  want  to  miss  an  authentic 
medical  condition.  Even  more  difficult 
are  those  patients  who  have  both  prob- 
lems, a medical  illness  and  strong  second- 
ary gain.  In  these  cases,  being  able  to  be 
objective  and  to  see  the  whole  picture  is 
absolutely  essential  if  the  physician  is  to 
understand  what  is  going  on.  Sometimes 
a consultant,  having  no  previous  knowl- 
edge of  the  case,  is  in  a better  position  to 
evaluate  the  total  situation. 

Physicians  who  desperately  need  to  see 
their  patients  respond  to  treatment,  who 
do  not  recognize  this  problem,  and  who 
refuse  to  give  up  have  greater  difficulty 
with  these  patients.  As  Main  has  stated; 
“Refusal  to  accept  therapeutic  defeat  can 
. . . lead  to  therapeutic  mania,  to  subject- 
ingthe  patient  to  what  is  significantly 
called  ‘heroic  surgical  attack,’  to  a frenzy 
of  treatments  each  carrying  more  danger 
for  the  patient  than  the  last,  often  involv- 
ing him  in  varying  degrees  of  unconcious- 
ness,  near-death,  pain,  anxiety,  mutila- 
tion or  poisoning. 

In  these  situations,  both  physician  and 
patient  have  a problem:  The  physician 
cannot  admit  that  he  has  limitations  and 
that  some  patients  will  not  respond  to  his 
treatment;  the  patient  will  not  accept  as 
adequate  his  treatment  efforts.  The  two 
become  involved  in  a desperate  struggle, 
tothe  detriment  of  both.  Fortunately  such 
situations  are  rare  but  they  do  occur. 

The  physician  must  maintain  his  per- 
spective, and  realize  that  his  role  is  limited 
and  so  is  his  contract  with  the  patient. 

This  realization  of  his  limits  may  not  be 
acceptable  to  the  physician  at  first,  but 
will  become  increasingly  so  as  he  matures 
and  comes  to  feel  more  content  with  what 
he  can  accomplish  successfully. 


This  comprehensive  review  article  was 
prepared  for  Texas  Medicine  through  the 
cooperation  of  Edward  N.  Brandt,  MD, 
Dean,  and  Michael  M.  Warren,  MD,  Chair- 
man, Continuing  Education  Committee, 
The  University  of  Texas  Medical  Branch, 
Galveston. 
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Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 


years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


II 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitradn-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains;  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  intections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 

Prophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 
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Epidemiological  survey  of 
physical  child  abuse 


William  N.  Friedrich,  MPFI 

Harris  County  Child  Welfare  intake  reports 
of  physical  child  abuse  for  a 17-week  pe- 
riod during  1974  and  1975  were  analyzed. 
Abuse  was  distributed  evenly  across  the 
four  quadrants  of  the  county,  and  no  signi- 
ficant racial  differences  were  noted.  A fair- 
ly high  rate  of  unemployment  and  an  ex- 
tremely high  rate  of  marital  discord  char- 
acterized the  abusing  families.  Groups  at 
risk  were  determined  to  be  male  infants, 
children  underage  6,  illegitimate  children, 
and  females  age  12  and  older.  A rate  of 
182  per  100,000  children  age  18  and  un- 
der was  determined  on  the  basis  of  424 
cases.  An  analysis  of  reporters  and  report- 
ing patterns  was  also  performed. 

In  Gil’s  1970  study^  of  the  12,610  confirm- 
ed reports  of  physical  child  abuse  in  the 
United  States  during  the  years  1967  and 
1968,  Texas  ranked  first  among  the  50 
states,  with  reported  rates  of  24.0  per 
100,000  children  under  age  18  in  1967, 
and  31.2  per  100,000 children  underage 
18  in  1968.  Numerous  criticisms  were  di- 
rected to  Gil’s  findings,  amongthem  being 
more  inclusive  child  abuse  reporting  proce- 
dures in  Texas  at  the  time  of  the  survey. 
Even  Gil  noted  thatthe  reporting  levels 
were  not  closely  related  to  the  state’s  pop- 
ulation, and  depended  more  on  legal,  pro- 
fessional, and  administrative  factors. 

Recently,  stricter  and  more  inclusive 
child  abuse  reporting  laws  have  been  pass- 
ed in  many  states,  and  new  estimates  of 
actual  abuse  run  up  to  500,000  cases 
every  year.®  Approximately  4,000  cases  of 
suspected  abuse  were  reported  in  1973  in 
Texas,  and  2,509  were  confirmed.  Of  these, 
135  were  cases  of  sexual  abuse,  and  there 
were  at  least  104  deaths  attributed  to  child 
abuse  during  the  same  year.'^  The  Harris 
County  Child  Welfare  Unit  investigated  an 
average  of  60  reports  of  abuse  per  month 


in  1973,  compared  with  30  a month  in 
1972. -The  figure  for  1974climbed  to 
around  90  reports  per  month  in  Harris 
County,  and  more  than  100  per  month  for 
the  first  four  months  of  1975.  The  Harris 
County  Child  Welfare  Unit  has  an  estimated 
substantiation  rate  of  50-60%  It  is  un- 
certain whether  this  increase  reflects  an 
actual  rise  in  the  frequency  of  abuse  or  an 
increase  in  the  reporting  of  abuse. 

Purpose 

TheTexas  Family  Code,  TitleTwo,  Section 
34.01-.06,  1973,  states  that  any  person 
havingcauseto  believe  abuse  has  occurred 
shall  report  to  the  county  child  welfare 
unit,  or  to  the  county  agency  responsible 
forthe  protection  of  juveniles,  including 
any  local  or  state  law  enforcement  agency. 

Because  of  the  nature  of  this  law,  a 
unique  data  source  results,  more  complete 
in  scope  than  one  composed  either  of  medi- 
cal or  agency  reports.  Consequently,  an 
analysis  of  child  abuse  reports  to  the  Har- 
ris County  Child  Welfare  Unit  should  pro- 
vide a better  picture  of  child  abuse  in  the 
county,  and  also  the  State  of  Texas,  than 
would  an  analysis  of  medically  reported 
abuse,  which  has  been  estimated  to  ac- 
count foronly  2%  of  all  reports.® 

Method 

For  a 17-week  period,  Nov  5-Dec  26,  1974, 
and  Jan  31-April  5,  1975,  intake  reports 
(the  initial  report  filed)  describing  physical 
child  abuse  (sexual  abuse  and/or  neglect 
were  not  analyzed)  were  collected  from  the 
Harris  County  Child  Welfare  Unit.  Sur- 
names, house  numbers,  and  telephone 
numbers  had  been  removed  from  each  re- 
port. Only  those  reports  in  a “continue” 
status  were  analyzed.  Reports  in  a “clos- 
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ed”  status  included  crank  calls  and  reports 
in  which  the  caller  gave  insufficient  infor- 
mation. In  all,  424  cases  were  examined, 
coded,  keypunched,  and  analyzed  accord- 
ing to  29  variables  falling  into  seven  broad 
categories  as  follows; 

1.  Day  of  Reporting. 

Monday  was  the  peak  reporting  day,  with 
102  (24.1  %)  reports.  Thursday  and  Friday 
were  second  and  third,  respectively,  with 
Saturday  and  Sunday  being  the  slowest 
days.  The  fact  that  Monday,  Thursday,  and 
Friday  are  the  peak  days  was  additionally 
verified  with  the  results  of  a two-year  study 
which  analyzed  the  number  of  incoming 
calls  to  the  Harris  County  Child  Welfare 
Unit.®  The  reporting  rate  for  1975  was  de- 
termined from  the  1970  census  data  (and 
extrapolating  a population  increase  based 
on  the  rate  of  increase  from  1960  to  1970) 
to  be  182  per  100,000  children  age  18  and 
under.  With  a 60%  verification  rate,  this  is 
more  than  three  times  the  rate  reported  for 
Texas  in  1968  by  Gil. 

2.  Child  Information 

Fifty  percent  of  all  reports  involved  chil- 
dren age  6 years  and  younger.  Almost 
10%  of  the  children  were  12  months  old 
or  younger,  and  represented  the  highest 
frequency  for  any  one-year  age  period  in 
the  study.  The  mean  age  of  the  children 
studied  was  84.8  months  (7.1  years)  with 


1.  Age  distribution  of  the  children. 


Age, 

Months 

Age, 

Years 

Absolute 

Frequency 

% 

Frequency  Cumulative 
Per  Year  % 

1-12 

0-1 

39 

9.7 

9.7 

9.7 

13-72 

H--6 

164 

40.4 

8.1 

50.1 

73-120 

6-1--10 

77 

19.2 

4.8 

69.3 

121-144 

10-‘--12 

37 

9.2 

4.6 

78.5 

145-216 

12  + -18 

88 

21.5 

3.6 

100.0 

a Standard  deviation  of  58.8  months,  and 
a range  from  1 month  to  17.6  years 
(Figl). 

Two  hundred  and  thirty  eight  (57.9%) 
were  white,  116  (28.2%)  were  black,  and 
57  (13.9%)  were  chicano.  It  was  deter- 
mined that  there  was  no  significant  differ- 
ence (p  > .05)  in  race  distribution  from 
the  population  of  Harris  County. 

Slightly  more  boys  (215)  were  reported 
as  beingabused  than  girls  (201).  Again, 
this  was  not  significant  (p  > .05).  How- 
ever, when  the  sex  of  the  child  was  con- 
trasted with  the  age  of  the  child,  it  was 
found  that  these  two  are  not  independent 
(p  < .05).  Male  children  age  12  months 
and  under  were  abused  twice  as  often  as 
females.  From  age  12  months  through  12 
years,  the  division  between  the  sexes  was 
quite  even.  For  the  category  of  12  years 
and  older,  almost  twice  as  many  females 
were  abused  as  males.  This  can  be  explain- 
ed in  part  by  the  sexual  connotations  which 
begin  to  color  abuse  at  this  age. 

In  families  with  two  or  more  children, 
there  were  no  significant  differences  in 
rank  of  the  abused  child.  The  distribution 
of  family  size  closely  followed  the  1968 
Statistical  Abstract,  and  there  was  only  a 
small  percentage  of  large  families  (more 
than  four  children). 

Only  9.6%  of  the  abused  children  were 
either  in  a special  class  or  had  a reported 
abnormality,  which  was  not  judged  to  be 
different  from  the  percentage  of  abnormal 
children  in  our  society,  but  was  less  than 
that  reported  by  Gil.^  Only  12  of  the  161 
children  who  were  under  school  age  attend- 
ed a day  care  facility,  which  conceivably 
could  give  a stressed  mother  time  off  from 
her  children. 

3.  Abuse  Information 

An  overwhelming  percentage,  85.8%,  of 
these  children  were  reported  to  have  been 
abused  previously.  In  49.6%  of  the  cases 
where  it  was  known  that  the  family  had  at 
least  two  children,  only  one  child  was  re- 
ported as  being  abused.  Almost  all  of  the 
reported  abuse,  93%,  occurred  in  the 
child's  house. 
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Types  of  injuries  sustained  are  shown  in 
Fig  2.  The  largest  category  of  injuries  cov- 
ered bruises  (39.4%).  The  second  largest 
category  (32.8%)  was  one  called  “physi- 
cal abuse  combination,”  and  covered  mul- 
tiple physical  injuries,  for  example,  cuts 
and  burns,  bruises  and  cuts,  and  so  forth. 

4.  Parent  Information 

It  was  impossible  to  get  a valid  mean  age  of 
the  parents.  From  80  cases,  the  mothers' 
ages  ranged  from  15  to  55,  and  from  57 
cases,  the  age  range  of  the  fathers  was  17 
to  55. 

The  marital  status  pattern  established 
from  the  reports  indicated  a large  percen- 
tage of  unstable  or  multiple  marriages,  or 
both:  64.2%  of  the  children  did  not  have 
both  natural  parents  living  with  them, 

37.3  % were  being  reared  by  only  one 
parent  or  guardian  (compared  to  only 
10.5%  of  all  families  in  Flarris  County  hav- 
ing a female  head  in  the  1970  census), 
35.8%  of  the  children  were  livingwith 
both  of  their  natural  parents,  and  7%  of 
the  cases  involved  unwed  mothers.  It  was 
found  that  71.4%  of  the  abused  children 
of  the  unwed  mothers  were  male  (p  < .10). 

In  50%  of  the  cases,  it  was  possible  to 
determine  employment  status  of  the  par- 
ents. In  57.5%  of  these  cases,  one  parent 
was  employed;  in  12.3%,  both  parents 
worked;  in  10.4% , the  families  received 
Aid  for  Dependent  Children;  and  in  19.8% 
of  the  cases  neither  parent  was  employed 
and  no  Aid  for  Dependent  Children  or  other 
support  was  being  received.  Considering 
that  unemployment  was  runningat  less 
than  6%  duringthe  study  period,  the  high 
rate  of  unemployment  in  the  group  for 
which  we  had  employment  data  is  dis- 
parate from  the  norm. 

5.  Census  Tract  Data 

Of  a total  of  267  census  tracts  in  Flarris 
County,  150  were  represented  in  this  sur- 
vey. The  distribution  of  these  followed  the 
population  distribution  in  Flarris  County 
except  for  the  southwest  section  of  the 
county,  which  had  (accordingtothe  1970 
census)  25.6%  of  the  county’s  population 
but  only  13%  of  the  reported  abuse.  Over- 


all, no  significant  differences  were  noted 
in  the  distribution  of  child  abuse  reports 
overthe  five  census  areas  of  Flarris  Coun- 
ty— Central,  Northeast,  Northwest,  South- 
east, Southwest. 

6.  Abuser  Status 

Though  at  first  glance  the  mother  seemed 
to  be  the  abusing  parent  more  often  than 
the  father  (41.0%  versus  28.3%),  this 
skew  towards  the  mother  reflects  the  large 
number  of  one-parent  families  in  the  study 
(35.3  %),  most  of  which  were  matriarchal. 

In  only  7.8%  of  the  cases  (32),  or 
slightly  more  than  13%  of  the  cases  in 
which  both  a mother  and  a father  were  pre- 
sent, both  parents  were  reported  to  be  the 
abusers,  lending  credence  to  the  observa- 
tion that  in  abusing  families,  generally  one 
parent  in  the  family  will  perform  the  abuse. 

7.  Reporter  Status 

Neighbors  were  the  most  frequent  report- 
ers of  child  abuse;  schools  (teachers, 
nurses,  principals)  were  second;  relatives 
of  the  family  were  third;  family  friends  were 
fourth;  and  agencies  were  fifth  (Fig  3). 

If  this  survey  had  been  solely  of  medi- 
cally reported  abuse,  only  39  cases,  or 
9.2%  of  the  total,  would  have  been  inves- 

2.  Types  of  injuries  sustained. 


Injury  Type*  Absolute  Frequency  % 


Bruises 

162 

39.4 

Physical  abuse  combination 

135 

32.8 

Neglect  and  physical  abuse 

77 

18.7 

Fractures 

15 

3.6 

Burns 

11 

2.7 

Cuts 

6 

1.5 

Welts 

3 

.7 

Gunshot 

1 

.3 

Other 

1 

.3 

-'Mutually  exclusive  categories 
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tigated.  Of  these  39  cases,  19  were  report- 
ed by  Ben  Taub  Hospital,  the  county  chari- 
ty hospital,  and  20  by  the  remaining  hos- 
pitals in  Houston  (largely  Hermann,  St. 
Luke’s,  and  Texas  Children’s  Hospital).  No 
report  originated  from  a private  physician. 

In  comparing  the  race  of  the  child  with 
the  nature  of  the  reporter,  it  was  noted  that 
charity  hospitals  and  agencies  reported 
blacks  in  78.9  and  52.0%  of  the  cases, 
respectively.  This  had  an  undetermined 
skewing  effect  on  the  representation  of 
minorities  and  the  poor  in  the  population 
of  the  study. 

Summary 

Although  abusing  families  in  Harris  Coun- 
ty seem  to  be  slightly  skewed  toward  those 
families  that  are  not  as  well  off  and  are 
less  well  educated,  child  abuse  was  found 
to  cut  across  all  lines  of  race,  education 
level,  and  socioeconomic  category,  with 
the  skew  resulting  from  the  fact  that  the 
poor  tend  to  be  in  greater  contact  with 
agencies  and  charity  hospitals  which,  in 
turn,  are  more  likely  to  report  abuse  to 
authorities. 

In  addition,  what  seems  to  distinguish 
the  abusing  family  more  than  any  other 
single  category  of  a socioeconomic  nature 


5.  Reporter  status. 


Reporter  Status 

Absolute  Frequency 

% 

Neighbor 

91 

21.5 

School 

86 

20.3 

Relative 

69 

16.3 

Friend 

28 

6.6 

Agency 

26 

6.1 

Married  spouse 

22 

5.2 

Police  department 

21 

5.0 

Private  hospital 

20 

4.7 

Charity  hospital 

19 

4.5 

Divorced  spouse 

14 

3.3 

Abused  child 

14 

3.3 

Anonymous 

11 

2.6 

Babysitter 

2 

.5 

Other 

1 

.1 

is  marital  discord  and  the  aberrant  family 
life  and  conditions  that  accompany  it. 

A number  of  groups  in  Harris  County 
seemed  to  incur  a greater  frequency  of 
abuse — illegitimate  babies,  children  under 
age  6,  male  babies,  and  female  teenagers. 

In  comparing  the  reporting  rate  that  was 
computed  as  a result  of  this  survey  with 
Gil’s  report  for  the  State  of  Texas  in  1968, 
there  seems  to  be  a wide  discrepancy  be- 
tween this  survey’s  rate  of  182  cases  of  re- 
ported child  abuse  per  100,000  children 
age  18  and  under  during  1975  (based  on 
projected  population  figures  for  Harris 
County  in  1975),  and  Gil’s  rate  of  31.2  per 
100,000  children  under  18.  Part  of  this 
can  be  explained  by  the  seven-year  time 
separation  and  the  change  in  reporting 
laws  in  Texas  duringthat  period. 

It  is  the  researcher’s  opinion  that  physi- 
cal child  abuse  in  Harris  County  forms  only 
part  of  the  problem — the  abuse  that  is  easy 
to  verify  and  report — compared  to  the  oth- 
er large  parts  of  the  problem  which  include 
emotional  abuse,  intentional  neglect,  and 
sexual  abuse.  Attempts  to  underplay  the 
incidence  of  these  less  easily  detected 
problems  only  delays  help  for  the  many 
children  who  need  it. 
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Products  liability  for  the  physician 


Earl  F.  Rose,  MD,  LLB;  Elise  C.  Rose,  MA 

Products  liability  is  strict  liability  (liability 
without  fault)  imposed  upon  manufactur- 
ers who  produce  and  distribute  improperly 
designed  or  defective  articles  that  expose 
the  consumerto  unreasonable  danger. 
Electrocautery,  pacemakers,  equipment 
used  in  intensive  and  coronary  care  units, 
heart  valves  and  orthopedic  devices  are 
examples  of  the  sophisticated  articles  used 
in  medical  practice.  The  physician  may  be 
called  as  an  expert  witness  to  testify  re- 
garding the  dangers  of  these  articles  orthe 
injuries  a patient  has  suffered  from  their 
malfunction;  and  individual  physicians  or 
medical  organizations  can  petition  the 
Food  and  Drug  Administration  if  medical 
instruments  and  devices  are  believed  to  be 
unreasonably  dangerous. 

Three  statements  that  most  physicians  ac- 
cept without  question  are;  (1)  Good  medi- 
cine and  the  patient’s  welfare  are  the  goals 
of  organized  medicine  and  of  practicing 
physicians:  (2)  there  is  judicial  and  federal 
encroachment  into  the  practice  of  medi- 
cine, the  production  and  distribution  of 
foods  and  drugs,  and  the  manufacture  of 
devices  and  products  used  in  medical  prac- 
tice; and  (3)  physicians  are  increasingly 
the  objects  of  litigation. 

Product  liability,  as  a legal  concept,  is 
intimately  involved  in  the  first  two  state- 
ments and,  although  atthistime  physicians 
are  not  the  subjects  of  products  liability 
litigation,  our  role  is  important  because 
we  are  intimately  involved  with  the  sophis- 
ticated equipment  used  today  in  medical 
practice. 

Product,  as  used  in  the  term  “products 
liability,’’  means  industrial  and  consumer 
products,  those  manufactured  and  placed 
in  the  stream  of  commerce.  It  is  estimated 
that  injuries  connected  with  industrial  pro- 
ducts accountfor  7 million  injuries  each 


year,'  and  20  million  people  in  America  are 
injured  each  yearas  a result  of  incidents 
connected  with  consumer  products.-  Of 
course,  not  all  of  these  injuries  result  from 
defects  in  the  product,  but  in  1969  approxi- 
mately 300,000  products  liability  cases 
were  filed,  and  as  the  public’s  awareness 
of  potential  defects  in  consumer  products 
and  industrial  machinery  increases,  there 
undoubtedly  will  be  an  escalation  of  litiga- 
tion. The  role  of  the  physician  in  products 
liability  lawsuits  is  certain  to  increase,  for 
if  manufactured  products  used  in  medical 
practice  malfunction  or  fail  to  perform  as 
expected,  physicians  can  anticipate  addi- 
tional lawsuits  in  which  they  will  be  either 
directly  or  indirectly  involved.  Examples  of 
manufactured  products  include  monitors 
and  life-sustaining  mechanical  equipment 
in  intensive  care  and  coronary  care  units, 
pacemakers,  heart  valves,  orthopedic  de- 
vices, and  so  forth. 

Legal  Reasons  for  Strict  Products  Liability 

There  are  public  policy  reasons  forthe 
development  of  the  legal  concept  of  strict 
liability  for  defects  in  products — products 
liability.  Strict  liability  induces  greater 
care  in  producingthe  article,  thereby  re- 
ducing injuries  incurred  in  its  use.  The  con- 
sumer should  be  able  to  assume  that  a 
manufactured  product  will  be  fit,  assuming 
that  the  manufacturer  sellingthe  product 
represents  that  the  best  practices  and  all 
precautions  were  used  in  the  production  of 
the  article.  The  victim  injured  in  the  course 
of  using  a defective  product  could  sue  on 
the  general  legal  theory  of  negligence,  how- 
ever, the  tort  of  negligence  is  inadequate 
to  provide  a remedy  for  an  injured  consum- 
er who  suffers  damages  because  of  a de- 
fect in  a product.  There  are  four  elements 
which  must  exist  before  any  plaintiff  can 
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prove  negligence.  These  are  (1)  a duty  to 
conform  to  a certain  standard  of  conduct 
for  the  protection  of  others  against  unrea- 
sonable risk;  (2)  failure  to  conform  to  the 
required  standard  of  care;  (3)  a reasonable 
or  close  causal  connection  between  the 
conduct  and  the  damages  claimed  by  the 
injured  plaintiff;  and  (4)  actual  loss  of 
damages.  Formerly,  there  was  a require- 
ment thatthere  be  “privity”  or  direct  deal- 
ing between  the  manufacturer  and  the 
plaintiff.  As  purchasers  customarily  deal 
with  a retailer  who  deals  with  a wholesaler, 
these  intermediaries  between  the  manu- 
facturer and  the  consumer  formed  a bar- 
rier— there  was  no  privity.  Although  the 
requirement  of  direct  dealing  or  privity  was 
eliminated,  the  difficulty  in  provinga  man- 
ufacturer negligent  placed  an  almost  un- 
reasonable burden  upon  the  injured  plain- 
tiff. Therefore,  the  concept  of  products 
liability  developed,  in  which  the  suit  is 
based  upon  the  allegation  that  the  article 
is  not  up  to  standard,  and  thus  is  not  what 
the  purchaser  expected  at  the  time  of  the 
purchase.  Manufacturers’  liability  for  in- 
juries resultingfrom  the  use  of  manufac- 
tured products  started  in  the  food  industry, 
where  the  consumer  must  rely  on  stand- 
ards in  the  processingand  manufacturing 
of  wholesome  food.  This  was  extended  to 
products  for  intimate  body  use,  and  we  are 
in  the  process  of  seeing  further  evolution 
of  this  to  other  manufactured  goods.  The 
federal  government  is  entering  this  area, 
particularly  with  regard  to  medical  de- 
vices, machines,  and  prosthetics. 

Strict  liability  is  liability  imposed  by  law 
without  respect  to  fault  if  the  article  left  the 
manufacturer’s  control  in  a dangerously 
unsafe  condition  and  the  defect  caused  the 
harm.  The  defendant  manufacturer  is  li- 
able whether  or  not  he  was  at  fault  in  creat- 
ing that  condition  or  in  failing  to  discover 


and  eliminate  it.  A defective  product  is  one 
that  is  improperly  designed,  and  the  bad 
design  is  the  defect  because  it  made  the 
product  unreasonably  dangerous.  In  decid- 
ing whether  or  not  a product  is  or  is  not  un- 
reasonably dangerous  the  focus  is  on  the 
product  and  not  on  the  conduct  of  the 
manufacturer.  The  shift  from  negligence  to 
strict  liability  requires,  if  nothing  else,  that 
the  inquiry  be  focused  on  the  product  and 
the  use  of  the  product;  and  it  shifts  away 
from  what  the  manufacturer  should  or 
should  not  have  done  or  foreseen.^ 

Strict  Liability  Is  Not  Absolute  Liability 

A distinction  must  be  made  between  strict 
liability  and  absolute  liability.  Absolute 
liability  would  make  the  manufacturer  li- 
able for  all  injuries  resulting  from  the  use 
of  the  article.  Strict  products  liability  does 
not  require  a perfectly  safe  product.  An 
example  can  be  found  in  a simple  tool  such 
as  a hammer.  If  a hammer  is  used  unskill- 
fully  it  can  result  in  a smashed  finger;  but 
a hammer  is  reasonably  safe  and  although 
it  perhaps  could  be  designed  to  be  safer, 
the  usefulness  would  then  be  substantially 
impaired.  The  automobile  is  another  ex- 
ample. Speed  is  implicated  in  many  auto- 
mobile accidents,  and  these  result  in  in- 
juries. But  although  speed  can  be  con- 
trolled in  a variety  of  ways,  including  at  the 
point  of  manufacture,  the  fact  that  the  in- 
jured party  drove  the  automobile  too  fast 
does  not  mean  that  the  manufacturer  is 
absolutely  liable  for  injuries.  The  manufac- 
turer is  strictly  liable  if  there  are  product 
defects  in  the  automobile  such  as  defective 
brakes,  that  can  be  incriminated  in  the 
accident. 

Legally  Demonstrating  Product  Defects 

Most  strict  liability  cases  revolve  about 
making  a determination  balancingthe  util- 
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ity  of  the  product  against  the  magnitude  of 
the  risks.  Factors  to  be  considered  in  de- 
termining whether  a product  is  defective 
and  unreasonably  dangerous,  hence  sub- 
jectto  products  liability  litigation,  include:^ 
(1)  the  usefulness  and  desirability  of  the 
product;  (2)  the  availability  of  other  and 
safer  products  to  meet  the  same  need;  (3) 
the  likelihood  of  injury  and  its  probable 
seriousness;  (4)  the  obviousness  of  the 
danger;  (5)  common  knowledge  and  nor- 
mal public  expectation  of  danger;  (6)  the 
avoidability  of  injury  by  care  in  use  of  the 
product  (including  the  effect  of  instruc- 
tions or  warnings);  and  (7)  the  ability  to 
eliminate  the  danger  without  seriously  im- 
pairing the  usefulness  of  the  product  or 
making  it  unduly  expensive. 

Unfortunately,  the  trouble  with  products 
liability  litigation  is  that  it  tends  to  em- 
phasize the  injury  to  the  plaintiff,  often 
turning  entirely  on  the  issue  of  whetherthe 
product  could  have  been  made  safer  and 
the  injury  avoided.  The  public  policy  in- 
volved in  products  liability  is  that  the  cost 
of  the  injury  is  a cost  of  the  product;  it  is 
the  product  itself  rather  than  the  manufac- 
turer’s conduct  that  should  be  tried.®  The 
product  is  examined  and,  if  found  wanting, 
the  manufacturer  is  responsible  for  dam- 
ages accruing. 

The  manufacturer’s  knowledge  at  the 
time  of  design  is  of  the  greatest  impor- 
tance, and  the  manufacturer  may  be  charg- 
ed with  knowing  as  a matter  of  law  any  sci- 
entific fact  about  the  dangerous  properties 
of  his  product  unless  he  comes  forward 
with  some  evidence  to  rebut  a presumption 
that  he  should  have  known  it.®  This  does 
not  mean  that  there  is  a presumption  or 
inference  of  a product’s  dangerous  condi- 
tion simply  from  showing  that  an  injury 
was  suffered  simultaneously  with  its  use; 


however,  if  expert  evidence  is  introduced 
that  a condition  of  the  product  was  danger- 
ous, a presumption  or  inference  may  often 
be  indulged  that  the  manufacturer  should 
have  been  aware  of  it. 

Physician’s  Role  in  Products  Liability 
Litigation 

There  are  two  areas  in  products  liability 
litigation  in  which  physicians  are  intimate- 
ly involved.  The  first  is  as  an  expert  testi- 
fying about  the  product,  and  the  second  is 
as  a defendant. 

The  product  is  the  object  being  examin- 
ed at  the  time  of  the  trial  in  an  attempt  to 
determine  (1)  if  the  product  was  defective 
and  unreasonably  dangerous;  (2)  if  the 
defect  existed  at  the  time  the  product  left 
the  manufacturer;  (3)  if  the  defect  caused 
the  injury;  and  (4)  if  the  harm,  or  injury  is 
assignable  to  the  manufactured  product. 
Obviously,  this  requires  the  use  of  an  ex- 
pert witness  or  prides  of  experts.  The 
Diiquesne  Law  Review  published  a scholar- 
ly collection  of  articles  on  products  liabili- 
ty in  the  Spring,  1974,  issue.  The  validity 
of  expert  testimony  and  evidence  is  analyz- 
ed, and  the  need  fortruly  qualified  experts 
is  emphasized. 

When  products  are  defective  and  pa- 
tientsare  injured  duringthe  course  of  their 
use,  the  physician  may  find  himself  as  a 
party  defendant  to  the  litigation.  There  are 
a number  of  cases  directly  bearing  on  this 
subject.  Malfunction  of  electrosurgical  in- 
struments with  resulting  severe  harm  to 
patients  is  a common  example.  Normally, 
when  physicians  are  operating  in  a hos- 
pital, they  have  the  legal  right  to  assume 
that  the  equipment  is  maintained  in  a safe 
fashion  and  in  working  order  unless,  for 
some  reason,  they  have  reason  to  believe 
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that  the  equipment  is  defective.'  If  the  phy- 
sician failsto  act  upon  the  belief  thatthere 
is  defective  equipment,  and  injury  to  the 
patient  results,  the  physician  may  well  be 
liable.  In  products  liability  suits,  the  stat- 
ute of  limitations  does  not  begin  to  run  un- 
til the  patient  is  aware  or  informed  or 
knows  of  the  relationship  between  the  de- 
vice and  the  complaint  (injury).* 

There  are  several  reported  cases  involv- 
ing products  liability.  The  court  in  Dreiling 
VA'  General  Electric  Co.^  held  the  manufac- 
turer not  liable  in  either  negligence  or  strict 
liability  for  injuries  associated  with  the  re- 
moval of  a pacemaker  which  was  recalled 
by  the  manufacturer.  These  pacemakers 
developed  anomalous  mode  of  operating 
by  increased  pacing  rate.  The  manufactur- 
er informed  all  physicians  purchasing  this 
group  of  pacemakers,  and  it  offered  to 
bear  cost  of  replacing  them,  including  hos- 
pital and  surgical  costs.  The  plaintiff  had 
her  pacemaker  replaced,  but  claimed  dam- 
ages of  $150,000  for  pain  and  suffering 
and  for  disability,  disfigurement,  and  scar- 
ring. The  manufacturer  defended  on  the 
ground  that  the  pacemaker  was  manufac- 
tured with  all  possible  human  skill  and 
caution.  The  jury  found  forthe  manufac- 
turer, and  on  appeal  it  was  ruled  that  this 
was  a question  of  fact,  a jury  question  to 
decide  if  the  pacemaker  was  defective  at 
the  time  it  was  sold. 

When  an  instrument  breaks  and  the  pa- 
tient is  injured,  and  there  is  a question  of 
negligence  by  the  physician  in  breaking 
the  tool,  or  of  the  manufacturer  in  manu- 
facturing and  distributing  the  surgical  in- 
strument, the  physician  and  hospital  must 
prove  innocence  in  products  liability  suit. 

In  one  case,  the  cup  of  a pituitary  rongeur 
broke  off  and  lodged  in  a patient's  spine. 
The  burden  of  coming  forward  with  explan- 


atory evidence  was  shifted  to  the  physi- 
cian, hospital,  manufacturer,  and  distribu- 
tor.i^ 

Physician  and  Governmental  Role 
in  Promoting  Product  Safety 

Both  society  and  our  government  are  sen- 
sitized to  the  necessity  of  enhancing  the 
safety  of  industry’s  wares.  Individual  phy- 
sicians and  organized  medicine  have  a 
valid  interest  and  concern,  and  it  is  the 
responsibility  of  the  medical  profession  to 
prevent  the  manufacture  and  distribution 
of  medical  instruments  and  devices  that 
are  unreasonably  dangerous.  This  can  be 
done  by  petitioningthe  Food  and  Drug  Ad- 
ministration” or  the  Consumer  Product 
Safety  Commission'"  under  the  authority 
provided  by  the  Consumer  Product  Safety 
Act.i-  The  Consumer  Product  Safety  Act 
has  as  its  purpose  the  protection  of  the 
consuming  public  against  unreasonable 
risks  of  injury,  and  the  development  of  uni- 
form safety  standards  against  which  a 
manufacturer’s  product  may  be  tested.! 
The  petitioning  physician  should  show  that 
the  product  either  presents  an  unreason- 
able risk  of  injury,  or  exposes  the  petition- 
er or  patient  to  a risk  or  injury. 

Also,  physicians  as  experts  may  become 
involved  in  the  Medical  Device  Bill  which 


*The  Consumer  Porduct  Safety  Commission 
administers  the  Hazardous  Substances  Act,  the 
Poison  Prevention  Packaging  Act,  and  the 
Flammable  Fabrics  Act. 

•fMandatory  standards  by  the  Consumer  Product 
Safety  Commission  include  those  imposed  in 
response  to  petitions,  on  architectural  glass, 
power  lawnmowers,  and  space  heaters.  Industrial 
groups  that  have  sought  Commission  actions  in- 
clude the  Toy  Manufacturers  of  America,  the 
Outdoor  Power  Equipment  Institute,  the  National 
Swimming  Pool  Institute,  and  Bicycle  Manufac- 
turers Association  of  America. 
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was  introduced  into  Congress  as  an  amend- 
ment to  the  Federal  Food,  Drug  and  Cos- 
metic Act.  This  bill  is  designed  to  protect 
the  public  health  and  to  assure  the  safety 
of  medical  devices.  The  amendment  in- 
cludes classification  of  medical  devices  and 
provides  for  classification  panels.  It  gives 
authority  to  establish  performance  stand- 
ards; to  scientifically  review  certain  medi- 
cal devices;  to  establish  good  manufactur- 
ing practice  requirements;  and  to  provide 
for  inspection,  registration,  records,  and 
reports.  General  provisions  of  advisory 
panels  and  research  are  also  included. 
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Major  court  decisions  that  have 
influenced  the  practice  of  medicine 


Earl  F.  Rose,  MD,  LLB 

The  subject,  “major  court  decisions  that 
have  influenced  the  practice  of  medicine,’’ 
is  justified  by  the  quotation,  “What  is  past 
is  prologue,’’  from  Shakespeare’s  The 
Tempest.  We  look  to  past  legal  cases  and 
precedents  as  prologue  shaping  follov\/ing 
cases,  thus  shaping  the  practice  of  medi- 
cine. I have  chosen  a few  court  decisions 
that  have  had  a major  impact  upon  medical 
practice,  and  also  some  decisions  that 
have  great  importance  in  shaping  the 
future  practice  of  medicine.  They,  as  the 
prologue,  suggest  coming  developments. 

It  is  practically  obligatory,  when  discussing 
landmark  legal  cases  that  have  shaped 
medical  practice,  to  start  with  a reference 
to  medical  malpractice,  forthis  type  of 
case  has  a great  impact  upon  physicians 
practicing  today.  The  first  reported  medi- 
cal malpractice  action  in  these  United 
States  was  Cross  Guthery,^  in  which  a 
surgeon  amputated  the  scrofulous  breast 
tumor  of  the  plaintiff’s  wife  “in  an  unskill- 
ful, ignorant  and  cruel  manner,  contrary 
to  all  well  known  rules  and  principles  of 
practice  in  such  cases.’’  She  died  three 
hours  later.  The  plaintiff  sought  damages 
of  £1 ,000,  but  ultimately  received  £40  and 
costs.  The  rule  of  this  case  is  that  “an 
action  against  a surgeon  fordamages  lies 
in  favor  of  the  husband  against  a surgeon 
for  unskillfully  operating  upon  his  wife,  not 
withstanding  she  dies  in  the  operation.’’* 
The  English  enjoy  priority  in  medical 
malpractice  lawsuits fortheirfirst  reported 
case  took  place  in  1374,  against  one  sur- 
geon, J.  Mort.-  The  plaintiff’s  injured  hand 
was  so  impaired  by  the  surgeon  that  he 
brought  action.  The  surgeon  won  the  case 
because  of  a legal  technicality,  but  the  rule 

*See  also:  Sandor,  AA:  History  of  Professional 
liability  suits  in  the  United  States.  JAMA  163:459- 
466,  1957. 


was  established  that  if  negligence  were 
proved,  the  law  would  provide  a remedy.! 

Another  early  English  medical  malprac- 
tice case  established  a precedent  that  is 
still  followed,  forthe  court  held  that  the 
basis  of  malpractice  suit  lies  in  the  tort  of 
negligence,  and  is  not  based  on  a contract 
to  cure.  To  this  day  physicians  do  not 
“contract”  guaranteeing  the  result.  The 
principal  opinion  in  this  case  of  Everard  vs 
Hopkins,^  was  written  in  1650  by  the  noted 
English  jurist.  Sir  Edward  Coke.  The  mas- 
ter Everard  sued  Hopkins,  a “common 
chyrurgeon”  (surgeon)  for  breach  of  con- 
tract maintaining  that  the  surgeon  had 
guaranteed  to  cure  the  servant,  and  had 
failed  due  to  the  application  of  “unwhole- 
some” medicine.  A contract  customarily 
requires  an  offer,  an  acceptance,  and  the 
exchange  of  something  of  value  (consid- 
eration). The  master  offered  money  (5 
marks)  to  have  the  servant  cured,  and  the 
surgeon  accepted  but  did  not  successfully 
perform — to  the  servant’s  injury.  Lord 
Coke  stated  that  the  servant  could  sue  the 
surgeon  for  negligence,  but  not  for  breach 
of  contract,  for  the  servant  had  not  con- 
tracted with  the  surgeon.  The  suit  appar- 
ently ended  in  a stalemate  for  “(the)  whole 
Court  inclined  to  be  of  opinion  forthe 
plaintiff,  that  the  action  was  well  brought, 
but  the  pleading  not  good  nor  formal,  and 
so  no  judgment  was  given  in  the  case  ...” 

Stare  Decisis 

From  these  decisions,  and  from  subse- 
quent published  decisions  of  the  courts, 
has  developed  the  doctrine  of  stare  decisis: 
A decision  of  one  of  the  higher  courts  has 

fThere  may  have  been  earlier  suits  in  England 
of  which  there  are  no  records,  for  the  official 
records  of  cases  decided  (known  as  "plea  rolls”) 
were  not  maintained  until  the  reign  of  Richard 
Coeur  de  Lion,  at  the  close  of  the  12th  century. 
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the  force  of  law,  and  is  binding  in  all  future 
cases. 

The  law  is  the  cement  that  holds  civiliza- 
tion together,  so  to  be  cohesive,  that  law 
must  provide  certainty  and  predictability. 
The  certainty  and  predictability  of  law  are 
embodied  in  the  terms,  ‘‘stare  decisis”  and 
‘‘status  quo.”  The  courts  will  abide  by  or 
adhere  to  previously  decided  cases,  at  least 
insofar  as  the  same  principle  or  law  is  in- 
volved. We  adhere  to  the  precedent  of  prior 
cases,  thus  we  have  stability,  predict- 
ability, and  status  quo. 

If  a published  opinion  is  the  product  of 
an  appellate  court  in  one’s  own  state,  it  is 
binding  on  the  trial  courts  of  that  state, 
unless  it  can  be  distinguished  on  its  facts. 
When  in  a particular  state  or  jurisdiction 
there  is  a novel  situation  or  a new  question 
on  which  there  is  no  prior  lawsuit  for  a 
precedent,  the  court  will  look  for  guidance 
to  the  decision  of  another  state  or  jurisdic- 
tion, for  a state  is  ordinarily  bound  only  by 
the  precedents  of  its  own  state  appellate  or 
supreme  courts  or,  on  federal  questions, 
by  precedent  of  the  United  States  Supreme 
Courts. 

Regulation  of  Medical  Practice 

Laws  governingthe  practice  of  medicine 
have  been  imposed  by  civil  authorities 
from  earliest  recorded  times,  but  these 
regulations  have  not  gone  unchallenged  by 
the  medical  profession.  The  earliest  known 
system  of  laws  isthat  of  Hammurabi,  King 
of  Babylon,  written  about  2200  BC.  Of  the 
282  paragraphs  in  the  Code  of  Hammu- 
rabi, 8 sections  deal  with  the  fees  to  be 
paid  physicians fortheirservices and  the 
punishments  to  be  imposed  in  the  event 
that  injury  or  death  resulted  from  the 
physician’s  treatment  (ie,  “If  a surgeon 
should  treat  a gentleman  with  a bronze 


lancet  and  cause  either  death  or  loss  of  an 
eye,  the  surgeon’s  hand  should  be  cut  off, 
but  if  he  causes  the  loss  of  a slave,  he  need 
only  provide  a new  slave.’’  Section  618, 
Code  of  Hammurabi). 

The  power  of  the  state  to  impose  regu- 
lations upon  the  practice  of  medicine  was 
decided  by  the  United  States  Supreme 
Court  in  the  Dent  vs  West  Virginia^  case  in 
1889.  It  was  argued  before  the  United 
States  Supreme  Court  that  to  allow  the 
states  to  impose  regulations  upon  practi- 
tioners of  medicine,  requiring  them  to  sat- 
isfy specific  statutory  requirements  and 
qualifications,  violated  the  Fourteenth 
Amendment  of  the  Constitution  by  denying 
persons  certain  liberties  (that  of  practicing 
medicine)  “without  due  process  of  law.’’ 
Before  the  Civil  Warthere  were  practically 
no  laws  restricting  the  practice  of  medicine 
to  persons  possessing  certain  qualifica- 
tions. Duringthe  colonial  period  there 
were  medical  practice  acts,  in  fact  Virginia 
had  such  a law  as  early  as  1639;  and  by 
1800,  such  laws  had  been  enacted  in  13 
of  the  16  states.^  However,  these  laws  re- 
stricting the  practice  of  medicine  were 
amended  or  repealed,  and  by  1850  there 
were  virtually  no  regulations  governing  the 
practice  of  medicine  in  any  of  the  states. 
The  decline  in  the  competence  and  skill 
of  medical  practitioners  led  to  the  enact- 
ment of  state  laws  governing  those  engag- 
ing in  the  practice  of  medicine.  Butthe 
constitutionality  of  these  statutes  was  in 
doubt  until  the  court,  in  Dent  V5  West 
Virginia,^  held: 

“The  power  of  a State  to  make  reason- 
able provisions  forthe  qualifications  of 
those  engaging  in  the  practice  of  medicine 
and  punishing  those  who  attempt  to  engage 
therein  in  defiance  of  such  statutory  pro- 
visions, is  not  open  to  question.  The  power 
of  the  State  forthe  general  welfare  of  its 
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people  authorizes  it  to  prescribe  all  such 
regulations,  as,  in  its  judgment,  will  secure 
ortend  to  securethem  against  the  conse- 
quences of  ignorance  and  incapacity  as 
well  as  of  deception  and  fraud.  The  nature 
and  extent  of  the  qualifications  required 
must  depend  primarily  upon  the  judgment 
of  the  state  as  to  their  necessity.  If  they 
are  appropriate  tothe  calling,  or  profes- 
sion, and  attainable  by  reasonable  study 
or  application,  no  objection  to  their  validity 
can  be  raised  because  of  their  stringency 
or  difficulty.  It  is  only  when  they  have  no 
relation  to  such  calling  or  profession,  or 
are  unattainable  by  such  reasonable  study 
and  application,  thatthey  can  operate  to 
deprive  one  of  his  right  to  pursue  a lawful 
vocation.” 

The  federal  government  has  not  made 
attempts  to  require  a general  federal  licen- 
sure, but  it  is  probably  constitutional  and 
within  the  scope  of  the  United  States  Con- 
gress to  do  so.  The  right  of  Congress  to 
require  physicians  to  obtain  a federal  per- 
mit to  use  and  prescribe  narcotics  has 
been  upheld.' 

Most  physicians  would  approve  of  the 
decision  in  the  Dent  case,  or  at  least  accept 
the  wisdom  of  the  right  of  the  state  to  dic- 
tate the  standards  and  qualifications  for 
those  practicing  in  the  state.  Inasmuch  as 
the  state  can  secure  the  citizens  ‘‘against 
the  consequences  of  ignorance  and  in- 
capacity,” there  can  be  little  question  that 
this  includes  the  right  to  demand  that 
physicians  attend  totheircontinuingedu- 
cation.  The  object  of  such  legislation  does 
seem  to  meet  a legitimate  aim  of  the  state 
in  protectingthecitizens.  These  laws  are 
legitimate  exercises  of  a governmental 
unit’s  powerto  legislate  for  public  health, 
welfare,  and  safety.  \u  State  oj  Iowa  vs 
White, ^ the  Iowa  Supreme  Court  held  that 
it  was  constitutional  for  the  State  Board  of 


Medical  Examiners  to  prohibit  persons 
from  practicing  medicine  underthe  regula- 
tions of  the  statutes. 

The  holding  in  Raven  vs  Bierring^  'Has  that 
these  functions  ‘‘are  within  the  police  pow- 
ers of  the  State.”  The  state  can  regulate 
the  personnel,  facilities,  equipment,  and 
medications  that  can  be  utilized  in  what  is 
loosely  referred  to  as  the  health  services 
industry. 

Implied  Warranty  of  Safety  for  Human  Use 

Implied  warranty  (guarantee)  or  ‘‘strict 
liability  without  fault”  is  a legal  doctrine 
that  does  not  apply  to  practicing  phy- 
sicians. However,  legal  cases  bottomed  on 
warranty  for  fitness  for  human  use  have  had 
an  impact  on  medical  practice,  insuring  as 
they  do  that  patients  receive  drugs  and 
material  that  are  warranted  safe  and 
“wholesome.” 

There  is  a distinction  between  warranty 
and  the  tort  of  negligence.  When  suing  on 
warranty,  the  injured  patient-plaintiff  does 
not  have  to  prove  that  anyone,  including 
the  manufacturer,  was  at  fault.  All  that  the 
plaintiff  has  to  show  is  that  the  product 
that  came  to  the  market  was  an  unwhole- 
some product,  and  that  this  product  was 
the  proximate  or  direct  cause  of  the  in- 
juries. The  legal  justification  forthe  doc- 
trine of  “strict  liability”  is  that  when  a 
manufacturer  puts  a product  into  the  flow 
of  commerce,  he  implies  a warranty  that 
the  product  is  fit  for  human  use.  Other- 
wise, it  would  not  be  safe  to  buy  food  and 
other  necessities,  and  public  policy  re- 
quires that  the  food  we  buy  be  safe  for  our 
use.  The  same  applies  to  drugs  and  will 
apply  to  mechanical  devices  used  in  medi- 
cal practice. 

It  isdifficultforan  injured  plaintiff- 
patient  to  prove  negligence  against  a large 
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firm  or  drug  manufacturer,  and  before  the 
warranty  cases,  the  doctrine  of  res  ipsa 
loquitur,  “the  thing  speaks  for  itself,"  was 
applied  to  faulty  products.  The  doctrine  of 
res  ipsa  loquitur  applied  to  a faulty  product 
was  succinctly  set  out  in  the  case  of  Pillars 

R.  J.  Reynolds  Tobacco  CoP^  The  court 
said,  “We  can  imagine  no  reason  why,  with 
ordinary  care,  human  toes  could  not  be  left 
out  of  chewing  tobacco  and  if  toes  are 
found  in  chewing  tobacco  it  seems  to  us 
that  somebody  has  been  very  careless." 
Today,  the  case  would  be  tried  underthe 
rule  of  strict  liability — that  the  product 
placed  in  the  stream  of  commerce  was  not 
wholesome. 

Both  Salk^^  and  Sabin^-  poliomyelitis 
vaccines  have  been  involved  in  landmark 
legal  cases  holdingthe  manufacturers 
liable  for  injuries  (paralysis)  resulting 
from  the  use  of  the  vaccines,  although 
both  products  are  produced  within  strict 
federal  government  standards.  In  the  Salk 
case,  the  manufacturer  argued  that  public 
policy  would  be  served  best  by  denying 
recovery  in  warranty  for  new  drugs,  for 
allowing  recovery  would  retard  the  devel- 
opment of  medicines.  It  is  somewhat  sur- 
prisingthatthe  medical  profession  sup- 
ported the  manufacturers  in  these  strict 
liability  cases,  wherethe  faulty  vaccine 
resulted  in  paralysis. 

Suffice  to  say,  the  supervision  of  manu- 
factured material  is  the  more  stringent  as 
the  doctrine  of  implied  warranty  of  fitness 
for  human  use  has  been  applied;  thus  we 
are  sure  (guaranteed)  that  our  patients 
receive  only  material  that  is  safe  and 
“wholesome." 

Vicarious  Liability — Our  Brother’s  Keeper 

Moving  from  strict  liability  for  manufac- 
turers, we  look  to  an  expanding  field  of 


liability  for  practicing  physicians.  Phy- 
sicians are  not  only  their  brother’s  keepers 
in  a moral  sense,  but  it  appears  that  phy- 
sicians are,  orwill  be,  legally  responsible 
for  the  quality  of  medicine  practiced  by 
other  physicians.  Medical  practice  has 
been  labeled  a “cottage  industry”  with 
great  autonomy  by  individual  physicians. 
More  and  more,  medical  practice  assumes 
the  mantle  of  a corporate  enterprise  with 
structured  administration  with  rules  and 
regulations,  initiated  by  physicians,  pro- 
fessional associations,  and  state  and  fed- 
eral agencies  operating  at  the  direction  of 
the  congress. 

Many  of  the  rules  and  regulations  are 
couched  in  terms  of  quality  control,  good 
medicine,  and  bettertreatment  forthe 
patient — goals  which  physicians  individ- 
ually and  collectively  support — but  in 
achieving  these  worthy  goals  there  is  the 
constant  requirement  of  monitoringthe 
quality.  Physicians  in  many  instances  have 
the  responsibility  to  monitor  the  quality, 
and  it  is  but  a fractional  move  from  re- 
sponsibility to  legal  liability  if  the  quality  is 
not  satisfactory.  Thereby,  physicians  be- 
come each  other’s  keepers.  This  is  a form 
of  vicarious  liability. 

The  most  familiarform  of  vicarious  lia- 
bility forthe  physician  \s  respondeat 
superior,  or  “the  captain  of  the  ship  doc- 
trine." Here  the  physician,  as  the  one  as- 
serting authority,  is  responsible  forthe 
actions  of  others  functioning  under  his  or 
her  supervision  and  control.  A second  ex- 
ample of  vicarious  liability  is  bottomed  in 
the  legal  principle  of  principal-agency.  The 
principal,  or  employer,  is  liable  for  negli- 
gent acts  of  the  agent,  or  employee,  for 
negligence  is  imputed  in  lawtothe  prin- 
cipal in  hiringthe  negligent  individual. 

As  physicians  assume  additional  re- 
sponsibility forthe  acts  of  fellow  practi- 
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tioners  in  the  forms  of  peer  review  and 
quality  control,  it  is  probablethat  liability 
will  be  allocated  if  this  peer  review  or 
quality  control  is  not  carried  out  with  ap- 
propriate diligence.  The  rule  of  lawthen 
becomes:  As  a standard  of  medical  care  is 
established,  physicians  become  respon- 
sible for  the  maintenance  of  this  standard 
of  care,  even  though  this  standard  is  im- 
posed upon  the  physicians  by  an  agency, 
bureau,  or  association. 

The  precedent  forthis  may  be  found  in 
the  case  of  Donence  Kenneth  Darling,  ll,  vs 
Charleston  Community  Memorial  Hospi- 
tal.P^  The  plaintiff-patient,  Dorrence  Dar- 
ling, II,  age  18  years,  suffered  a legfracture 
in  a college  football  game.  He  was  taken  to 
the  emergency  room  of  the  defendant-hos- 
pital where  the  physician  on  emergency 
call  treated  him  by  reducingthe  fracture 
and  placing  the  leg  in  a plaster  cast.  The 
plaintiff  suffered  great  pain  and  his  toes, 
which  protruded  from  the  cast,  became 
swollen  and  dark.  The  cast  was  notched 
the  following  evening  and  two  days  later  it 
was  split.  In  the  course  of  splitting  the  cast 
the  leg  was  cut  and  foul-smelling  blood  and 
seepage  escaped.  Fourteen  days  after  the 
accident  the  plaintiff  was  referred  to  an- 
other physician,  and  sincethe  fractured 
leg  contained  considerable  amounts  of 
dead  tissue  resultingfrom  interference 
with  the  circulation  of  blood  to  the  limb, 
the  leg  was  amputated  eight  inches  below 
the  knee.  The  physician  initially  treating 
the  patient  settled  out  of  court,  and  was  not 
a party  to  this  suit.  The  suit  was  against  the 
hospital,  with  the  plaintiff  contending  that 
the  hospital  was  negligent  in: 

1.  Permitting  the  physician  to  do  ortho- 
pedic work  of  the  kind  required  in  this 

:i;ln  Texas,  one  appellate  court  has  not  followed 
the  precedent  of  the  Darling  decision. 


case,  and  not  requiring  him  to  review  his 
operative  procedures  to  bring  them  up  to 
date. 

2.  Failing,  through  its  medical  staff,  to 
exercise  adequate  supervision  overthe 
case. 

3.  Not  requiring  consultation,  particu- 
larly after  complications  developed. 

4.  Not  seeing  that  Standards  for  Hos- 
pital Accreditation  of  the  American  Hos- 
pital Association  were  followed. 

5.  Not  bringing  the  dereliction  of 
standards  and  established  practice  to  the 
attention  of  the  hospital  administrator,  or 
the  administrator  was  derelict  in  not  bring- 
ing them  to  the  attention  of  the  medical 
staff,  orthe  staff  was  negligent  in  failing 
to  take  action. 

The  hospital  lost  the  lawsuit  and  paid 
the  damages  in  this  case.  The  implications 
are  major,  forthis  decision  implicated  a 
numberof  people  with  responsibilities.  A 
listing  of  those  with  responsibilities,  and 
therefore  legal  liability,  would  include: 

1.  The  treating  physician,  who  ac- 
knowledged negligence  in  the  instant  case. 

2.  The  hospital.  The  hospital,  as  a cor- 
porate entity,  could  not  deny  liability 
claiming  that  a corporate  entity  does  not 
“practice  medicine.’’  The  court,  in  quoting 
the  case  of  Bing  vs  Thunig,^^  said: 

“The  conception  that  the  hospital 
does  not  undertake  to  treat  the  patient, 
does  not  undertake  to  act  through  its 
doctors  and  nurses,  but  undertakes  in- 
stead simply  to  procure  them  to  act 
upon  theirown  responsibility,  no  longer 
reflects  the  facts.  Present-day  hospitals, 
as  their  manner  of  operating  plainly 
demonstrates,  do  more  than  furnish 
facilities  for  treatment.  They  regularly 
employ  on  a salary  basis  a large  staff  of 
physicians,  nurses,  and  interns,  as  well 
as  administrative  and  manual  workers, 
and  they  charge  patients  for  medical 
care  and  treatment,  collecting  for  such 
services,  if  necessary,  by  legal  action. 
Certainly,  the  person  who  avails  himself 
of  ‘hospital  facilities’  expects  that  the 
hospital  will  attempt  to  cure  him,  not 
that  its  nurses  or  other  employees  will 
act  on  their  own  responsibility.’’ 

3.  The  individuals  in  the  hospital’s  em- 
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ploy  who  may  be  directly  responsible,  such 
as  nurses,  technologists,  and  assistants. 

4.  The  medical  staff  in  failing  to  exer- 
cise adequate  supervision. 

5.  The  trustees  or  board  of  directors 
who  have  the  ultimate  responsibility  in  the 
modern  hospital  to:  (a)  appoint  the  medical 
staff,  and  (b)  formulate  the  rules  and  reg- 
ulations governing  the  hospital. 

In  common  practice,  the  trustees  or  the 
board  of  directors  ratifies  the  rules  and 
regulations  recommended  by  the  medical 
staff.  When  appointments  are  made,  they 
consult  with  ordefertothe  medical  staff 
to  determine  if  the  appointees  are  com- 
petent and  ethical.  The  medical  staff  jea- 
lously guards  its  professional  prerogatives, 
but  trustees  or  members  of  the  board  of 
directors  may,  in  some  future  decisions, 
be  held  liablefortheir  negligence  in  the 
appointment  of  a negligent  physician  to 
the  medical  staff.  To  prevent  this,  the 
medical  profession  must  guard  against  pro- 
fessional incompetence,  both  individually 
and  collectively. 

A Higher  Standard  of  Care 

Most  physicians  are  convinced  that  a court 
should  not  establish  a standard  of  care  for 
the  practice  of  medicine;  nevertheless, 
courts  have  done  so.  The  usual  standard 
of  care  the  law  requires  of  physicians  is 
that  degree  of  skill  of  the  reasonable,  pru- 
dent physician  in  good  standing,  in  the 
same  neighborhood,  in  the  same  general 
line  of  practice.  It  is  customarily  required 
that  expert  testimony  by  another  physician 
be  used  to  establish  this  standard  of  care. 
But  there  are  notable  exceptions  to  this 
general  rule.  \n  the  case  oi  Helling  vs 
Carey, in  the  face  of  expert  testimony 
that  the  standards  of  the  medical  profes- 
sion had  been  followed,  the  court  found  the 
standard  to  be  inadequate  and  the  physi- 
cians negligent. 

Two  ophthalmologists  practicing  as  a 
partnership  failed  to  test  a patient  for  glau- 
coma, even  though  she  had  no  symptoms 
of  the  disease.  She  first  consulted  the  phy- 
sicians at  age  23  years  for  myopia,  nine 
years  before  her  glaucoma  was  diagnosed 
by  tonometry  and  examination  of  visual 


fields.  She  filed  suitallegingthatthe 
ophthalmologists  were  negligent  in  not 
testing  for  glaucoma.  The  medical  defense 
was  that  the  physicians  adhered  to  the  re- 
quisite standard  of  care  practiced  in  that 
city,  which  did  not  require  routine  testing 
of  patients  underthe  age  of  40  years  for 
glaucoma  because  the  incidence  in  patients 
under  age  40  was  1 in  25,000  persons. 

The  court,  in  holding  the  physicians  liable, 
noted  that  people  under  age  40  are  entitled 
to  the  same  protection  afforded  persons 
over  40,  and  concluded:^® 

“Underthe  facts  of  this  case  reason- 
able prudence  requires  that  timely  giv- 
ing of  the  pressure  test  to  this  patient. 
The  precaution  of  giving  this  test  to  de- 
tect the  incidence  of  glaucoma  to  pa- 
tients under 40  years  of  age  is  so  imper- 
ative that  irrespective  of  its  disregard  by 
the  standards  of  the  ophthalmology  pro- 
fession, it  is  the  duty  of  the  courts  to 
say  what  is  required  to  protect  patients 
under40  from  the  damaging  results  of 
glaucoma. 

We  therefore  hold,  as  a matter  of  law, 
that  the  reasonable  standard  that  should 
have  been  followed  underthe  undisput- 
ed facts  of  this  case  was  the  timely  giv- 
ing of  this  simple,  harmless  pressure 
test  and  that,  in  failingto  do  so,  the 
ophthalmologists  were  negligent,  which 
proximately  resulted  in  the  blindness 
sustained  by  the  patient  for  which  the 
ophthalmologists  are  liable.” 

Physicians  may  find  this  result  difficult 
to  accept;  however,  there  is  ample  prece- 
dent in  law forthe courts tofind  a standard 
of  care  usually  practiced  by  an  occupation 
or  profession  to  be  unsatisfactory.  The 
hornbook  case  is  that  of  the  T.  J.  Hooper}' 
Two  tugboats,  one  being  the  T.  J.  Hooper, 
were  lost  off  the  New  Jersey  coast  during  a 
gale.  The  loss  could  have  been  averted 
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had  the  masters  of  the  tugs  put  into  harbor. 
However,  they  had  no  warning  of  the  gale 
because  they  had  no  wireless  receiving  sets 
to  obtain  the  weather  forecasts.  The  de- 
fense was  that  the  standard  of  care  for 
tugboats  did  not  require  wireless  receiving 
sets.  Judge  Learned  Hand  saidT* 

“There  are,  no  doubt,  cases  where 
courts  seem  to  make  the  general  prac- 
tice of  callingthe  standard  of  proper 
diligence;  we  have  indeed  given  some 
currency  to  the  notion  ourselves  ...  In- 
deed in  most  cases  reasonable  prudence 
is  in  fact  common  prudence;  but  strictly 
it  is  never  its  measure;  a whole  calling 
may  have  unduly  lagged  in  the  adoption 
of  new  and  available  devices.  It  never 
may  set  its  own  tests,  however  persua- 
sive be  its  usage.  Courts  must  in  the 
end  say  what  is  required;  there  are  pre- 
cautions so  imperative  that  even  their 
universal  disregard  will  not  excuse  their 
omission  . . . We  hold  the  tugs  liable 
therefore  because,  had  they  been  prop- 
erly equipped,  they  would  have  got  the 
Arlington  (weather)  reports.  The  injury 
was  a direct  consequence  of  this  unsea- 
worthiness.’’ 

Conclusion 

Law  encompasses  all  man’s  complex  ac- 
tivities, and  sparks  from  all  of  the  sciences 
may  be  uncovered  in  the  ashes  of  the  law. 

Law  strives  for  certainty  and  predictabil- 
ity so  that  mankind  can  know  how  to  con- 
form his  activities  to  what  is  required. 
However,  there  are  changing  social,  eco- 
nomic, and  moral  conditions,  and  the  law 
must  change  during  the  times  they  are  ap- 
plied. There  have  been  great  changes  in 
the  law,  particularly  in  the  past  decade. 
These  changes  trouble  citizens,  forthey 
bring  less  certainty  and  predictability.  Al- 
though there  are  great  changes,  they  are 


always  made  with  due  process,  and  their 
thrust  has  ever  been  to  protect  the  indivi- 
dual citizen. 

Likewise,  protectingthe  individual  has 
been  the  constant  theme  of  the  landmark 
legal  cases  that  have  shaped  medical  prac- 
tice. They  have  established  that:  (1)  the 
citizen  has  a right  to  sue  for  injury;  (2)  the 
citizen  may  be  protected  by  licensing  laws 
restricting  the  practice  of  medicine  to 
those  meeting  certain  professional  require- 
ments; (3)  manufacturers  are  strictly  li- 
able if  food  or  drugs  put  in  the  flow  of 
commerce  are  “unwholesome;’’  (4)  physi- 
cians have  some  communal  responsibility 
for  the  proper  care  of  people,  and  in  the 
future  may  be  required  to  work  more  dili- 
gently to  maintain  the  standards  of  the  pro- 
fession; and  (5)  the  courts  may,  on  occa- 
sion, establish  a standard  of  care  higher 
than  that  currently  exercised  by  a 
profession. 

These  are  some  of  the  court  decisions 
affecting  medical  practice,  and  each  is  “a 
judicial  declaration  of  preemptive  public 
policy  (that  has)  expressed  the  manifest 
will  of  the  people.’’’*^ 
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Republican  and  Democratic  Platforms: 

THE  REPUBLICANS 


Less  government,  less  spending,  less  inflation  and  no  comprehensive 
national  health  insurance  are  all  keys  to  President  Gerald  Ford’s  cam- 
paign. A favorite  idea  of  the  President’s,  to  consolidate  federal  health 
programs  into  a single  grant  to  each  state,  is  part  of  the  Republican  party 
platform.  Ford  favors  coverage  of  catastrophic  illness  under  Medicare 
and  opposes  a constitutional  amendmentto  prohibit  abortion. 

The  Republican  party  is  working  against  any  form  of  mandatory  compre- 
hensive national  health  insurance.  Perhaps  there  are  no  greater  differences 
between  the  two  parties  than  on  health  issues.  The  GOP  opposes  fur- 
ther intrusion  from  Washington  in  health  care  delivery  and  believes  in  pre- 
serving privacy  between  a patient  and  a physician.  With  regard  to  abortion, 
the  GOP  supports  “continuance  of  dialogue  on  abortion  and  supports  the 
efforts  of  those  who  seek  enactment  of  a constitutional  amendment  to 
restore  protection  of  the  right  to  life  for  unborn  children.’’  The  Republi- 
cans also  urge  reform  of  the  welfare  system  without  federalizing  it  and 
urge  improvement  of  the  Medicare  program  to  control  cost  increases. 

The  Republicans  chargethat  national  health  insurance  would  increase 
federal  spending  by  more  than  $70  billion  in  its  first  full  year  and  require 
a personal  income  tax  increase  of  approximately  20  percent.  The  party 
platform  concentrates  most  of  its  fire  on  Congress.  Republicans  begin 
the  platform  by  urging  voters  to  read  both  party  statements  and  by  warn- 
ing that  the  Democratic  platform  could  cost  as  much  as  $200  billion 
annually. 

Portions  of  the  Republicans’  health  care  planks  are:  “Every  American 
should  have  access  to  quality  health  care  at  an  affordable  price.  The  pos- 
sibility of  an  extended  illness  in  a family  is  a frightening  prospect,  but,  if 
it  does  happen,  a person  should  at  least  be  protected  from  having  it  wipe 
out  lifetime  savings.  Catastrophic  expenses  incurred  from  major  illnesses 
and  accidents  affect  only  a small  percentage  of  Americans  each  year,  but 
for  those  people,  the  financial  burden  can  be  devastating.  We  support  ex- 
tension of  catastrophic  illness  protection  to  all  who  cannot  obtain  it.  We 
should  utilize  our  private  health  insurance  system  to  assure  adequate 
protection  forthose  who  do  not  have  it.  Such  an  approach  will  eliminate 
the  red  tape  and  high  bureaucratic  costs  inevitable  in  a comprehensive 
national  program.  The  Republican  party  opposes  compulsory  national 
health  insurance  ...  We  oppose  this  huge,  new  health  insurance  tax. 
Moreover,  we  do  not  believe  that  the  federal  government  can  administer 
effectively  the  Democrats’  cradle-to-grave  proposal.  The  most  effective, 
efficient  and  economical  method  to  improve  health  care  and  extend  its 
availabilitytoall  isto  build  on  the  present  health  deliveryand  insurance 
system,  which  covers  nine  out  of  every  ten  Americans.  A coordinated  ef- 
fort should  be  mounted  immediately  to  contain  the  rapid  increase  in  health 
care  costs  by  all  available  means,  such  as  development  of  healthier  life 
styles  through  education,  improved  preventive  care,  better  distribution 
of  medical  manpower,  emphasis  on  out-of-hospital  services  and  elimina- 
tion of  wasteful  duplication  of  medical  services. 

Federal  health  programs  should  be  consolidated  into  a single  grantto 
each  state,  where  possible,  thereby  allowing  much  greater  flexibility  in 
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setting  local  priorities.  Our  rural  areas,  for  example,  have  different  health 
care  delivery  needs  than  our  cities.  Federal  laws  and  regulations  should 
respect  these  differences  and  make  it  possible  to  respond  differently  to 
differing  needs.  Fraud  in  Medicare  and  Medicaid  programs  should  be  ex- 
posed and  eliminated.  The  Republican  Party  applauds  the  enlightened 
programs  that  address  mental  retardation,  cerebral  palsy,  epilepsy  and 
other  developmental  disabilities  that  seek  to  remove  us  from  the  dark 
ages  in  these  areas.  Alcoholism  and  drug  abuse,  growing  problems  in 
America  today,  should  receive  the  utmost  attention.  While  we  support 
valid  medical  and  biological  research  efforts  which  can  produce  life-sav- 
ing results,  we  oppose  any  research  on  live  fetuses.  We  are  also  opposed 
to  any  legislation  which  sanctions  ending  the  life  of  any  patient.” 


THE  DEMOCRATS 


Promoting  the  Democratic  party,  former  Georgia  Gov.  Jimmy  Carter  sup- 
ports a platform  that  calls  for  more  spending  and  more  federal  govern- 
ment, advocating  federal  action  to  solve  problems.  Carter  favors  a man- 
datory comprehensive  national  health  insurance  program  with  minimal 
out  of  pocket  costs  for  patients.  He  also  favors  cost  and  quality  controls 
on  the  program.  Asked  how  he  would  finance  and  implement  the  pro- 
gram Carter  has  responded,  ‘‘Well,  I don’t  know  the  answer . . . But  I would 
like  to  reserve  the  right  to  include  a private  sector,  say  Blue  Cross  Blue 
Shield  as  a co-partner  with  the  federal  government  in  the  administration 
of  a national  health  insurance  program.” 

The  Democratic  party  is  committed  to  enactment  of  a comprehensive 
national  health  insurance  program  with  universal  and  mandatory  cover- 
age, financed  by  employer-employee  shared  payroll  taxes  and  general  tax 
revenue.  The  Democrats  are  stressing  the  need  for  improved  access  to 
care,  particularly  for  the  underserved  population.  They  call  for  rates  for 
institutional  and  physicians  services  to  be  set  in  advance.  The  Democratic 
platform  finds  it  undesirableto  amend  the  Constitution  to  overturn  the 
recent  Supreme  Court  abortion  decision.  The  Democrats  specifically  ask 
for  increased  federal  aid  to  medical  research  laboratories  seeking  cures 
of  specific  conditions  and  call  for  a reduction  of  the  health  cost  for  the 
elderly. 

Portions  of  the  Democrats’  health  planks  are:  ‘‘In  1975  national  health 
expenditures  averaged  $547  per  person — an  almost  40  percent  increase 
in  four  years.  Inflation  and  recession  have  combined  to  erode  the  effec- 
tiveness of  the  Medicare  and  Medicaid  programs.  An  increasingly  high 
proportion  of  health  costs  have  been  shifted  back  to  the  elderly.  An  in- 
creasing Republican  emphasis  on  restricting  eligibility  and  services  is 
emasculating  basic  medical  care  for  older  citizens  who  cannot  meet  the 
rising  costs  of  good  health.  We  need  a comprehensive  national  health 
insurance  system  with  universal  and  mandatory  coverage.  Such  a national 
health  insurance  system  should  be  financed  by  a combination  of  employer- 
employee  shared  payroll  taxes  and  general  tax  revenues.  Consideration 
should  be  given  to  developing  a means  of  support  for  national  health  in- 
surance that  taxes  all  forms  of  economic  income.  We  must  achieve  all 
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that  is  practical  while  we  strive  for  what  is  ideal,  taking  intelligent  steps 
to  make  adequate  health  services  a right  for  all  our  people.  As  resources 
permit,  this  system  should  not  discriminate  against  the  mentally  ill. 
Maximum  personal  interrelationships  between  patients  and  their  phy- 
sicians should  be  preserved.  We  should  experiment  with  new  forms  of 
medical  care  delivery  to  mold  a national  health  policy  that  will  meet  our 
needs  in  a fiscally  responsible  manner.  We  must  shift  ouremphasis  in 
both  private  and  public  health  care  away  from  hospitalization  and  acute 
care  services  to  preventive  medicine  and  the  early  detection  of  the  major 
cripplers  and  killers  of  the  American  people  . . . National  health  insurance 
must  also  bring  about  a more  responsive  consumer-oriented  system  of 
health  care  delivery.  Incentives  must  be  used  to  increase  the  number  of 
primary  health  care  providers,  and  shift  emphasis  away  from  limited- 
application,  technology-intensive  programs.  By  reducingthe  barriers  to 
primary  preventive  care,  we  can  lowerthe  need  forcostly  hospitalization. 
Communities  must  be  encouraged  to  avoid  duplication  of  expensive  tech- 
nologies and  meet  the  genuine  needs  of  their  populations.  The  develop- 
ment of  community  health  centers  must  be  resumed.  We  must  develop 
new  health  careers,  and  promote  a better  distribution  of  health  care  pro- 
fessionals, includingthe  more  efficient  use  of  paramedics.  All  levels  of 
government  should  concern  themselves  with  increasingthe  number  of 
doctors  and  paramedical  personnel  in  the  field  of  primary  health  care  . . . 
Alternative  approaches  to  health  care  delivery,  based  on  prepayment  fi- 
nancing, should  be  encouraged  and  developed.  The  cost  of  a (national 
health  insurance)  program  need  not  exceed  the  (8.3  percent  of  our  Gross 
National  Product)  this  nation  currently  expends  on  health  care;  but  the 
resulting  improvement  of  health  service  would  present  a major  improve- 
ment in  the  quality  of  life  enjoyed  by  Americans  at  all  economic  levels.” 
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If  you  take 

care  of 
your  people, 
they’ll  take  care 
of  you. 


It's  simple  human  relations. 

To  keep  good  people  on  your 
staff — whether  you’re  just  starting 
a practice,  or  well  along  in  your 
career — you’ve  got  to  pay  them 
well.  Not  with  just  money,  but  with 
other  things,  like  health  insurance. 

And,  being  in  the  medical 
profession,  you  know  how 
important  it  is  to  provide  your 
people  with  the  best  coverage 
available. 

Blue  Cross  and  Blue  Shield 
coverage  will  assure  you  of  that. 

We  return  more  of  our  premiums  in 
claim  payments  to  policyholders 
than  most  other  major  insurance 
companies.  And  we  don’t  set 
maximum  dollar  limits  on  most 
hospital  services. 

You  might  get  group  health 
insurance  at  a lower  rate.  But  when 
you  think  of  how  much  your  people 
are  worth  to  you,  we  think  you’ll  find 


them  worth  every  nickel  that  Blue 
Cross  and  Blue  Shield  coverage 
costs. 

Do  you  think  enough 
of  your  people 
to  provide  the  best? 


Blue  Cross 

GROUP  hospital  service.  INC 

Blue  Shield 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

of  Texas 


m Registered  Mark  Blue  Cross  Association 
Registered  Sen/ice  Mark  of  the 
National  Association  of  Blue  Shield  Plans 
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in  coughs  of  colds, 
“flu”  and  u.i;i.- 
clear  the  tract 
with  the  famous 
Robitussin®Line! 

The  5 members  of  the 
Robitussin®  family  all  contain 
the  expectorant,  guaifenesin, 
to  help  clear  the  lower 
respiratory  tract.  Guaifenesin 
works  systemically  to  help 
stimulate  the  output  of  lower 
respiratory  tract  fluid.  This 
enhanced  flow  of  less  viscid 
secretions  promotes  ciliary 
action  and  makes  thick, 
inspissated  mucus  less  viscid 
and  easier  to  raise.  As  a 
result,  dry,  unproductive 
coughs  become  more 
productive  and  less  frequent. 


^ OUR  PHOTO:  Norfolk  & Western  Branch  Train 
No.  202  west  bound  near  Alvarado,  Va  (Oct.,  1956). 
This  line  reaches  the  highest  point  of  any  railroad 
East  of  the  Rockies  (elevation  3,577  ft.)  with  a 
minimum  grade  of  3%.  it  crosses  108  bridges, 
some  700  ft.  long!  Photo  by  0.  Winston  Link. 


For  productive  and  unproductive  coughs 

Robitussin^ 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF  /.  100  mg 

Alcohol.  3.5% 

For  severe  coughs 

Robitussin  A>C^(3 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  100  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hour  cough  control 

Robitussin-DM"^ 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  . 100  mg 

Dextromethorphan 

Flydrobromide,  NF  15  mg 

Alcohol,  1 .4% 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

Robitussin-PE"^ 

Each  5 ml  teaspoonfui  contams: 


Guaifenesin,  NF” 100  mg 

Pseudoephedrine 

Flydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


Decongestant  action  helps  control  cough  and 
clear  stuffy  noses  and  sinuses.  Non  narcotic. 

Robitussin-CF^ 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF  50  mg 

Phenylpropanolamine 

Flydrochloride,  NF 12.5  mg 

Dextromethorphan 

Flydrobromide,  NF 10  mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


For  many  years  Robins  has  spot- 
lighted the  expectorant  action  of 
the  Robitussin  cough  formulations 
by  featuring  action  photographs  of 
steam  engines  like  the  one  on  the 
preceding  page.  In  keeping  with 
this  tradition,  lastyear  the  company 
commissioned  a well-known 
illustrator  to  render  full-color 
drawings  of  several  classic 
locomotives  . . . accurate  to  the 
minutest  detail.  Chances  are  you 
requested  and  received  the  first 
locomotive  in  this  series,  The 
William  Mason,  last  winter.  Now, 
the  second  one  is  available.  (See 
below).  To  orderyour  print  suitable 
forframing,  write  “Robitussin 
Clear-Tract  Engine  #2”  on  your 
Rx  pad  and  mail  to  “Vintage 
Locomotives,”  Dept.  T4, 

A.  H.  Robins  Company, 

1407  Cummings  Drive, 

Richmond,  Va.  23220. 


A.  FI.  Robins  Company,  Richmond,  Va.  23220 
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The  DONALD  A.  RAPPOPORT  Memorial 
Fund  has  been  established  at  the  Universi- 
ty of  Texas  Medical  Branch  in  Galveston  to 
assist  medical  and  graduate  students  with 
special  research  projects  in  child  health. 
The  fund  honors  Dr.  Rappoport,  a medical 
scientist  who  for  12  years  until  his  death 
in  1972  was  a faculty  member  in  the  de- 
partment of  pediatrics  at  the  Medical 
Branch.  The  fund,  in  the  amount  of  $10,- 
000,  will  be  preserved  intact,  with  only 
the  income  utilized  for  expenditures.  In- 
tended to  be  seed  money  to  encourage  and 
to  facilitatethe  participation  of  students 
in  research,  the  fund  offers  up  to  $300  per 
student  as  a stipend  for  research.  Dr.  Rap- 
poport was  born  in  Kharkov,  Russia,  in 
1913,  the  son  of  a plumbing  supplier. 

His  family  escaped  the  Bolshevist  regime. 
He  earned  a bachelor’s  degree  at  Illinois, 
then  received  a master’s  degree  and  doctor 
of  philosophy  degree  in  biochemistry  at 
the  University  of  California.  He  came  to 
Galveston  in  1960aschief  of  the  division 
of  molecular  biology. 

DR.  EDWIN  J.  MORROW,  a Houston  phy- 
sician associated  with  the  Ledbetter 
Clinic,  has  been  elected  president  of  the 


Dr.  Henry  C.  McGill  Jr  (left)  presents  the  president's 
gavel  to  newly-elected  president  Dr.  Edwin  J.  Morrow. 


American  Heart  Association,  Texas  Affili- 
ate, Inc.  Dr.  Morrow  succeeds  DR.  HENRY 
C.  McGILL  JR,  of  San  Antonio. 

Other  medical  officials  elected  at  the  af- 
filiate’s annual  assembly  in  Houston  in- 
clude: DR.  JOSEPH  C.  OGLE,  Dallas,  presi- 
dent-elect; DR.  A.  BRYAN  SPIRES,  JR,  Aus- 
tin, vice-president;  DR.  HENRY  MclNTOSH, 
Houston,  vice-president;  and  DR. 

BERNARD  H.  BLOOM,  San  Antonio,  vice- 
president. 


DR.  MAJOR  W.  BRADSHAW,  assistant  pro- 
fessor of  medicine,  microbiology  and 
immunology  at  Baylor  College  of  Medicine, 
and  DR.  CLAIR  HUCKINS,  associate  pro- 
fessor of  cell  biology  at  Baylor  College  of 
Medicine,  have  been  appointed  to  new  ad- 
ministrative posts  in  the  office  of  student 
affairs.  Dr.  Bradshaw,  who  was  graduated 
from  the  Baylor  College  of  Medicine,  will 
be  responsible  for  the  coordination  of  the 
educational  program  for  medical  students, 
including  coordination  of  standing  college 
committees  on  curriculum,  student  affairs 
and  student  promotions.  Dr.  Bradshaw 
taught  at  Baylor  as  a graduate  student  and 
as  a fellow  before  joiningthe  faculty  in 
1972.  He  was  a clinical  associate  at  the 
National  Institutes  of  Health  and  a clinical 
fellow  at  the  Methodist  Hospital  after  an 
internship  and  residency  with  the  Osier 
Medical  Service,  Johns  Hopkins  Hospital. 
Dr.  Huckins,  who  holds  a bachelor’s, 
master’s  and  doctor  of  philosophy  from 
McGill  University,  Montreal,  will  be  re- 
sponsible for  counseling  and  advising 
students,  particularly  those  enrolled  in  the 
first-year  class  whose  curriculum  is  devot- 
ed principally  to  the  basic  sciences.  She 
held  academic  appointments  in  anatomy 
at  McGill  and  Tufts  and  has  been  a Ford 
fellow  at  the  Worcester  Foundation  for 
Experimental  Biology  and  a visiting 
scientist  at  the  Oak  Ridge  National 
Laboratories. 
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Jefferson  Keith  (left),  chairman  of  the  board  of  the 
American  Society  of  Association  Executives,  presents 
C.  Lincoln  Williston,  executive  director  of  the  Texas 
Medical  Association,  a certificate  naming  Williston  a 
Certified  Association  Executive. 

C.  LINCOLN  WILLISTON,  executive  direc- 
tor of  the  Texas  Medical  Association,  has 
been  named  a Certified  Association  Execu- 
tive by  the  American  Society  of  Association 
Executives.  He  was  one  of  72  association 
executives  approved  by  ASAE’s  Certifica- 
tion Board  and  ratified  by  its  board  of 
directors.  To  qualify  for  CAE  certification 
Williston  completed  a personal  data  form 
listing  his  professional  experience  and 
successfully  passed  an  examination  cover- 
ing association  management  subjects 
including  law,  education  and  statistics. 
ASAE,  “the  association  of  associations,” 
includes  more  than  6,000  members  who 
manage  the  nation’s  voluntary  member- 
ship associations  and  societies. 


An  acting  chairman  of  the  department  of 
radiology  at  Baylor  College  of  Medicine 
and  chief  of  radiology  at  Methodist  Hos- 
pital has  been  named.  DR.  JAMES  E.  HAR- 
RELL, who  came  to  Methodist  in  1972, 
will  replace  Dr.  Robert  S.  MacIntyre  who 
died  of  a heart  attack  in  August  1976. 
Priorto  his  move  to  Houston,  Harrell  serv- 
ed as  chief  of  cardiovascular  radiology  and 
chief  of  diagnostic  radiology  at  Walter 
Reed  General  Hospital.  He  has  specialized 
in  vascular  radiology  since  1966  when  he 
did  a fellowship  in  angiography  at  Walter 
Reed.  The  graduate  of  the  University  of 
Arkansas  Medical  School  has  been  in- 
volved primarily  in  neuroradiologic  diag- 
nostic procedures  since  comingto 
Methodist. 


Winners  of  annual  Medical  Journalism 
Awards  were  honored  by  Sandoz  Pharma- 
ceuticals at  the  American  Association  of 
Medical  Society  Executives  meeting  in  Dal- 
las. Featured  were  SIDNEY  GIMPEL,  direc- 
tor of  scientific  relations  of  Sandoz; 

JAMES  HICKOX,  executivedirector  of  the 
Harris  County  Medical  Society  and 
ROBERT  ELSNER,  president  of  AAMSE. 
The  Harris  County  Physician  is  published 
in  Houston  by  the  county  medical 
society. 


Sidney  Gimpel  (left)  director  of  scientific  relations  of 
Sandoz  Pharmaceuticals,  presents  a Medical  Journal- 
ism Award  to  James  Hickox  (center)  executive  direc- 
tor of  the  Harris  County  Medical  Society.  At  right  is 
Robert  Eisner,  president  of  the  American  Association 
of  Medical  Society  Executives. 


"There  are  no  known  complications  of  the  proce- 
dure. It  has  never  been  done  before." 
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TEXAS  COURT  HOLDS  CERTAIN  RESTRICTIVE  COVENANTS  IN  A CONTRACT 
UNREASONABLE  AND  INVALID 


The  following  case^  involves  a situation 
where  restrictive  covenants  in  a contract 
kept  the  doctor  who  was  an  emergency 
room  physician  from  performing  profes- 
sional services  in  the  same  hospital  for 
another  contractor  after  termination  of  the 
original  contract  and  kept  the  hospital 
from  allowingthe  doctorto  work  in 
emergency  room  for  a subsequent  con- 
tractor. The  Texas  court  held  the  restric- 
tive covenants  in  a contract  unreasonable 
and  invalid. 

Facts 

In  a recent  Texas  case  a hospital  had 
entered  into  a contract  with  a physician 
contractor  to  provide  or  arrange  for 
emergency  room  services  for  the  hospital. 
In  turn,  the  physician  contractor  had  en- 
tered into  a contract  with  several  physi- 
cians to  provide  the  emergency  room 
coverage.  These  physicians  agreed  not 
to  compete  with  or  provide  emergency 
room  services  in  any  hospital  within  fifty 
miles  for  three  years  afterthe  contract 
period.  The  hospital  had  agreed  with  the 
physician  contractor  not  to  employ  or 
allow  any  of  the  physicians  to  work  in  the 
emergency  room  for  the  same  time  period. 
Subsequently  the  hospital  did  not  renew 
the  contract  with  the  physician  contractor, 
but  contracted  with  another  group,  and 
refused  to  allow  the  complaining  physi- 
cians to  work  there  because  of  the  previous 
contract  period.  These  physicians  filed 
suit. 

Discussion 

The  court  concluded  that  the  complaining 
physicians  were  in  the  relationship  of  con- 
tractor-subcontractor and  the  restrictions 
against  competition  could  not  be  applied 
beyond  the  term  which  the  subcontractor 
agreed  to  render  exclusive  service.  In  up- 
holding the  lower  court’s  decision,  the 
court  found  the  restrictions  unreasonable. 


The  court  considered  the  fact  that  the 
failure  to  renew  the  contract  was  the  re- 
sult of  dissatisfaction  with  the  physician 
contractor  rather  than  the  physicians  who 
were  performing  emergency  room  service. 
The  court  further  held  that  the  burden 
was  on  the  contracting  physician  to  esta- 
blish the  existence  of  facts  to  support  the 
legal  conclusion  that  the  restrictions  were 
reasonable.  Addressingthe  restriction  on 
the  hospital  from  hiring  a physician  who 
was  under  such  a contract,  the  court  said 
that  the  absence  of  facts  making  the  so- 
called  customer  contact  theory  applicable 
or  showing  a breach  of  trust  or  confidence 
arising  from  improper  use  of  the  contract- 
ing physician’s  trade  secrets,  customer 
list  etc.,  enforcement  of  the  contracting 
physician  hospital  covenant  would  only 
have  the  effect  of  insulating  the  contract- 
ing physician  against  competition  by  the 
subsequent  contractor.  Fundamentally,  a 
restrictive  covenant  is  enforced  if  it  is 
reasonable  in  three  basic  regards.  The  re- 
straint of  the  employee  must  be  reason- 
able in  the  sensethat  it  is  no  greaterthan 
is  necessary  to  protect  the  employer  in 
some  legitimate  interest.  An  important 
reason  for  enforcing  the  covenant  is  that 
the  employee,  during  his  period  of  em- 
ployment, may  have  the  opportunity  to 
come  in  contact  with  a customer  of  the 
employer  or  in  the  case  of  a physician, 
come  in  contact  with  his  employer’s  pa- 
tient. In  the  practice  of  medicine,  the  em- 
ployee may  be  the  only  contact  that  the 
customer  or  patient  has  with  the  employer 
and,  therefore,  the  patient  may  look  to 
the  employee  ratherthan  the  employer  as 
the  personfication  of  the  business.  Realiz- 
ing this,  the  courts  have  developed  the 
so-called  customer  contact  rule  which 
states  that  where  the  good  will  of  the  cus- 
tomer has  attached  to  the  employee  and 
the  employee  has  acquired  during  his  em- 
ployment a special  influence  with  the 
customer  which  gave  him  an  advantage 
overthe  employer  in  competition  forthe 
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customer’s  business,  then  a restrictive 
covenant  will  be  enforced  against  the  em- 
ployee atthe  termination  of  his  employ- 
ment. There  have  been  several  instances 
of  the  customer  contact  rule  being  applied 
in  the  case  of  physicians.  The  access  of 
the  employee  to  trade  secrets  or  confiden- 
tial information  is  another  important  con- 
sideration in  protecting  the  interest  of  the 
employer.  It  would  not  seem  that  the  ques- 
tion of  trade  secrets  or  confidential  infor- 
mation would  be  particularly  controlling 
in  the  case  of  the  physician  employees, 
although  the  problem  of  knowledge  of  cus- 
tomer lists  or  in  this  instance,  lists  of 
patients,  might  be  brought  into  play.  The 
second  aspect  of  reasonableness  is  whether 
or  not  the  enforcement  would  be  unduly 
harsh  and  oppressive  on  the  employee, 
particularly  in  the  light  of  its  relative 
benefits  to  the  employer.  The  court  will 
look  closely  at  the  effect  that  the  enforce- 
ment of  the  restraint  will  have  on  the 
employee.  If  the  intended  restraint  is 
unduly  harsh  on  the  employee,  or  if  it  does 
not  benefit  the  employer  particularly, 
often  the  courts  will  not  enforce  the 
covenant.  The  third  factor  in  determining 
the  reasonableness  of  enforcement  is 
whether  the  enforcing  of  the  covenant  will 
be  unnecessarily  injurioustothe  public 
as  a whole.  An  important  factor  forthe 
court  to  consider  is  whether  there  is  a 
shortage  of  the  employee’s  type  of  service. 

It  would  appearthat  in  thesetimes  of  dis- 
pute concerning  the  supply  of  physicians, 
the  argument  of  physician  shortage  might 
be  made  fairly  effectively,  at  least  in  cer- 
tain geographical  areas,  in  opposing  the 
enforcement  of  the  covenant  against  a 
physician.  The  interest  of  the  general  pub- 
lic in  the  enforcement  of  a restrictive 
covenant  will  also  betaken  into  considera- 
tion if  the  court  feels  that  a stifling  of  com- 
petition or  the  creation  of  a monopoly  may 
result.  Two  other  factors  in  determining 
the  reasonableness  of  a restrictive 
covenant  are  the  duration  of  time  of  the 
restriction  and  the  geographical  area  in 
which  the  employee  is  forbidden  to  prac- 
tice. These  questions  of  time  and  area 
are  interwoven  with  the  previously  listed 


tests  of  reasonableness  to  the  employer, 
the  employee  and  the  general  public. 

Conclusion 

As  stated,  every  case  in  this  field  must  be 
decided  on  its  own  facts  and  any  one  case 
may  involve  a number,  if  not  all,  of  the 
factors  listed.  Therefore,  it  is  impossible 
to  say  that  a particular  time  limit  and  a 
particular  area  are  reasonableor  unrea- 
sonable, orthat  in  a particularcasethe 
time  limit  and  area  restrictions  were  the 
determining  factors  in  whether  or  not  the 
covenant  was  enforced  or  held  invalid. 

In  one  particularcasethe  court  has  had 
this  to  say  concerningthe  amount  of  au- 
thority on  this  particular  subject:  “This  is 
not  one  of  those  questions  in  which  the 
legal  researcher  cannot  find  enough  to 
quench  his  thirst.  Tothe  contrary,  there 
is  so  much  authority,  itdrowns  him.  It  is 
a sea  vast  and  vacillating,  overlapping 
and  bewildering.  One  can  fish  out  of  it  any 
kind  of  strange  support  for  anything,  if 
he  lives  so  long.’’  Thereare  arguments  to 
be  made  both  for  and  against  the  use  of 
restrictive  covenants  not  to  compete  in 
physician  employment  of  subcontractor 
contracts.  In  view  of  the  complexity  of  the 
field,  physicians  who  desire  employment 
of  other  physicians  or  who  enter  into  con- 
tracts with  them  or  physicians  who  desire 
to  become  employed  and  have  concern 
about  the  contract  are  encouraged  to  look 
carefully  at  the  provisions  of  the  contract 
and  consult  a qualified  attorney  for  advice 
prior  to  the  execution  of  the  contract. 
Otherwise,  the  same  outcome  as  the  above 
case  may  result. 

Will  Barber,  Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & 

Barber 

TMA  Legal  Counsel 

1 . Hospital  Consultants,  Inc,  et  al,  vs  Potyka,  MD, 
et  al,  531  SW  2d.  657,  Texas  Court  of  Civil 
Appeals,  1975. 
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EDITOR’S  NOTE:  Beginning  in  this  issue, 
Texas  Medicine  will  carry  monthly  biblio- 
graphies on  selected  clinical  topics  of  gen- 
eral interest,  prepared  by  the  staff  of 
TMA’s  Memorial  Library.  This  month’s 
topic  is  swine  flu.  Copies  of  these  and  oth- 
er articles  pertaining  to  swine  flu  are  avail- 
able from  the  Memorial  Library. 


SWINE  FLU 

Beare  AS,  Schild  GC,  Hall  TS,  et  al:  Anti- 
genic characteristics  of  swine  influenza 
virus  closely  related  to  human  Hong  Kong 
strain  and  results  of  experimental  infection 
in  volunteers.  Lancet  l(7694):305-308, 
1971. 

Brown  P,  Gajdusek  DC,  Morris  JA:  Virus  of 
the  1918  influenza  pandemic  era:  new 
evidence  about  its  antigenic  character. 
Science  166:117-119,  1969. 

Denny  FW,  Glezen  WP,  Karzon  D,  et  al: 
Swine-like  influenza  virus  and  vaccine.  Am 
JDis  Child  130:583,  1976. 

Do  we  need  a ‘Spanish  flu’  vaccine?  Epi- 
demiologists face  a hard  choice  as  more 
virus  isolates  are  reported.  Med  World 
News  17  {6):28-29,  1976. 

FrancisT  Jr:  Epidemic  influenza:  immuni- 
zation and  control.  Med  Clin  North  Am 
51(3):781-790, 1967. 

Iowa  swine-like  influenza  immunization 
p\ar\.  J Iowa  Med Soc  66(6):203-205, 

1976. 

It's  ‘go’  for  the  flu  vaccine  program.  Med 
World  News  17(15):6,  1976. 

Marks  RG  (ed):  The  swine  vaccine;  1.  Why 
you  must  give  it,  2.  Why  you  will  be  liable, 

3.  Why  it  may  be  needless.  Current  Pre- 
scribing 2(8)11+,  1976. 


Pandemic  and  interpandemic  influenza  A. 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


A.J.  BANKHEAD 
Tyler,  1917-1976 

D.T.  BUNDY 
Austin,  1876-1976 


A.R.  HANCOCK 
Gladewater,  1891-1976 


JJ.  MUIRHEAD 
Vernon,  1906-1976 


W.M.  PRATT 
Houston,  1895-1976 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 

Name 

Address  

City  and  State 


. Given  in  Memory  of 

Donor  Information: 

Name 

Address  

City  and  State  . 
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Recent  deaths 


Dr.  A.  J.  Bankhead 

Dr.  Alexander  Jackson  Bankhead,  a Tyler 
psychiatrist,  died  March  30,  1976,  at  the 
age  of  59. 

Dr.  Bankhead,  a native  of  Weatherford, 

Tex,  attended  Tyler  Junior  College  before 
enteringThe  University  of  Texas.  He  re- 
ceived his  BA  degree  in  1937,  and  entered 
UT  Medical  Branch,  Galveston.  He  com- 
pleted his  MD  in  1940. 

He  was  an  intern  at  Binghampton  State 
Hospital,  Binghampton,  NY,  from  1940 to 
1942.  Following  service  in  the  US  Navy 
from  1942  to  1947,  Dr.  Bankhead  entered 
a residency  program  at  John  Sealy  Hos- 
pital, Galveston.  He  completed  his  resi- 
dency in  1949.  He  was  involved  in  post- 
graduate studies  at  Presbyterian  Hospital 
(affiliated  with  Columbia  University),  New 
York,  in  1950.  He  began  his  practice  in 
Tyler  that  same  year. 

Dr.  Bankhead  was  a member  of  the  Ameri- 
can Medical  Association,  American  Psychi- 
atric Association,  Smith  County  Medical 
Society,  and  Central  Neuropsychiatric 
Society. 

He  also  was  a past  president  of  both  the 
Texas  District  Branch  of  the  American 
Psychiatric  Association  and  the  Titus  Har- 
ris Society,  and  a past  secretary  of  the 
Texas  Society  for  Mental  Health. 

Surviving  are  his  wife,  Jane  Burr  Bank- 
head  of  Tyler;  five  daughters,  Sara  Shep- 
herd and  Judy  Bankhead  of  San  Antonio, 
and  Jenny  Bankhead,  Kathy  Bankhead,  and 
Molly  Bankhead  of  Tyler;  and  a brother, 
Frederick  Bankhead  of  Weatherford. 


Dr.  D.  T.  Bundy 

Dr.  David  Thomas  Bundy,  who  had  been 
an  honorary  member  of  Texas  Medical  As- 
sociation since  1953,  died  March  19, 
1976.  The  doctor,  99  years  of  age,  died  at 
his  Austin  residence  after  a short  illness. 


Dr.  Bundy  began  his  practice  in  Smith 
County,  Texas,  in  1907.  He  became  the 
county’s  public  health  officer  in  1936.  In 
1962,  he  resigned  from  this  position,  and 
moved  to  Austin  seven  years  later. 

The  native  of  Lindale,  Tex,  was  graduated 
from  Texas  Christian  University  School  of 
Medicine  in  1907.  His  professional  mem- 
berships included  the  Smith  County  Medi- 
cal Society  and  American  Medical  Associa- 
tion. 

His  other  memberships  were  in  the 
Pleasant  Retreat  Methodist  Church  and 
Woodmen  of  the  World.  Additionally,  he 
was  the  recipient  of  several  alumni  awards 
from  Texas  Christian  University. 

Dr.  Bundy  is  survived  by  one  son,  Farland 
Bundy  of  Austin;  one  daughter,  Mrs.  Wal- 
ter Jackson  of  Grand  Prairie;  four  grand- 
children and  two  great-grandchildren. 


Dr.  A.  R.  Hancock 

Dr.  Allison  Roy  Hancock  of  Gladewater 
died  March  16,  1976,  after  a long  illness. 
Dr.  Hancock,  85,  retired  in  1973.  He  had 
practiced  in  Gladewater  since  1931. 

He  was  graduated  from  the  University  of 
Florida,  in  his  home  state,  in  1915,  and 
received  his  medical  degree  from  the 
University  of  Oklahoma  School  of  Medicine 
in  1919.  Dr.  Hancock  was  a member  of 
both  schools’  football  teams. 

Dr.  Hancock’s  internship  was  at  the  Uni- 
versity of  Oklahoma  Hospitals  in  Oklahoma 
City.  He  also  did  postgraduate  work  at  The 
University  of  Texas. 

Dr.  Hancock  practiced  in  Walters,  Tonka- 
wa,  and  Seminole,  Okla,  before  movingto 
Gladewater,  where  he  was  active  in  civic, 
as  well  as  medical,  pursuits.  He  was  one 
of  the  founders  of  the  Gladewater  Country 
Club,  and  served  on  the  Gregg  County 
Draft  Board  for  20  years.  He  also  was  city 
health  officer,  was  involved  in  the  plans 


Dr.  Bankhead 


Dr.  Bundy 


Dr.  Hancock 


113 


Volume  72.  October,  1976 


Dr.  Muirhead 


Dr.  Pratt 


for  building  a local  school,  and  owned  and 
operated  a private  hospital  in  Gladewater 
for  19  years. 

Dr.  Hancock  was  a past  president  of  the 
Gregg  County  Medical  Society  and  a mem- 
berof  the  American  Medical  Association. 
He  was  a lifetime  member  of  the  Masonic 
Lodge  at  Tonkawa,  Okla,  the  Scottish  Rite 
Consistory  at  Guthrie,  Okla,  and  Shrine 
Temple  at  Oklahoma  City. 

Surviving  are  Dr.  Hancock’s  wife,  Gladys 
Thompson  Hancock,  Gladewater;  a sister, 
Mrs.  Connie  Vickery,  Pensacola,  Fla;  and  a 
number  of  nieces  and  nephews. 


Dr.  J.  J.  Muirhead 

Dr.  James  Jarrell  Muirhead  died  Jan  23, 
1976,  in  Vernon,  Tex. 

Dr.  Muirhead,  69,  retired  from  his  practice 
in  1974.  He  had  lived  in  Vernon  since 
1935. 

The  native  of  Shreveport,  La,  received  his 
bachelor  of  arts  degree  from  Baylor  Uni- 
versity, Waco,  and  his  medical  degree  from 
Baylor  University  College  of  Medicine, 
Dallas,  in  1932. 

Dr.  Muirhead  served  for  40  months  during 
World  War  II  in  the  US  Army  Air  Corps  as 
a flight  surgeon.  He  was  separated  from 
the  service  with  the  rank  of  major. 

The  doctor  was  a past  secretary  (1939) 
and  president  (1949-1950)  of  the  Wil- 
barger County  Medical  Society.  He  was  an 
honorary  member  of  Texas  Medical  Asso- 
ciation and  had  been  a member  of  the 
American  Academy  of  Family 
Physicians. 

Dr.  Muirhead  was  president  of  the  Red 
River  Valley  Museum,  a past  president  of 
the  Vernon  School  Board  and  had  been  a 
trustee  of  Howard  Payne  College.  He  was  a 
Mason,  Shriner  and  Rotarian,  and  also  was 
a director  of  the  Vernon  Savings  and  Loan 
114  Association. 


Surviving  are  Dr.  Muirhead’s  wife,  llda 
Edwards  Muirhead,  Vernon;  two  daughters, 
Eleanor  Muirhead  Bolton,  Dallas,  and  Bet- 
ty Muirhead  Prince,  Palestine,  Tex;  three 
brothers.  Dr.  S.  J.  Muirhead,  Temple,  Dr. 

E.  E.  Muirhead,  Memphis,  and  Harry  Muir- 
head, Vernon;  and  three  sisters,  Mrs.  War- 
ren Adams,  Waco,  Mrs.  Dulce  Brooks,  Dal- 
las, and  Mrs.  Bessie  Estes,  Flagler  Beach, 
Fla. 


Dr.  W.M.  Pratt 

Dr.  Willard  Munson  Pratt,  80,  of  Houston 
died  April  21,  1976.  Dr.  Pratt,  who  retired 
in  1975,  had  lived  in  Texas  since  1928. 

The  family  physician  was  a native  of  Enid, 
Okla.  He  was  graduated  from  the  Univer- 
sity of  Nebraska,  Lincoln,  in  1921.  In  1923, 
he  completed  his  MDatthe  University  of 
Nebraska  College  of  Medicine,  Omaha.  His 
internship  was  atthe  Wise  Memorial  Hos- 
pital, Omaha. 

The  doctor  was  a veteran  of  the  military 
service.  His  professional  memberships  in- 
cluded the  Harris  County  Medical  Society, 
American  Medical  Association  and  Ameri- 
can Academy  of  Family  Physicians. 
Surviving  Dr.  Pratt  are  his  wife.  Dr.  Helen 
Pratt,  Houston;  daughters,  Jan  McCarty, 
Amarillo,  and  Judy  Reynolds,  Fort  Worth; 
sons,  Willard  Roland  Pratt  and  Wayne 
Munson  Pratt,  both  of  Houston;  sister,  Mrs. 
C.  R.  Dickson,  Grosse  Pointe  Farms,  Mich; 
and  six  grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 
I N PATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 1 5 bed  psychiatric  hospital  located  in  Oak  Cliff  on  1 8 acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 

Jackson  H.  Speegle,  M.D. 

Fred  H.  Jordan,  M.D. 


Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 


PSYCHOLOGY 

George  R.  Mount,  Ph.D. 

DIRECTOR  OF  NURSES 

Nito  Ivey,  R.N. 

SOCIAL  SERVICES  COURTESY  STAFF 

Beth  Rutherford,  M.S.W. 


Tom  I.  Payton,  M.S. 

Patrick  R.  Barnes,  M.S. 

DIRECTOR  OF  EDUCATION 

William  E.  Nix,  Ph.D. 

O.T.  AND  R.T.  THERAPY 

Director 

Chequita  Dian  Badger,  B.S. 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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Promote 

your 

continuing 

education 

programs. 


The  staff  of  TEXAS  MEDiCINE  is  currently  pre- 
paring the  1977  Texas  Continuing  Education 
Directory  for  Physicians.  The  directory  will  be 
mailed  to  all  members  of  the  Texas  Medical 
Association  in  December  to  assist  them  in 
planning  their  1977  continuing  education 
schedule. 

If  your  organization  will  have  one  or  more 
continuing  education  programs  during  the 
coming  year,  you  will  want  them  listed.  This 
directory  will  provide  greater  publicity  to  all 
courses  which  will  be  offered  in  Texas  and 
stimulate  greater  participation  in  many  pro- 
grams. 

Don’t  miss  this  opportunity  to  further  pro- 
mote your  continuing  education  course.  Time 
is  limited,  so  write  today  for  the  questionnaire 
that  must  be  filled  out  for  each  listing. 


Complete  and  mail  the  form  below  and 
a questionnaire  will  be  rushed  to  you. 


Do  it  now! 


To:  Mrs.  Marilyn  Baker,  Managing  Editor  Name  of  Course 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Dates 

Please  send  me  the  TMA  Continuing  Education  . ^ . 

I Course  questionnaire  in  order  that  my  organiza-  ponsoring  rganization 

I tion  may  be  listed  in  the  1977  Texas  Continuing  i 

I Education  Directory  for  Physicians. 

Name I 

Address 

City Zip 
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GOUGE 


® 


dioctyl  sodium  sulfosuccinate 


COLACithe 


COLACE  works  by  stool-softening  action  alone,  free  from  laxative 
stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 


COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 
chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 
long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation . 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


Mea^iiMm 


LABOR  ATO  R I E S 


WALLACE  LABORATORIES 
kyyi  Division  of  Carter-Wallace,  Inc. 
Cronbury,  New  Jersey  08512 


The  promise  of  Soma 
in  the'  lovv-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies''^  of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  objective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders... and,  if  necessary, 

add  your  choice  of  analgesic. Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicated  as  an  adjunct  to  rest,  physical  theropy,  and  other  measures  lor  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  as 
meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncrolic  Reactions:  Rarely,  extreme  weakness,  transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  confusion  and  disorientation  have  appeared  within  minutes  or  hours  of  the  first  dose. 

These  usually  subside  in  several  hours  but  supportive  and  symptomatic  therapy,  including  hospitalization,  may  be  necessary. 

Pregnancy  and  Lactation:  Safe  use  not  estoblished;  weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  lour  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended. 

Potentially  Hazardous  Tasks:  Driving  a motor  vehicle  or  operating  machinery. 

Additive  Effects:  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence,  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Ner/ous  System:  Drowsiness,  dizziness,  vertigo,  otaxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic:  In  previously  unexposed  patients,  these  are  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fixed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  lever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g.,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular  Tachycardia,  postural  hypotension,  facial  hushing. 

Gastrointestinal  Nausea,  vomiting,  hiccuo,  epigastric  distress. 

Hematologic:  Leukopenia  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  depression,  and,  very  rarely,  death.  The  effects  of  on  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  depressants  or  psychotropic  agents  can  be  additive  even  when  one  of  the  drugs  has  been 
taken  in  the  usual  recommended  dosage.  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory  assistance,  CNS 
stimulants,  pressor  agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kidney  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinary  output;  ovoid  overhydration;  observe  for  possible 
relapse  due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

I.  Hindle,  TH.  IIL  Calif.  Med.  117.7  (Aug.)  1972.  2,3.  Unpublished  Data  on  fie.  Medical  Department,  Wallace  Laboratories,  Cronbury,  N.  j. 
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Live  a little  history 
while  you  learn  a lot  of  new  medicine 


American  Medical  Association’s  30th  Clinical  Convention  • Scientific  Program 
December  4-7,  1976/Philadelphia  Civic  Center,  Philadelphia,  Pa. 


✓ 

/ 

I 


N 


AMA’s  30th  Clinical  Convention  • December  4-7,  1976  • Philadelphia  Civic  Center 


Please  print  and  return  to: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

General  Registration 

AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  $35 

Guests  ol  non-members:  $10  per  person 

Medical  students,  interns,  residents,  Canadian, 

and  loreign  physicians:  no  fee 

Does  not  include  CME  Course.  Sessions,  or  Luncheons  Fees. 

I am  a member  of  the  AMA  through  the  following 
State  Medical  Association  or  government  service 


If  not,  I have  added  $35  non-member  fee  to  my 

course  registration  remittance  of  $ , 

which  is  enclosed  in  the  form  of  a check  or  money 
order  payable  to  the  American  Medical  Associa- 
tion. I understand  payment  must  accompany  my 
choice  of  course(s)  on  this  registration  coupon. 

Confirmation  of  my  selection(s)  will  be  mailed 
to  me  according  to  the  deadlines  itemized.  Please 
send  AMA's  Philadelphia  Clinical  Convention 
Brochure  □. 

Name 


Office  Address 


City/State/Zip 

Office  Phone  No. 


Course 

Credit 

Number  of  Preferences 

Code 

Hours 

Fees 

Sat.  Sun.  Mon.  Tu 

S-1. 

5 

$ 50 

S-2, 

6 

60 

S-3. 

6 

60 

S-4. 

6 

60 

S-5. 

3 

30 

S-6 

S-7. 

S-8 

S-9 

S-10 

S-11. 

S-12. 

S-13 

S-14. 

S-15. 

S-16 

S-17. 

S-18. 

S-19 

S-20 

S-21. 

S-22. 

S-23 

S-24 

S-25 

S-26. 

S-27. 

S-28. 

S-29. 

S-30. 

S-31. 

S-32. 

S-33. 

S-34. 

S-35. 

S-36. 

S-37. 

S-38. 

e-ee- 

S-40. 

S-41. 

S-42. 

S-43. 

S-44. 

S-46 


3 

5 
3 
3 
3 

11 

6 
6 
6 
6 
6 
3 
3 
3 
3 
3 
3 

12 

6 

6 

3 

3 

3 

3 

3 

3 

6 

6 

6 

6 

6 

5 

3 

3 

3 

3 

5 

3 

-3- 

3 


30 

50 

30 

30 

30 

130 

60 

60 

60 

60 

60 

30 

30 

30 

30 

30 

30 

120 

60 

60 

30 

30 

30 

30 

30 

30 

60 

60 

60 

60 

60 

50 

30 

-a^ 

30 

30 

30 

50 

30 

-3^ 

30 


Add  $35  if  Non-AMA  Member 
TOTAL  


N 

\ 


/ 

✓ 


Special  Note*  In  addition  to  the  postgraduate  courses  outlined  here,  the  Oct.  11,  1976,  JAMA  Convention  Issue  contains  9 gen- 
eral sessions,  16  luncheon  sessions,  and  32  "Meet  the  I’roiessor”  meetings  available  to  you.  The  AMA’s  Philadelphia  Clini- 
cal Convention  Brochure  also  contains  this  information.  All  inquiries  should  be  directed  to  the  AMA  Department  of  Meeting 
Services,  535  N.  Dearborn  St.,  Chicago,  IL  606IU  and  or  direct  phone  inquiries  to:  AMA  Department  of  Meeting  Services  at 
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TEXAS  MEDICINE 


A CME  program  tailored  to  your  needs  • The  primary  pur- 
pose of  the  AMA  Clinical  program  is  to  provide  you  with  a 
broad-based,  multidisciplinary  learning  experience  which  is 
usually  not  available  in  specialty  society  continuing  medical 
education  (CME)  programs.  For  this  purpose,  the  scientific 
program  features  an  exceptionally  large  and  broad  selection 
of  Category  I postgraduate  courses  which  provide  credits 
toward  the  AMA  F’hysician’s  Recognition  Award.  In  fact,  the 
scientific  program  is  the  largest  ever  offered  at  an  AMA 
Clinical  Convention. 

In  Category  1,  you  can  choose  from  46  postgraduate 
courses,  9 general  sessions,  telecourses,  living  teaching 
demonstrations,  and  conducted  exhibit  rounds.  In  addition, 
Category  2 credits  can  be  obtained  by  paid  attendance  at  16 
luncheon  and  32  “Meet  the  Professor”  sessions. 


Plan  Now  for  Your  CME  in  Philadelphia  • Use  the  coupon 
to  register  now  for  the  postgraduate  courses  of  your 
choice.  The  complete  selection  and  full  descriptions  of  the 
over  103  CME  events  will  be  available  in  the  October  II, 

1976,  Clinical  Convention  Issue  of  the  Journal  of  the  Ameri- 
can Medical  Association  (JAMA).  You  may  also  check  the 
coupon  box  to  receive  the  AMA’s  Philadelphia  Clinical 
Convention  Brochure  which  has  material  similar  to  the 
JAMA  Convention  Issue.  After  filling  in  information,  send 
this  coupon  to  the  AMA  with  your  accompanying  check  or 
money  order.  Advance  registration  requests  must  be  re- 
ceived by  October  29,  1976.  Course  tickets  and  registration 

Postgraduate  Courses 

Saturday,  Dec.  4,  1976 

7:30  AM-Noon  (5  hours:  S50) 

*S-l.  Basic  Life  Support  (Cardiopulmonary 
Resuscitation  CPR) 

9:00  AM-5:30  PM  (6  hours:  S60) 

S-2.  Practice  Management  Seminar 
S-3.  Writing  for  Scientific  Journals 
*S-4.  Nutrition;  Parenteral  & Alimentary 
9:00  AM-Noon  (3  hours:  S30  each) 

*S-5.  Basic  Electrocardiography 
S-6.  Evaluation  of  the  Dizzy  Patient 
1:00-5:30  PM  (5  hours:  S50) 

S-7.  Basic  Life  Support  (CPR) 

2:30-5:30  PM  (3  hours:  $30  each) 

S-8.  Hematologic  Disorders  in  Children 
S-9.  The  Eye  & Office  Practice 
S-10.  Coronary  Artery  Disease:  Medical  vs 
Surgical  I herapy 

Sat.,  Dec.  4 & Sun.,  Dec.  5 

9:00  AM-5:30  PM  & 9:00  AM-Noon  (11  hours:  $110,  plus 
$20  lab  fee  = $130) 

S-ll.  Public  Speaking  Seminar 
9:00  AM-Noon  & 9:00  AM-Noon  (6  hours:  $60  each) 

*S-12.  Fluid  & Electrolyte  I herapy 
S-13.  Diseases  of  the  Bowel 

S-14.  Arthritis  Update:  Medical  & Surgical  Management 
2:30-5:30  PM  & 2:30-5:30  PM  (6  hours:  $60  each) 

*S-15.  Management  of  Diabetes  Mellitus 
S-16.  Hypertension 

Sunday,  Dec.  5,  1976 

9:00  AM-Noon  (3  hours:  $30  each) 

S-17.  Diagnosis  & I reatment  of  Fractures  of  the 
Upper  Extremities 

*S-I8.  Advanced  Electrocardiography 
S-19.  Emergency  Medicine 
2:30-5:30  PM  (3  hours:  $30  each) 

*S-20.  Pulmonary  Function  & Blood  Gases 
S-2L  Behavioral  Problems  Involving  Children  & Adolescents 
S-22.  Recent  Advances  in  Cancer  Surgery 

Sun.,  Dec.  5 & Mon.,  Dec.  6 

7:30  AM-5:30  PM  & 7:30  AM-Noon  (12  hours:  $120) 

S-23.  Advanced  Life  Support  (CPR) 
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The  Bicentennial  City  • It  is  particularly  appropriate  in 
this  Bicentennial  Year  that  I’hiladelphia  be  the  site  of  AMA’s 
30th  Clinical  Convention.  Because  Philadelphia  is  not  only 
the  birthplace  of  our  Nation,  but  it  can  also  lay  legitimate 
claim  to  being  the  cradle  of  American  medicine.  It  is  the 
site  of  the  first  hospital,  the  first  medical  school,  and  the 
home  of  many  famous  American  Colonial  physicians,  such 
as  Benjamin  Rush,  John  Shippen,  and  John  Morgan. 

In  your  off  hours,  you  can  step  back  into  history  with  visits 
to  Independence  Hall,  the  new  Liberty  Bell  Pavilion,  Betsy 
Ross’  House,  the  Franklin  Institute,  and  many  other  histori- 
cal sites.  For  all  of  its  historical  significance,  Philadelphia 
is  as  modern  and  sophisticated  a city  as  there  is.  There’s 
a multitude  of  superb  restaurants  to  delight  the  gourmet, 
including  the  Old  Original  Bookbinder’s. 

materials  will  be  sent  to  you  on  November  12,  1976.  All 
tickets  requested  after  that  deadline  date  will  be  held  for 
pickup  at  the  Postgraduate  Registration  Desk  in  the  I’hila- 
delphia  Civic  Center. 

If  the  minimum  course  registration  is  not  attained  tor  your 
first  choice,  or  if  the  course  is  full,  one  of  your  alternate 
choices  will  be  substituted.  It  is  best  to  register  early  be- 
cause the  class  sizes  are  limited.  .Ml  medical  students,  in- 
terns, and  residents  are  entitled  to  a 5()'T  discount  on  post- 
graduate course  fees  ($10  per  Category  I credit  hour  is 
standard  rate). 


9:00  AM-Noon  & 9:00  AM-Noon  (6  hours:  $60) 

S-24.  Jaundice;  Diagnosis,  Treatment  & M.inagement 
2:30-5:.30  PM  & 9:00  AM-Noon  (6  hours:  $60) 

S-25.  Everything  You  Want  to  know  About  New 
Diagnostic  Techniques:  Scoping,  Scanning, 

& Angiography 

Monday,  Dec.  6,  1976 

9:00  AM-Noon  (3  hours:  $30  each) 

S-26.  Diagnosis  & Treatment  of  Fractures  ot  the 
Lower  Extremities 
S-27.  Neonatology 

S-28.  Current  Controversies  in  Gynecology 
2:30-5:30  PM  (3  hours:  $30  each) 

S-29.  Basic  Electrocardiography 
S-30.  Pulmonary  Function  & Blood  Gases 
*S-3L  Complications  of  Psychotropic  Drugs 

Mon.,  Dec.  6 & Tues.,  Dec.  7 

9:00  AM-Noon  & 9:00  AM-Noon  (6  hours:  $60  each) 

S-32.  Immunology  1976 

S-33.  Thromboembolism:  Prevention,  Diagnosis, 

& "Treatment 

2:30-5:30  PM  & 2:30-5:30  PM  (6  hours:  $60  each) 

S-34.  Fluid  & Electrolyte  Therapy 
S-35.  Nutrition:  Parenteral  & .Mimentary 
S-36.  Management  of  Diabetes  Mellitus 

Tuesday,  Dec.  7,  1976 

7:30  AM-Noon  (5  hours:  $50) 

S-37.  Basic  Life  Support  (CPR) 

9:00  AM-Noon  (3  hours:  $30  each) 

S-38.  Diagnosis  & Treatment  of  Fractures  in  Children 
39.  Dermatology  for  the  Nondormatologist 

S-40.  Allergic  Emergencies 
S-4L  Medical  Problems  in  Long-Term  Care 
S-42.  Acute  Hand  Problems 
1:00-5:30  PM  (5  hours:  $50) 

S^3.  Basic  Life  Support  (CPR) 

2:30-5:30  PM  (3  hours:  $30  each) 

S-44.  Advanced  Electrocardiography 
S 45.  Dermatology  for  (he  N'onderrmitologtst- 

S-46.  Complications  of  Psychotropic  Drugs 


•Course  repeated.  See  course  list  for  dates  & times. 
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AMA  HOUSING  BUREAU  * Suite  1420 
c/0  The  Philadelphia  Convention  & Visitors  Bureau 
1617  John  F.  Kennedy  Boulevard 
Philadelphia,  Pennsylvania  19103 


30th  AMA  Clinical  Convention 
December  4-7,  1976  • Philadelphia,  Pa. 


Housing 

Form 


Key  # 

Holel/Motel 

Single 

Double 

Twin 

Suite 

1. 

Bellevue  Stratford 

$27,00-40.00 

$34,00-47,00 

$34,00-47,00 

$ 60.00-105.00  (1  Bedroom) 
107  00-152  00  (2  Bedrooms) 

2. 

Hilton  of  Philadelphia 

30  00-40  00 

40.00-50  00 

40  00-50.00 

110  00-190  00  (1  Bedroom) 
160  00-250  00  (2  Bedrooms) 

3 

Holiday  Inn — Center  City 

CO-HEADQUARTERS  HOTEL  NO  ROOMS  AVAILABLE 

4 

Penn  Center  Inn 

25  00-27  00 

30  00-32  00 

30,00-32  00 

60  00  (1  Bedroom) 

90  00  (2  Bedrooms) 

5 

Philadelphia  Sheraton 

HEADQUARTERS  HOTEL 

NO  ROOMS  AVAILABLE 

6. 

University  City-Holiday  Inn 

29  00 

36  00 

36.00 

95  00-105  00  (1  Bedroom) 

7 

Warwick  Hotel 

32  00-38  00 

38  00-44  00 

38.00-44.00 

75  00-100  00  (1  Bedroom) 
100  00-150  00  (2  Bedrooms) 

THE  ABOVE  RATES  ARE  SUBJECT  TO  A 6%  HOUSE  OCCUPANCY  TAX. 


American  Medical  Association's  1976 
Philadelphia  Clinical  Convention 

FOR  ROOM  RESERVATIONS 

Please  print  or  type  four  choices 

1. 

2 

3 


(Detach,  fill  out,  & return  this  with  your  postage,  please  ) 

Please  add  6%  lor  the  House  Occupancy  Tax;  if  your  rate  requested  is  not  available, 
the  next  highest  rate  will  be  assigned  DO  NOT  send  your  request  directly  to  the  hotel; 
It  will  only  delay  your  confirmation  Kindly  make  all  necessary  changes  and  cancella- 
tions directly  with  the  Housing  Bureau  in  Philadelphia,  and  be  sure  and  specify  your 
time  of  arrival,  as  well  as  the  date.  If  you  are  an  Industrial  Exhibitor,  please  specify 
your  firm's  name  and  the  list  of  all  the  occupants  for  all  the  rooms  that  you  are  re- 
serving 

CONFIRMATIONS  WILL  BE  MAILED  UP  TO  NOVEMBER  12,  1976. 

Room  will  be  occupied  by: 


4 

Please  enter  my  reservation  at  the  above  hotel  motel  for 


Name  _ 

Firm 


(Please  print  or  type,) 


Single(s) 


Double(s)  Address 


at  S 


.at  $ . 


Twin(s) 


. at  $ . 


Suile(s) 

1 Bedroom  2 Bedroom 


at  $ . 


. at  $ . 


City/State/Zip  Code 

Office  Phone  Number  ( ) - 

Additional  Occupants  (List  ages  of  children,  if  any) 


Arrival  Date at p|^'  Departure  Date 
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TEXAS  MEDICINE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 
LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 
KENT  ROGERS,  M.D. 


FAMILY  PRACTICE  DEPARTMENT 

ENNIS,  TEXAS 
W.  B.  KINZIE,  M.D.* 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


General  Surgery: 

L.  li.  Travis,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 


JACKSONVILLE,  TEXAS 

STAFF 

[ntemal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

G.  T.  Kimmel,  M.D. 

Pathology: 

Herbert  Davenport,  Jr.,  M.D. 


Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Pediatrics : 

M.  L.  Gray,  M.D. 

D.  D.  DeWitt,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

Administrator: 

Robert  A.  Felix 


have  your  best  interest  at  heart. 


Give  Heart  Fund 

American  Heart  Association 
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Proof  of  effectiveness 
in  6 elderly  "fexans 
with  insomnia 


Average  increase  in  total 
sleep  time:  83.0  minutes 


Elderly  insomniac 
patients  slept 
appreciably  longer, 
fell  asleep  faster, 
spent  less  time  awal 
during  the  night’ 

Six  elderly  insomniac  females 
average  age  74,  received  Dalmane 
(fiurazepam  HCl)  15  mg  for  sever 
consecutive  nights  in  the  sleep 
research  laboratory  of  a major  uni 
versity  medical  center  in  Texas. 
Every  patient  improved  clinically 
in  the  rw'O  insomnia  parameters 
shown  above,  and  also  spent  less 
time  awake  after  sleep  onset.  The 
greater  the  degree  of  insomnia 
any  patient  experienced  before 
Dalmane,  the  greater  the  improve 
ment  with  Dalmane.  Efficacy  was 
undiminished  over  the  entire 
medication  period. 


I 


/erage  decrease  in  sleep 
;ency:30.3  minutes 


)almane(flurazepam  HCI) 

5 relatively  safe,  even 
or  patients  on  chronic 
[warfarin  therapy 

' Morning  “hang-over”  has  been 
ilatively  infrequent  with  Dalmane. 
he  usual  adult  dosage  is  30  mg  h.s/, 
owever,  in  elderly  and  debilitated 
atients,  start  with  15  mg  to  help 
reclude  oversedation,  dizziness  or 
[taxia.  Dalmane  may  be  used  in 
latients  on  chronic  warfarin  therapy; 

*0  unacceptable  fluctuation  in 
rothrombin  time  has  been  reported.--’ 


I Pretreatment 


Before  prescribing  Dalmane  (flurazepam  HCI),  please  consult  complete 

product  information,  a summary  of  which  follows: 

Indications^  Eilcctivc  in  all  tvpcs  ot  insomnia  charactcnzcd  by  diiliculty 
in  tailing  asleep,  frequent  nocturnal  awakenings  and/or  early  morning 
awakening;  in  patients  with  recuning  insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations  requiiing  restlul  sleep.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is 
generallv  not  nccessarv'  or  recommended. 

Contraindications:  Known  hypersensitivity  to  llurazepam  HCI. 

Warnings:  Caution  patients  about  possible  combined  eliects  with  alco- 
hol and  other  CNS  depressants.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness  {c.g.,  operating  machinery,  driving). 
Use  in  women  who  are  or  may  become  pregnant  only  when  potential 
benelits  have  been  weighed  against  possible  hazards.  Not  recommended 
for  use  in  persons  under  15  years  of  age.  Though  physical  and  psycholog- 
ical dependence  have  not  been  reported  on  recommended  doses,  use 
caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage.  . . . , , , j 

Precautions:  In  elderly  and  debilitated,  initial  dosage  should  be  liniited 
to  15  mg  to  preclude  oversedation,  dizziness  and/or  ata.via.  If  combined 
with  other  drugs  having  hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual  precautions  in  patients  who  are 
severely  depressed,  or  with  latent  depression  or  suicidal  tendencies.  Pen- 
odic  blood  counts  and  liver  and  kidney  function  tests  are  advised  during 
repeated  therapy.  Obsciwe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering, 
ataxia  and  falling  hav'e  occuiTed,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  dnjg  intolerance  or  overdosage,  have  been  reported.  Also 
reported  were  headache,  heartburn,  upset  stomach,  nausea,  vomiting, 
diairhea,  constipation,  G1  pain,  neiwousness,  talkativeness,  apprehen- 
sion irritability,  weakness,  palpitations,  chest  pains,  body  and  joint  pains 
and  GU  complaints.  There  have  also  been  rare  occun  ences  ol  leuko- 
penia, gianulocvtopcnia,  sweating.  Hushes,  diiliculty  in  focusing,  bluned 
vision,  Duming  eves,  faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  drv  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria  depression,  slurred  speech,  contusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins  and  alkaline 
phosphatase.  Parado.xical  reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity,  have  also  been  repcjrted  in  rare  instances. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  30  rng 
usual  dosage;  15  mg  may  sutfice  in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  initially  until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  llurazepam  HCI. 


References:  ^ . 

1.  Frost  JD  Jr;  Data  on  hie.  Medical  Department,  Hoff  mann-La  Roche 
Inc.,  Nutlev  NJ 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc.,  Nutlev  NJ 

3.  Robinson  DS,  Amidon  EL:  Interaction  of  benzodiazepines  with  war- 
farin in  man,  in  The  Benzodiazepines,  edited  by  Garattini  S,  Mussini  E, 
Randall  LO.  New  York,  Raven  Pf-ess,  1973,  p.  641 

Objective  proof 
offered  by  no  other 
sleep  medication 

Dalmane* 

(flurazepam  HCI)(3 

One  15-mg  capsule  h.s.  — initial  dosage  for 
elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s.  — usual  adult  dosage 

(15  mg  may  suffice  in  some  patients). 


DALMANE 
n (flurazepam  HCI) 
15  mg 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


lexas  Physicians’  Directory 


Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.O., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  In  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  In  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnall,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


GENERAL  SURGERY 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
J.  E.  Mathews,  M.D.,  F.A.C.S. 


PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 


RADIOLOGY  & NUCLEAR  MEDICINE 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 


INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D. 
J.  W.  Cowan,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 


PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 


ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 
Charles  N.  Butts,  Asst.  Clinic  Manager 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Internal  Medicine 
C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  FJt.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr„  M.D,,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  “Texas  Physicians’  Directory.” 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kleler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


126 


TEXAS  MEDICINE 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Midtael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Oscar  A.  Fonseca,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
[}olph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  GagliardI,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  ZatorskI,  M.D. 

James  V.  Ryan,  M.D. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  RadelaL  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddeii,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

Ira  Doneson,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 


Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  "Information  for  Authors." 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  U Etter,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Richard  H.  Jackson,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Warren  J.  Raymer,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
D.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 

Ramon  Garrido,  M.D.,  F.A.C.A.,  F.A.A.C.I.A.* 

(Certified  American  Board  of  Pediatrics) 

*Oiplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


V.  E.  FRIEDEWALD,  M.D.,  F.A.C.P. 

DIplomate  American  Board  of  Allergy  and  Immunology 

Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN.  ^.D. 
MICHAEL  A.  McCORMICK,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH.  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozler,  M.D.,  FJLC.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


STUART  ALAN  MASON,  M.D.,  P.A. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
DIplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd^  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/American  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Anesthesiology 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


HOUSTON  PAIN  CLINIC 
ALEX  M.  STRAJA,  M.D.,  F.R.C.P.(C),  F.A.C.A. 
Practice  Limited  to  Treatment  of  Chronic  Pain 
Syndromes  and  Nerve  Blocks 

Practice  by  Referral  Only 

Medical  Towers,  6608  Fannin,  Suite  1417 

Houston,  Texas  77030  Phone:  713  797-1681 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  M.D. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210, 1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
FORT  WORTH  COLON  AND  RECTAL  CLINIC,  P.A. 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower — Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatolo^  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  P.A. 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
B226  Douglas  Avenue,  Dallas,  Texas  75225 


Eye,  Ear,  Nose,  Throat 


DRS.  NALLE,  ELLSASSER  AND  CLAYTON 
Eye  and  Allergy  of  the  Ear,  Nose  and  Throat 

Ernest  Nalle,  Jr.,  M.D.,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

!Miles  G.  Clayton,  M.D.,  Oph. 

1312  Main  Street  Lubbock,  Texas  79401,  806  762-8771 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


Family  & General  Practice 


GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.» 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
■Dlplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeviray,  Fort  Worth,  Texas  817  923-7374 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

! 3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

I Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


ROBERT  M.  STECKLER,  M.D. 

Dlplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


J.  E.  WAY,  M.D.,  F.A.C.S. 

Dlplomate  of  the  American  Board  of  Surgery 

General  Surgery 

516  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


ROBERT  DAVIS,  M.D.,  M.B.,  B.Ch.  (Rand), 
F.R.C.S.  (Edin.) 

General  Surgery 

430  Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Houston,  Texas  77004:  713  528-0597 

By  Appointment 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246,  214  823-5351 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 
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JACK  STERN,  M.D. 

GARY  C.  HUTCHINSON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizorta  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S.  Jeffrey  D.  Lanier,  M.D. 

Charles  E.  Russo,  M.D.,  F.A.C.S.  Michael  A.  Bloome,  M.D. 

Malcolm  L.  Mazow,  M.D.,  F.A.C.S.  Paul  C.  Salmonsen,  M.D. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 

Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  AusUn,  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Wiilis,  M.D. 

Durham  Barnes,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.O. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 
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:ORPUS  CHRISTI  EYE  ASSOCIATES 

Jl.  Gordon  Bryson,  M.D. 

A.  Struve,  M.D. 
lohn  W.  Lewis,  M.D. 

1166  Reid  Drive,  Corpus  Christi,  Texas  78404,  Phone  853'7319 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H,  W.  Bondel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

DIplomates  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

Frank  R.  VIncentI,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 

EYE  CENTER  OF  AUSTIN 

1913  Medical  Parkway 

Austin,  Texas  78756:  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  ^ Nieman,  M.D. 

i 

BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 

Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  FJLC.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 

JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 
joiseases  & Surgery  of  the  Vitreous  and  Retina 

1601  Madison  Square  Medical  Building 

1311  Camden  Street,  San  Antonio,  Texas  78212 
(512)  226-1812 

LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 

Telephone  915  544-3831 

Orthopedic  Surgery 

SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 

4849  W.  Lawther  Dr.,  Suite  101 

Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots.  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 

THURSTON  DEAN,  M.D. 

Diplomate  American  Board  of  Orthopedic  Surgery 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Midland,  Texas  79701 

Telephone:  915  682-0433  or  682-0163 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

Otolaryngology 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopedic  Surgery 

800  Hfth  Avenue,  Fort  Worth,  Texas,  336-7133 

1133  N.  19th  St.,  Abilene,  Texas  79601 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 

Parkway  Towers  Professional  Building,  150  West  Parker  Road, 

Houston,  Texas  77022,  691-3905 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

Otology 

DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 

Otology  and  Otoneurology 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Building, 

Suite  400,  Dallas.  Texas  75231;  214  691-7331 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

DALLAS  HEARING,  BALANCE  AND  OCULAR 

PULSE  LABORATORY 

Audiology — Vestibulometry — Non-invasive  Carotid 
and  Vertebral  Circulation  Studies 

402  Presbyterian  Professional  Building,  8210  Walnut  HIM  Lane, 

Dallas,  Texas  75231:  214  691-7367 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send  old 
and  new  address  to  Membership  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 
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Pathology 


Physical  Medicine  & Rehabilitation 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 


1400  Pennsylvania  Ave.,  P.  O.  Box 
Telephone  817  336-7137 


1118,  Fort  Worth,  Texas  76101 


rehabilitation  hospital  of  GONZALES 

WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
^cilities  for  Physical  Restoration 

Ph^ical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILyAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

1',?®.“®  Exfoliative  Cytology,  Hematology,  Serology. 

Chemistry,  Bacteriolo^,  Parasitology,  Serum  Prot^ 
Electrophoresis  and  Hemoglobin  Electrophoresis 


Wilson  G.  Brown,  M.D. 
Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 
John  R.  Thomas,  M.D, 

Joe  B.  Haden,  M.D. 
Enrique  van  Santen,  M.D. 
Robert  H.  McNeeley,  M.D. 


DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephon  526-4031 


Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

DIplomates,  American  Board  of  Pathology 


Mirolelal^Co^u^t^^ 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  Wilkenfeld,  M.D.,  Medical  Laboratories,  Inc. 

J.  S.  WILKENFELD,  M.D.  ENA  E.  MOCEGA,  M.D. 

DIplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopatholoev 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055,  713  468-0738 

Mailing  Containers  on  Request— Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 

Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

P- O-  Box  118,  Cleburne,  Texas  76031 
817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 

HENRY  B.  OWENS,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Cytology  and  Tissue  Pathology  Only 

801  E.  Border  St.,  Suite  M,  P.  O.  Box  1627 
Arlington,  Texas  76010,  (817)  461-2771 

Mailing  Containers  on  Request— Office  Pickup  Service  in  Arlington 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street 
Chicago,  III.  60610. 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

LAURENCE  E.  WOLF,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

Charles  W.  Bailey,  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104. 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

’ Avenue,  Fort  Worth,  Texas  76104, 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


132 


TEXAS  MEDICINE 


Psychiatry 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


Perry  C.  Talkington,  M.D. 
Hovirard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 


Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charies  M.  Smith,  M.D. 
Gregory  G.  Dimijian,  M.D. 
Linda  R.  Hughes,  M.D. 

Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Larrie  W.  Arnold,  M.D. 
Madeline  W.  Harford,  M.D. 
John  G.  Looney,  M.D. 


WILLIAM  E.  BARNES,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street  Suite  608,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomats  American  Board  of  Surgery 
Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229  oo-, 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MISCHA  CAPLAN,  M.D. 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 
Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 


wishes  to  announce  the  opening  of  his 

Memorial  Area  Office 

for  the  practice  of  Psychiatry 


508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

Dlplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


JACK  L.  CONLEE,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


PLASTIC  SURGERY  ASSOCIATION 
LEONARD  KOCH,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410,  806  792-2313 


ROBERT  L.  CLEMENT,  M.D.  AND  ASSOCIATES 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery 

1111  West  34th  Street.  Suite  205,  Austin,  Texas  78705,  512  459-3101 


TMA  International  Travel  Program 

. . . Another  service  of  your  association 


including  Marital,  Adolescent,  long  and 
short  term  psychoanalytically-oriented 
psychotherapy,  treatment  of  sexual  dysfunctions, 
and  psychosomatic  ailments,  and  including  especially 
implementation  of  the  cathartic  crying  mechanism  and 
the  healthy  fighting  spirit  of  the  human  person. 


Memorial  Area  Office 
The  Bunker  Hill  Building 
9525  Katy  Freeway,  #215 
Houston,  Texas  77024 

Phone:  713  467-7013 


FABRE  CLINIC 


LOUIS  F.  FABRE,  JR.,  M.D.,  Ph.D. 

Certified  in  Psychiatry  by  the  American  Board  of 
Psychiatry  and  Neurology 

Individual  and  Group  Psychotherapy 
Children  — Family  — Alcoholism 


Free  of  charge  to  patient  MEDICATION  CLINIC 
FOR  PATIENTS  WITH  ANXIETY  OR  DEPRESSION 
IN  CONJUNCTION  WITH  CNS  RESEARCH  WITH 
PSYCHOPHARMACOLOGICAL  COMPOUNDS 


DAVID  McLendon,  Ph.D. 

Licensed  Clinical  Psychologist 

Individual  and  Group  Psychotherapy 
Diagnostic  Evaluations  and  Counseling 

H.  JOHN  JACKSON,  Ed.D. 

Educational  Psychologist 

Administrative  Consuitatlon  to  School  Districts 
Program  Organization  Corisultation 
Individuai  Family  Counseling 

5503  Crawford  Street,  Houston,  Texas  77004  713  526-2328 


TMA  Automobile  Lease  Program 

. , . Another  service  of  your  association 
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ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524^96 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.O.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 

Allen  Goss,  Ph.D.,  Jim  M.  Phillips,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  O.A.B.R. 
James  P.  Wills,  M.D.,  DJLB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


Rheumatology 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204,  823-4151 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology,  Electroencephalography  and 
Electromyography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  1.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

'Susan  B.  Darsey,  M.D. 

•Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Ronald  DeVere,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  A.C.S.W. 

Marguerite  Papademitriou,  A.C.S.W. 

Margery  Engel,  M.S.S.W. 

Jean  Lerner,  M.S.W. 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Thoracic  Surgery 


2®"®.!?  }r  .'^““'2®!''  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 

Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 

HECTOR  0.  YANES,  M.D. 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 


Section  of  Psychology 
Ken  R.  Vincent,  Ed.D. 

Administrator 
Richard  J.  Kurzenberger 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


RICHARD  E.  WOOD,  M.D. 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 
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TEXAS  MEDICINE 


Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdort,  M.D.,  F.A.C.S. 

DIplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

ABEL  GARDUNO,  M.D. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 


EUGENE  R.  TODD,  M.D.,  P.A. 

DIplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALUS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

(tenald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Delias,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


TMA  Members’  Retirement  Trust  (Keogh) 

. . . Another  service  of  your  association 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Just  send  the 
coupon  below. 


Do  you  have 
patients  with 
Paget’s  Disease 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at 
$12.50  per  column  inch  per  month  and  listings  must  run  for  a minimum 
of  six  months.  A discount  of  5%  is  allowed  for  six  months’  advance 
payment.  Section  headings  are  limited  to  those  specialties  designated 
by  the  American  Medical  Association.  A list  of  these  specialties  Is 
available  upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the  month  preced- 
ing publication  month. 


Armour  Pharmaceutical  □ Send  latest  information 
Company  on  Paget's  Disease  of  Bone. 

Greyhound  Tower  □ Have  your  representative 

1 1 1 West  Clarendon  Avenue  call  on  me 
Phoenix,  Arizona  85077 


Dr 


Address 


City 


State 


Zip 
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Classified  Advertising 


Physicians  Wanted 


BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls.  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  David 
M.  Pogue  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita 
Falls,  Texas  76302. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  Henry  K.  Butler,  M.D.,  Malone  and 

Place,  Big  Spring,  Texas  79720;  telephone 

910-267-6361. 

PRACTITIONER  NEEDED;  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
pop^tlon  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
South  6th  Street,  Carrizo  Springs,  Texas  78834. 

612-876-6236. 

\VANTED  0^~0ir TWfT BOARlT ELWIBLiTfAMILY  PRACTITION- 
Elp  to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
a ^up  PractiM  can  provide.  Henry  K.  Butler.  M.D..  Malone  and 
^6?2^7  6361**^’  Place,  Big  Spring,  Texas  79720;  telephone 

I ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 

1?  facilities  in  hospital  and  clinic.  Henry 

K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place.  Big 
Spring,  Texas  79720;  telephone  916-267-6361.  

LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Ilnancial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D..  300 
South  5th  Street.  Carrizo  Springs.  Texas  78834.  612-876-6236. 

WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
^th  OTcellent  faciliUes.  New  clinic  building  adjacent  to  new  hospital. 
Cont^t  Hen^  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place.  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  buiiding  adjacent  to  new 
^7.  Butler,  M.D.,  Malone  and  Hogan  Clinic, 
16^  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology,  pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
^jacent  to  new  hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and 
^6?267-63^1*^’  Place,  Big  Spring,  Texas  79720;  telephone 

PHYSIC^NS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentelly  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  waTO  certification  plus  up  to  $3,000  supplement  in  certain  areas' 
u^l  btate  benefits.  Liability  protection  provided  under  Texas  law 
lexas  licen^  or  reciprocity  required.  Contact  the  Personnel  Specialist 

*2668.  Capitol  Station,  Austin, 
^ptoyer^^^^'  ^*2-454-3761.  An  equal  opportunity,  affirmative  action 

IIEAR  gulf  COAST:  Several  specialties  including  family  practice. 
1-wo  accredited  district  hospitals.  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
r^se  f^ily.  Water  recreation,  hunting.  76  miles  west  of  Houston. 

Administrator,  Box  910,  Bay  City.  Texas  77414,  713- 

246-6383. 


PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000-1-.  Immediate 
Weninp.  Call  or  write:  Robert  B.  Sheldon.  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O^  Bo^3^8,  Rusk,  Texas  76786:  214-683-6481. 


WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
CTcellent  rocilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
henefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic.  1601  West  11th  Place,  Big 
Spring.  Texas  79720;  telephone  916-267-6361. 


^GEl^RAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  Join 
^pding  successful  poup.  Busy  hospital  and  office  practice.  Houston 
R,-!;  salary  ^d  fringe  benefits.  Contact  Doctors  Clinic. 

^01  Broadway.  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 


MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty:  family 
practitioner  needed  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  fresh  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 
Call  713-543-3367  or  write  P.O.  Box  406,  El  Campo,  Texas  77437. 

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
betw^n  San  Antonio  and  Houston  on  Interstate  10.  80  miles  from  Aus- 
tin. Modern  three  man  clinic:  adjacent  to  36  bed  hospital,  recently 
remodels.  Salary  $40-48,000  per  year.  Partnership  available  after  trial 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar. 
Texas  78962:  713-726-8545. 


^ OPPORTUNITY:  City  of  3,421;  area  of  16,800,  Opportunity  for  TM  to 
join  group  of  two  FPs.  Office  space  available  in  clinic  with  FPs.  Salary 
to  start  and  partnership  in  year.  Ophthalmology.  ENT,  and  two  FPs  now 
in  community.  One  hospital,  38  beds,  open  staff.  60  miles  from  Houston. 
90  miles  from  Austin,  126  miles  from  San  Antonio.  County  seat,  good 
schools.  Community  income  from  oil  and  gravel  industries,  ranching  and 
construction  industries.  Contact:  C.  I.  Shult,  M.D.  or  R.  Cecil  Marburger, 
M.p.,  Medical  and  Surgical  Clinic,  1220  Bowie,  Columbus.  Texas  78934. 
Telephone:  713-732-2318. 


GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  including 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefits  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelles  Clinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072. 


FAMILY  PRACTITIONER  NEEDED  for  Central  Texas  town;  trade 
area  3,600  population.  Moody — good  area  near  Waco  and  Temple/Belton. 
New  clinic  available  with  x-ray  and  lab  facilities.  One  physician  in 
town;  seeking  dentist  also.  For  additional  information  contact  Mrs. 
McKay  Rice.  Sr.,  Moody,  Texas,  phone — office  863-2128,  home  863-2011; 
or  Garland  Baker,  Manager,  Moody  Chamber  of  Commerce,  phone 
853-2166. 


EMERGENCY  DEPARTMENT  GROUP.  HOUSTON  AREA,  EX- 
PANDING— choice  of  salary  or  fee-for-service  with  guarantee — malprac- 
tice paid — Call  713-861-7942  or  write  Greater  Houston  Emergency  Physi- 
cians Association,  626  West  19th,  Houston,  Texas  77008. 


HOUSTON  AREA  PRACTICES.  NASA,  Kingwood,  Sugar  Creek  and 
other  beautiful  suburbs.  Excellent  schools  and  hospitals  nearby.  Live  in 
a beautiful  home  live  minutes  from  your  office.  All  types  recreation 
except  snow  and  ice  sports.  Primary  care  practices  need^  for  rapidly 
growing  Houston  area.  Some  specialty  practices  also  available.  Please 
vvrite  with  C.  V.  and  preferences  to  Sanford  Smith,  Professional  Prac- 
tice Management,  Inc.,  1102  Kingwood  Drive,  Kingwood,  Texas  77339. 


PHYSICIANS  WANTED:  Our  client  institutions  and  physicians  require 
all  disciplines  for  solo,  associate  and  institutional  practices  in  Texas. 
Excellent  compensation  package-participation.  Call:  C.  Collum,  713- 
777-6261  or  write  Watkins  & Associates,  Executive  Search  Consultants, 
6300  Hillcroft,  Suite  609,  Houston,  Texas  77081. 


FAMILY  PRACTICE  OR  OPHTHALMOLOGIST.  Attractive  office  in 
ideal  location  with  excellent  public  exposure  on  corner  with  easy  access. 
1370  square  feet  at  30c  per  square  foot  per  month  in  an  underserved 
middleclass  area  of  Irving.  Formerly  occupied  by  internist.  Contact  Litt 
Perry,  DDS,  209  South  O’Conner,  Irving,  Texas  76060;  214-259-4680. 


WANTED:  GP  OR  FP.  Potentially,  lucrative  practice,  suburban  area 
of  about  20,000.  Willing  to  negotiate.  Paul  A.  Grandy,  M.D.,  North 
Lamar  Medical  Clinic,  10806  North  Lamar  Blvd.,  Austin,  Texas  78763; 
512-837-2640. 


PSYCHIATRIST  BOARD  CERTIFIED  OR  ELIGIBLE.  $36,000  to  $40,- 
000.  Texas  license  required.  Building  a better  and  more  dynamic  program 
in  State  Hospital.  Ideal  family  living  town  of  30,000,  good  schools,  recre- 
ation, mild  weather.  Maurice  A.  Watts,  M.D.,  Clinical  Director,  Big 
Spring  State  Hospital,  Box  231,  Big  Spring,  Texas,  79720;  916-267-8216. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  for  multispecialty 
clinic  on  Texas  Gulf  Coast.  Immediate  good  income  without  initial  in- 
vestment, expert  administrative,  radiological  and  laboratory  support,  par- 
ticipation in  adjacent  medical  schools  educational  programs,  tax-sheltered 
investments  in  clinical  associated  companies,  and  early  partnership. 
Reply  to  AD-646,  Texas  Medicine,  1801  North  Lamar  Blvd,,  Austin,  Texas 
78701. 


SIX  FPs  OR  GPs  NEEDED  in  town  of  14,000  (30,000  draw).  Finan- 
cial help  available.  Office  space  available.  Contact  Thomas  R.  Ahrend, 
M.D.,  1601  Hailey  Street,  Sweetwater,  Texas  79566. 


WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F.  L.  Phillips,  M.D.,  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


ORTHOPEDIC  SURGEON,  El  Paso,  Texas  (population  410,000).  Join 
ultra  busy  43  year  old  orthopedist  in  17  man  multi-specialty  group  prac- 
tice (only  lyo  years  old)  with  own  hospital  and  attached  large  clinic 
building.  Excellent  year  round  sunny  dry  climate.  Guaranteed  minimum 
$50,000-$55,000  first  year.  Call  collect  between  2-6  p.m.,  David  L.  Lewis, 
M.D.,  916-692-0201  or  write  David  L.  Lewis,  M.D.,  6201  El  Risco  Drive, 
El  Paso,  Texas  79912. 


PHYSICIANS  WANTED:  Rapidly  growing  town  of  Pearsall,  Texas, 
66  miles  south  of  San  Antonio,  needs  GP/Surgeons.  Large  oil  deposits 
recently  discovered.  Splendid  opportunity!  New  furnished  office  available 
next  to  hospital,  terms  negotiable.  Call  collect  or  write:  Phillip  Degelia, 
Frio  Hospital,  320  Berry  Ranch  Road,  Pearsall,  Texas  78061;  612-334-3617. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Anes- 
thesiologist, solo  or  group  practice.  Home  of  Exxon,  U.S.  Steel;  major 
expansions  underway.  High  income.  Bay  area  near  Houston.  Outstand- 
ing schools,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Bay- 
town,  Texas  77620;  713-422-3406. 


PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $16,000,  $16,000  and  $17,000  per  year.  In_  addition, 
now  offering  residency  in  child  psychiatry.  For  full  information,  write 
to  Anthony  P.  Rousos.  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital.  4110  Guadalupe  Street,  Austin,  Texas  78761. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy, 
group  therapy,  psychopharmacology  and  ethology.  Basic  clinical  orienta- 
tion in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  lin- 
guistic anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient  clini- 
cal programs.  New  60-bed  in-patient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
First  year,  $15,000;  second  year,  $16,000;  third  year,  $17,000;  fourth 
year,  $18,000.  Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency 
Training,  Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78761. 

PHYSICIAN  NEEDED  IN  COMMUNITY  46  miles  south  of  Dallas  on 
1-36.  New  clinic  with  3,300  square  feet.  Population  1,400 — large  trade 
area.  20  minutes  to  one  hospital;  30  minutes  to  another.  Contact  Box 
160,  Italy,  Texas  76661  or  call  214-483-6331. 

PSYCHIATRIST  FOR  ESTABLISHED  West  Texas  MHMR  Center. 
Provide  clinical  leadership  and  training  in  programs  emphasizing  out- 
patient services.  Excellent  professional  and  paraprofessional  staff.  MH 
facility  construction  in  1977.  Exceptional  public  schools  and  state  uni- 
versity. Call  or  write  James  Young,  244  N.  Magdalen,  San  Angelo. 
Texas  76901;  916-655-5674. 

WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  OBSTETRICIAN- 
GYNECOLOGIST  to  join  multispecialty  clinic  in  Houston.  Starting 
salary  competitive,  early  partnership  available.  Contact  Business  Man- 
ager,  Glen  Valley  Clinic,  7640  Bellfort,  Houston,  Texas  77061;  644-3344. 

INTERNIST — In  small  city  South  Central  Texas;  San  Antonio,  Austin 
area.  Drawing  area  22,000.  60-bed  new  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator,  Gon- 
zales  County  Hospital  District,  Gonzales,  Texas.  512-672-2811. 

PEDIATRICS — In  small  city  South  Central  Texas;  San  Antonio,  Austin 
area.  Drawing  area  22,000.  60-bed  new  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator.  Gon- 
zales  County  Hospital  District,  Gonzales.  Texas.  512-672-2811. 

FAMILY  PRACTICE — In  small  city  South  Central  Texas;  San  An- 
tonio, Austin  area.  Drawing  area  22,000.  60-bed  new  hospital  under 
construction.  Financial  assistance  available.  William  B.  Watts,  Adminis- 
trator,  Gonzales  County  Hospital  District,  Gonzales,  Texas  512-672-2811. 

EMERGENCY  MEDICINE  CAREER  OPPORTUNITY— for  physician 
wanting  full-time  long  term  2nd  career.  Trauma  center  for  Central 
lexas.  Ideal  weather  and  location.  Starting  salary  $42,000  plus  excellent 
^nefits.  Immediate  openings.  For  more  info  send  CV  to  CTMF  P O 
Box  13023,  Austin.  Texas  78711. 

HAVE  A DOCTOR  SHORTAGE?  (Maybe  we  can  help)  The  Rural 
Doctors  Group,  Inc.,  A Physician  Search/Placement  Service,  First  Fed- 
eral  Plaza.  Suite  507,  Dept.  T-M,  200  East  10th  Street  (at  Brazos), 
Austin,  Texas  78701;  telephone  512-476-7129. 

MEDICINE  GROUP  PRACTICE  in  Texas.  Salary 
many  fringe  benefits.  Send  resume  to  Houston  E.P.A. 
8/00  Commerce  Park  Drive,  Suite  121,  Houston,  Texas  77036. 

with  retinal  training  to  share  ex- 
cellent facilities  with  two  other  eye  men.  Near  Gulf  Coast,  90  miles 
^onston.  Unopposed  in  industrial  area  with  over  125,000  popula- 
tion.  Pl^se  reply  to  Ad-642,  Texas  Medicine,  1801  North  Lamar  Blvd. 
Austin,  Texas  78701. 

WANTED  to  join  two  established  family 
^ Texas.  Former  partner  is  leaving  November 

19 /b  tor  residency.  A large  ready  made  practice  is  available  now.  You 
are  invited  to  investigate  clinic  and  hospital  facility,  compatibility, 
economic  and  environment  of  rural  practice  in  an  outstanding  recrea- 
tional area  that  includes  2,000,000  acres  of  East  Texas  forest,  90,000 
acre  Lake  Livingston,  various  golf  courses,  marinas,  and  country  club 
developments.  All  guarantees,  etc.  are  negotiable.  Bring  your  wife. 
S^am  R.  Barnes.  M.D.  and  J.  Richard  Cook,  M.D.,  P.O.  Box  672 
Trinity,  Texas  75862. 

GENERAL  PRACTICE  OR  PSYCHIATRIST— for  vacancy  in  Central 
Plains  MHMR  Cen^r — a better  than  average  place  to  practice  medicine. 
Salary  $35,000  to  $40,000  plus  benefits  and  liability.  Texas  license  or 
reciprocity  required.  Contact  Roy  Alexander.  2700  Yonkers,  Plainview 
Texas  790/2;  806-296-2726.  An  equal  opportunity,  affirmative  action 

employer. 

CORPUS  CHRISri,  TEXAS:  October  1st  opening  for  one  full-time 
MD  to  complete  five-man  ED  team.  500  bed  JCAH  approved  teaching 
hospiUl  in  Corpus  Christi,  a town  of  225,000  in  South  Texas.  Wanted— 
settl^  physician  over  40  who  has  been  in  private  practice,  minimal 
surgical  background.  Guaranteed  $55,000  and  a 7%  annual  increase.  40 
hour  work  week.  Fringe  benefits  include  one  month  paid  vacation  and 
time  for  post  graduate  study.  Contact:  Mrs.  Sarah  Welch,  Vice  Presi- 
dent for  Nursing  Services,  Memorial  Medical  Center,  P.O.  Box  5280, 
Corpus  Christi.  Texas  78405.  Telephone  512-884-4511. 

FAMILY  PRACTITION:^  WANTED  TO  ASSOCIATE  with  well 
established  solo  practitioner  to  handle  patient  overflow.  Alternate  week- 
end  coverage,  etc.  Space  available,  reasonable.  X-ray  and  full  lab  in 
building.  Desire  experienced  FP  with  holistic  approach.  No  hospital 
practice  necessary.  Please  reply  to  Ad-652,  Texas  Medicine.  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

family  practice,  general  practice — Wanted  immediately 

to  join  physician  staff  in  i-ural  community  one-hour  from  Dallas-Fort 
Worth  area.  Extremely  active  practice  with  good  benefits  and  an  op- 
portunity  to  enter  into  the  conioration.  Practice  is  with  physicians 
clinic,  26-bed  hospital,  and  42-bed  nursing  home  within  the  same  build- 
ing complex.  Excellent  arrangement  for  family  practice.  For  further 
information  contact  Roger  E.  Marks,  M.D..  817-897-2215  or  817-897-4436. 

OPENINGS  FOR  TWO  EMERGENCY  PHYSICIANS  in  community 
of  70,000  in  West  Central  Texas.  Excellent  medical  staff  and  adminis- 
trative support.  Usual  schedule  is  15-12  hour  shifts  per  month.  Fee-for- 
service  with  $48,000  annual  guarantee.  Fine  hunting  and  fishing  area. 
Contact  Bill  Bass,  M.D.,  1506  S.  Concho  Drive,  San  Angelo,  Texas 
76901  or  call  915-653-6741. 

FAMILY  PRACTICE/GENERAL  PRACTICE— Excellent  private  prac- 
tice  opportunity  exists  in  northeast  Dallas  bedroom  community  of  80,000 
in  affiliation  with  new  full  service  106-bed  private  hospital.  Liberal 
salary  guarantees,  interview  trip  and  relocation  expenses  are  offered. 
Residents  enjoy  excellent  recreational  facilities,  superior  public  schools, 
and  a wide  range  of  housing.  Send  detailed  Curriculum  Vitae  to  Ad-629, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


NEEDED:  PHYSICIANS  to  practice  at  Mexia  State  School,  located 
in  central  Te.xas  just  30  minutes  east  of  Waco.  Many  fringe  benefits — 
retirement,  sick  leave,  vacation,  40-hour  week,  group  insurance.  Salary 
range  $34,300  to  $37,300,  depending  on  (lualifications.  An  equal  oppor- 
tunity employer.  Contact  Medical  Director,  Mexia  State  School,  P.O. 
Box  1132,  Mexia.  Texas  76667.  817-562-2821. 

DALLAS  METROPLEX.  Immediate  opening  for  full  time,  experienced 
emergency  room  physician.  Flexible  shifts.  Competitive  remuneration. 
Contact  Dr.  R.  Murchison,  6350  LBJ  Freeway.  Suite  282,  Dallas,  Texas 
75240.  214-233-9088. 


WANTED:  SPANISH  SPEAKING  GENERAL  PRACTITIONER  to 
share  busy  work  load:  family,  general,  industrial  medicine.  No  OB  or 
surgery.  Rotating  night  calls,  $36,000  starting  salary,  no  investment 
required,  liberal  professional  association  fringe  benefits.  Call  collect. 
H.  Pena,  M.D.,  North  Main  Medical  and  Surgical  Clinic  Association, 
3301  North  Main,  Fort  Worth,  Texas  76106;  817-625-2791. 


STUDENT  HEALTH  SERVICE  PHYSICIAN— Beautiful  campus,  com- 
petitive salary  and  benefits.  East  Texas  recreational  area.  New  clinic 
in  planning.  Contact  William  G.  Langston,  M.D.,  P.O.  Box  3058,  SFA, 
Nacogdoches,  Texas  75691:  713-569-4008. 

QUALIFIED  FAMILY  PRACTITIONER:  Well  established  clinic  in- 
cluding lab  and  x-ray.  Join  five  other  GPs  in  busy  office  and  hospital 
practice.  Located  in  a dynamic,  growing  area  of  Dallas.  Many  benefits 
that  only  group  practice  can  provide.  Salary  negotiable  with  subsequent 
partnership  offered.  Please  reply  to  Ad-655,  Texas  Medieine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  MEDICINE  GROUP  PRACTICE  in  Texas.  Salary 
$44,000  with  many  fringe  benefits.  Send  resume  to  Houston  E.P.A., 
8700  Commerce  Park  Drive,  Suite  121,  Houston,  Texas  77036. 

PHY'SICIAN — opening  for  board  eligible  or  certified  internist  with 
interest  in  pulmonary  disease.  This  position  is  on  the  medical  staff  of 
this  408-bed  center  comprised  of  a hospital,  nursing  home  care  unit  and 
domiciliary.  Active  medicine  and  surgical  service  with  intensive  care 
unit,  respiratory  care  unit  and  outpatient  treatment.  Located  in  warm 
climate  of  Texas,  65  miles  from  downtown  Dallas.  Salary  based  on 
education,  experience  and  background.  Recently  enacted  legislation  pro- 
vides for  special  bonus  pay  in  addition  to  base  salary.  Paid  vacation, 
sick  leave,  malpractice,  life  and  health  insurance.  Reasonable  housing 
available  in  local  community  of  8000.  Interested  physicians  please  write 
or  call  Chief  of  Staff,  Sam  Rayburn  Memorial  Veterans  Center,  Bon- 
ham, Texas  75418;  telephone  214-583-2111,  ext.  212.  Inquiries  confiden- 
tial. An  equal  opportunity  employer. 


Situations  Wanted 


WE  PRESENTLY  HAVE  SEVERAL  PHYSICIANS.  GPs  and  special- 
ists on  file  who  wish  to  practice  in  Texas  on  a salary  basis,  ^ith  a view 
to  future  partnership.  How  may  we  help?  Medi-Search  (recruiting  physi- 
cians exclusively),  309  Wichita  Title  Building.  Wichita  Falls,  Texas; 
817-322-5269. 

TRYING  TO  RELOCATE?  No  charge  to  the  physician.  All  inquiries 
kept  confidential.  The  Rural  Doctors  Group,  Inc.,  A Physician  Search/ 
Placement  Service,  First  P'ederal  Plaza,  Suite  607,  Dept.  T-M,  200  East 
lOth  Street  (at  Brazos),  Austin,  Texas  78701;  telephone  612-476-7129. 

SEEKING  POSITION — 34  year  old  mature,  married,  American  citizen. 
Completing  residency  in  major  university  center  in  Texas  in  cardiovas- 
cular surgery,  desires  position  or  association  preferably  in  Texas.  Board 
certified  in  general  surgery.  Please  reply  to  Ad-651,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

HUSBAND  AND  WIFE,  team  of  board  eligible  internist  with  one 
year  of  fellowship  in  cardiology  and  pediatrician  available^  for  practice. 
Solo,  group  or  salaried  position.  Contact  713-245-6227  or  write  to  Ad-653, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ALLERGIST:  32,  board  certified  in  pediatrics,  in  second  year  uni- 
versity allergy/immunology  fellowship.  Desires  position  primarily  pedia- 
tric allergy.  Group,  partnership,  clinic  practice.  Available  summer  1977. 
Please  reply  to  Ad-656,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

GENERAL  SURGEON— Board  certified,  FACS,  FLEX  New  York,  41, 
wants  to  relocate.  Prefers  Dallas  or  Houston  or  vicinity.  University 
trained.  Four  years  of  private  practice.  Desires  solo,  association,  or 
group  practice.  Please  reply  to  Ad-657,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST  WANTING  TO  RELOCATE  would  like  to  join  large 
group  or  solo  practice  in  a large  metropolitan  or  university  city.  Would 
also  consider  attachment  to  a large  industry  as  industrial^  medical 
officer,  part  time  or  full  time.  Write  Ad-658,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  8801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  828-2761,  or  write  P.O.  Box  18287, 
Dallas,  TexasJ76218. 

OPTICAL  COMPANY  FOR  SALE  situated  in  metropolitan  area  with 
gross  sales  in  excess  of  $226,000,  incorporated  and  enjoys  established 
clientele,  glasses  and  contact  lenses  dispensed  from  several  office,  per- 
nnnel  Including  management  available  to  continue  operations.  Principal, 
only  please  reply  to  Ad-697  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701. 

OFFICE  SPACE  FOR  LEASE  IN  NORTHEAST  HOUSTON.  2,268 
.square  feet  of  office  space  to  accommodate  two  or  three  physicians. 
Predominantly  black  area  with  few  doctors.  Adjacent  to  pharmacy.  Of- 
fice includes  patient  waiting  room,  two  reception  areas,  two  doctors 
offices,  lab  and  x-ray.  $200  per  month  per  physician,  plus  utilities.  For 
additional  information  contact  JoAnne  Beakley  or  Tom  Kestler,  Beakley 
Pharmacy.  10811  Homestead  at  Little  York  Road,  Houston.  77016;  phone 
358-2031  or  633-2200. 
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FOR  SALE:  Due  to  death  of  doctor,  large  established  family  practice 
of  Dr.  J.  Edwards  Prewett  grossing  over  $100,000  annually.  Knowledge 
of  Spanish  helpful.  FOR  LEASE:  Long-term  lease  on  clinic  building, 
2404  South  IH  36.  Equipment  available.  Approximately  2,700  sq.  ft.  in- 
cluding separate  dentist’s  office  under  lease.  Scenic  outdoor  patio,  rock 
garden,  large  beautiful  trees,  plenty  parking.  Write  Mrs.  J.  Edwards 
Prewett,  407  Almarion,  Austin  78746;  or  call  residence  512-327-0662  or 
doctors  office  612-444-6501. 


DEAR  DOCTOR:  How  would  you  like  office  space  ready-to-go,  in  an 
exceptionally  progressive  small  town  near  the  “Big  City”,  but  without 
its  pressures  and  problems?  If  interested  please  contact  Ad-647,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 


FOR  SALE.  A Brattle  Fetal  Monitor  guaranteed  to  function  at  peak 
efficiency.  Write  or  call  Paul  L.  Stuck,  M.D.,  P.O.  Box  265,  Winnsboro, 
Texas  75494;  phone  214-342-5646. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE.  Ten  years  old.  Very 
busy  and  productive.  Located  in  professional  building  one  block  from 
main  hospital  in  rich  oil  West  Texas  city.  Excellent  clientele  and  hos- 
pital facilities.  Very  reasonable  terms.  Write  Ad-654,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE;  Bird  Mark  10  respirator  ...  in  excellent  condition. 
Complete  on  stand.  Just  plug  into  115V  . . . $300.00.  Phone  Bavtown. 
Texas,  713-422-3576. 


Miscellaneous 


ABORTION  ALTERNATIVES  I Licensed  maternity  sertnce  off  ere  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


DISCRETIONARY  FUNDS  IDLE  ? Discover  gems  as  a fascinating  in- 
vestment. "Gems — The  Beautiful  Investment”  lists  10  reasons  investors 
recognize  gemstones’  potential.  "G-TBI”  was  reviewed  by  Lapidary 
Journal  as  “an  excellent  little  book”  that  “should  enlighten  many  to  the 
possible  returns  . . . available  in  the  precious  gem  market.”  Shrink- 
wrapped,  soft-bound.  $6  postpaid.  RLK  Productions,  P.O.  Box  12262, 
Dallas,  Texas  76225. 


CONSULTANTS  IN  FINANCING,  BANKING  AND  FINANCIAL 
MANAGEMENT.  Banc-Services  Corporation,  Thomas  G.  White.  Presi- 
dent, 10400  N.  Central  Expressway,  Suite  102,  Dallas,  Texas  76231; 
214-369-3196. 
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Editorials 


EXPENSE  IS  A FACTOR  IN  CHOOSING 
DRUGS  FOR  RHEUMATIC  DISEASES 

The  recent  introduction  of  three  new  “aspirin- 
like” nonsteroidal  anti-inflammatory  agents 
has  increased  our  supply  of  potentially  useful 
agents  for  treating  rheumatic  diseases. 

Whether  one  or  more  will  proveto  be  superior 
to  others,  or  to  the  agents  already  available, 
will  be  determined  only  with  use  of  these  com- 
pounds fora  year  or  two.  All  of  the  newer  agents 
appearto  be  roughly  comparable  to  aspirin  in 
their  anti-inflammatory  effect,  but  they  are 
two  to  five  times  as  expensive  as  aspirin  on  a 
daily  dose  basis. 

All  of  the  three  new  agents  (Naprosyn,  Tolme- 
tin,  Nalfon)  are  completely  different  chemical 
compounds  and  one  of  them  is  an  analogue  of  an 
already  existing  agent  in  use.  In  spite  of  this 
different  organic  chemical  structure,  they  all 
have  antipyretic,  analgesic  and  anti-inflam- 
matory properties  similarto  those  of  aspirin. 
None  seems  to  have  any  special  property  which 
would  make  it  more  useful  than  the  others 
except  for  the  long  half-life  of  naproxen  (Na- 
prosyn) which  makes  twice-a-day  dosage 
possible  instead  of  the  four-times-a-day  dosage 
that  is  usual  for  most  such  preparations. 

They  all  seem  to  bind  plasma  proteins  and 
therefore  can  displace  other  compounds  includ- 
ing adrenocortical  steroids  and  warfarin 
(Coumadin)  to  varying  degrees.  Their  binding 
seems  to  vary  in  its  “tightness,”  which  leads 


to  the  possible  advantage  of  one  or  more  not 
displacing  coumarin  compounds.  Tolectin  (Tol- 
metin)  reportedly  does  not  affect  prothrombin 
activity,  and  hence  it  is  apparently  unique 
among  the  anti-inflammatory  drugs.  However, 
we  should  be  cautious  with  this  drug  until  a 
larger  number  of  cases  can  be  studied. 

The  variable  costs  of  these  new  agents  to 
the  patient  is  of  more  than  passing  interest 
since  there  is  no  significant  difference  in  their 
overall  effectiveness.  The  chart  gives  a tabular 
comparison.  Acetaminophen  is  not  included 
because  it  has  no  anti-inflammatory  proper- 
ties, although  it  is  an  analgesic. 

With  most  of  these  preparations,  including 
the  olderdrugs,  one  should  know  within  eight 
weeks  whether  or  not  they  will  be  effective 
for  a given  patient.  With  many  of  them  four 
weeks  is  quite  sufficient.  No  patient  should 
be  given  a “prn”  prescription  for  these  agents, 
and  even  those  patients  who  show  some  good 
response  initially  should  have  monthly  reevalu- 
ation to  be  sure  that  the  agent  is  still  having 
some  beneficial  effect.  Because  the  rheumatic 
disorders  are  so  chronic  and  people  become 
tolerant  of  some  pain,  it  is  often  necessary  to 
discontinue  anti-inflammatory  agents  periodi- 
cally to  see  if  they  are  still  effective. 

It  has  been  estimated  that  there  are  probably 
70  newer  compounds  under  study,  many  of 
which  are  propionic  acid  derivatives  and  some 
of  which  are  entirely  different  chemical  com- 
pounds from  those  now  used.  It  seems  likely 


Anti-inflammatory  Drugs 

mg/Tablet  or  Capsule 

Daily  Dose 

Price/100  Tablets 
or  Capsules 

Daily  Cost 

Indocin  (Indomethacin,  Merck, 
Sharp  & Dohme) 

25-50 

2-3  (100-150  mg) 

$18.00  (50  mg) 

$ .36-  .54 

Butazolidin  (Phenylbutazone, 
Geigy) 

100 

2-3 

13.00 

.26-  .39 

Tolectin  (Tolmetin,  McNeil) 

200 

6-9 

17.00 

1.02-1.53 

Naprosyn  (Naproxen,  Syntex) 

250 

2-3 

24.00 

.48-  .72 

Nalfon  (Fenoprofen,  Dista-Lilly) 

300 

8 

12.00 

.96 

Motrin  (Ibuprofen,  Upjohn) 

300-400 

4-6  (1,600-2,400  mg) 

14.00  (400  mg) 

.56-  .84 

Bufferin 

500  (7V2 

grain) 

8-10 

2.30 

.18-  .23 

Ascriptin 

500  (71/2 

grain) 

8-10 

2.25 

.18-  .23 
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that  many  patients  with  mild  rheumatic  disease 
(perhaps  50%  of  all  cases)  can  be  well  man- 
aged with  one  of  these  agents  if  aspirin  is  not 
sufficient. 

Aspirin  still  remains  the  standard  and  per- 
haps best  overall  anti-inflammatory  agent  for 
rheumatoid  arthritis  and  most  rheumatic  dis- 
eases in  spite  of  the  condemning  and  often 
erroneous  articles  which  have  appeared  in  the 
lay  press  in  recent  years.  By  taking  aspirin  with 
meals,  using  antacids  between  meals,  and  by 
using  7.5-  and  10-grain  tablets,  many  people 
whothinkthey  are  intolerant  of  aspirin  can 
actually  take  adequate  doses  for  long  periods 
of  time,  and  will  save  considerable  money  in 
the  process. 

Homer  R.  Goehrs,  MD,  Austin. 


YOU  AND  TEXPAC  AND 
THE  NOVEMBER  ELECTIONS 

The  Nov  2 general  elections  represent  both  a 
challenge  and  an  opportunity  for  individual  Tex- 
as physicians  and  their  political  action  commit- 
tee, TEXPAC. 

To  meet  our  citizenship  responsibilities  intel- 
ligently, we  must  prepare  for  Nov  2 as  if  it  were 
the  only  examination  forthe  final  grade  in  the 
course.  Most  of  us  will  have  up  to  20  races  and 
40  candidates  to  research  and  evaluate.  Candid- 
ly, we  should  admit  that  more  effort  is  needed 
here  than  many  of  us  are  prepared  to  give.  Pre- 
vious studies  have  shown  that  only  a few  voters 
will  understand  the  issues,  much  less  know  who 
the  candidates  are,  what  they  believe,  and  why 
they  should  be  elected,  then  paid  to  make  deci- 
sions for  all  of  us. 

The  second  difficult  step  is  getting  ourselves 
to  the  polls.  The  good  intentions  of  nearly  one- 
fifth  of  our  citizenry  are  lost  in  a busy  day.  An- 
other one-fifth  of  us  (them!?)  have  no  plans  to 
vote  at  all,  and  won’t. 

Asa  result  of  this  carelessness  and  apathy, 
only  a 60%  vote  is  expected  in  November,  which 
means  that  a minority  (30%  plus),  not  a major- 


ity, will  elect  our  local,  state  and  national 
leaders. 

TEXPAC’s  preparation  for  Nov  2 began  two 
years  ago  with  the  recruitment  of  local  physician 
and  auxiliary  members.  Since  that  time  these 
400  volunteer  leaders  have  helped  raise  more 
than  a half  million  dollars,  interviewed  and  eval- 
uated nearly  300  candidates,  and  organized 
local  support  activities  in  behalf  of  favored  can- 
didates. Fortunately  for  Texas  medicine,  these 
efforts  represent  a doubling  of  money  resources 
and  activity  compared  to  election  year  1974. 

TEXPAC’s  principal  goal  is  to  help  elect  men 
and  women  who  will  give  medicine  a fair  hearing 
on  all  health  issues,  including  the  special  prob- 
lems our  profession  is  encountering. 

Our  1976  TEXPAC  track  record  to  date  is 
good;  how  we  do  on  Nov  2 depends  upon  our 
ability  to  enroll  more  dues-paying  members  and 
to  stimulate  widespread  physician  and  auxiliary 
interest  and  participation  in  the  election 
process. 

The  beneficiaries  of  an  informed  and  political- 
ly active  medical  profession  are  the  profession 
itself  and  the  patients  it  serves. 

For  success  we  urge  you  to:  (1)  join  TEXPAC; 
(2)  study  the  issues  and  candidates  (call  your 
TEXPAC  county  chairman);  (3)  give  financial 
and  volunteer  support  to  favored  candidates; 
and  (4)  vote  and  encourage  others  to  vote,  too. 

Countless  tributes  to  our  nation’s  past,  pre- 
sent and  future  have  been  offered  this  year. 

What  better  1976  contribution  can  we  physi- 
cians makethan  the  active  support  and  election 
of  intelligent  and  responsible  candidates? 

What  we  do  inthe  next  30  days  will  setthe 
future  course  of  our  great  profession  and  coun- 
try. Be  a vital  part  of  the  political  process  before, 
during  and  after  Nov  2. 

Sam  A.  Nixon,  MD,  Floresville, 

Chairman,  TEXPAC. 
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‘COMPULSION  / an  irresistible  impulse  to  perform  an  irrational  act. 


Excessive  drinking  . . . leading  to  alcohol  addiction  . . . can't  be  controlled 
successfully  unless  the  compulsion  is  destroyed. 

Schick  Hospital  is  a confirmed  leader  in  modifying  compulsive  behavior 
and  replacing  it  with  rational  thinking  and  behavior 

Aversive  conditioning  has  been  found  to  be  the  fastest,  most  effective 
means  of  breaking  up  compulsive  drinking.  Combined  with  rational  behavior 
therapy,  over  half  of  the  individuals  who  take  a two-week  re-education 
program  never  take  nor  feel  the  need  to  take  another  drink. 

A 100%  medically  oriented  program  in  a first  class  hospital  fully  accredited 
by  the  lomt  Commission  on  Accreditation  of  Hospitals,  and  a Blue  Cross- 
Blue  Shield  Member  Hospital.  Health  and  hospitalization  insurance 
approved,  including  CHAMPUS. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  ■ Fort  Worth,  (D/FW  Mid-Cities)  761 
Call  for  24  hour  information;  Fort  Worth  (817)  284-9217 


18 

• Dallas  (214)  589-0444 


COMING  SOON  Hospital  programs  for  compulsive  eaters  and  overweight  individuals. 
Ktal  propams  hifeompClsive  smokers  with  pulmonary  and  cardiovascular  disorders. 


•Webster's  New  Collegiate  Dictionary 
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Good  show: 
"Emergency 
in  Texas" 


Public  opinion  exerts  a great  influ- 
ence on  legislators,  and  we  physicians 
now  must  make  every  effort  to  give 
the  public  the  facts  about  the  mal- 
practice insurance  mess  and  its  dis- 
astrous consequences. 

One  of  the  ways  we  can  do  this  is 
to  tell  our  story,  again  and  again,  and 
seek  the  active  support  of  everyone 
who  will  listen. 

TMA  now  has  a ten-minute  film, 
“Emergency  in  Texas:  The  Malprac- 
tice Insurance  Crisis,”  available  for 
showing  to  lay  audiences. 

Vivid  and  informative,  the  docu- 
mentary summarizes  development  of 
the  professional  liability  insurance 
crisis  in  Texas,  explains  why  the  situ- 
ation has  made  medical  care  more  ex- 
pensive and  less  accessible,  and  calls 
on  the  public  to  urge  state  legislators 
to  end  the  crisis  by  passing  necessary 
laws. 

Your  help  is  needed  in  showing  this 
film  to  as  many  civic  and  community 
groups  as  possible  because  malprac- 
tice insurance  is  going  to  be  a volatile 
issue  in  the  1977  Texas  Legislature, 
and  Medicine  needs  all  the  support 
that  it  can  muster. 

Although  “Emergency  in  Texas” 
was  made  for  lay  audiences,  physi- 
cians will  want  to  see  it,  too.  County 
society  and  hospital  staff  meetings 
could  be  used  for  previews,  and  news 
media  representatives  might  be  in- 
vited. In  addition,  some  television 
stations  are  interested  in  airing  the 
film  as  a public  service,  and  I hope 
that  all  of  you  will  explore  these  pos- 
sibilities directly  with  local  station 
managers. 

Ideally,  the  film  should  be  shown  by 
an  informed  physician  who  can  an- 


swer questions  afterward,  but  it  is 
comprehensive  enough  to  stand  on  its 
own  if  time  is  limited. 

TM  A’s  Department  of  Communi- 
cation will  provide  all  the  help  you 
need  except  a buddy  to  flip  the  light 
switch — the  16-mm  sound  film,  a sug- 
gested introduction,  a one-page  sum- 
mary of  TM  A’s  policy  on  the  malprac- 
tice insurance  crisis,  fact-packed  bro- 
chures to  distribute  to  your  audience, 
and  even  an  eight-point  check  list 
with  which  the  greenest  beginner  can 
put  on  a smooth  program. 

Aside  from  being  foolproof  this 
presentation  has  other  attractive  fea- 
tures: It  is  timely,  informative,  news- 
worthy, dramatic,  entertaining,  and 
brief ! 

County  medical  societies  in  large 
metropolitan  areas  have  copies  of  the 
film,  and  more  copies  are  available 
from  TMA  headquarters. 

I urge  you  to  contact  lay  groups  in 
your  area  and  offer  to  present  “Emer- 
gency in  Texas.” 

You  can  arrange  to  obtain  the  film 
and  copies  of  the  pamphlet,  “No 
Texan  can  escape  this  epidemic,”  by 
writing  or  calling  Mr.  Jon  Hornaday, 
Department  of  Communication,  Tex- 
as Medical  Association,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701, 
phone  512-477-6704. 


L.  S.  Thompson,  Jr.,  MD,  President, 
Texas  Medical  Association. 


142 


TEXAS  MEDICINE 


TexasMedicine 


tov76 


Fall  conference/ House  of  Delegates  ■ Rheumatoid  arthritis 
I Sjogren’s  syndrome  ■ Transsphenoidal  microsurgery 


Locked  out:  too  few  residency  positions 
force  MD  graduates 
to  ieave  state 


U.C.  Ff?AWo;<^oo' 
MOV  1 3 ;a7K 


Slorb0it-ifutirl|tn0a-^mitt;  Mamortal  hospital 

unh  SEorb^tt-iftitirlitn^s-^mttii  Cltntc 

322  Coleman  Street  illarlttt,  ^exas  766BX  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee.  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 

W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell.  M.  D. 
C.  G.  Brown,  M.D. 


VASCULAR  SURGEY 
Cecil  A.  McRee.  M.D.,  F.A.C.S. 


EYE,  EAR.  NOSE  AND  THROAT 
S.  W.  Husrhes.  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

CARDIOLOGY 
W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D.,  F.A.C.S. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street  DALLAS, 


INTERNAL  MEDICINE 
John  B.  Allen,  M.D.,  D.A.B.I.M. 

Morris  E.  Magers,  M.D., D.A.B.I.M. 

Channing  Woods,  M.D, 

Richard  C.  Stone,  M.D,,  Gastroenterology 
Landon  W.  Stewart,  M.D.,  D.A.B.I.M. 

Cloyce  L.  Stetson,  Jr.,  M.D.,  D.A.B.I.M. 

David  S.  Sowell,  III,  M.D.,  D.A.B.I.M.,  Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B.I.M.,  and  D.A.B.  Rhu., 
F A C P 

W.  Mark  Armstrong,  M.D.,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

George  E.  Thomas.  M.D.,  D.A.B.I.M. 

Steven  P.  Bowers,  M.D. 

ORTHOPEDIC  SURGERY 

George  S.  Phalen,  M.D.,  D.A.B.O.S.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D. 

Vernie  D.  Bodden.  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D.,  D.A.B.P.,  F.A.A.P. 

P.  E.  Luecke,  Jr.,  M.D.,  D.A.B. P.,  F.A.A.P. 

Larry  Gray,  M.D.,  D.A.B. P.,  F.A.A.P. 

GENERAL  SURGERY 

Henry  G.  Montgomery,  M.D.,  D.A.B.S.,  F.A.C.S. 
George  P.  Fosmire,  M.D.,  D.A.B.S.,  F.A.C.S. 

Miller  S.  Bell,  M.D.,  D.A.B.S.,  F.A.C.S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 
William  H.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S. 
Richard  B.  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 


TEXAS  75211  Telephone  823-4151 


RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 

OPHTHALMOLOGY 
R.  M.  Burnside,  M.D.,  D.A.B.O. 

James  M.  Copps,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
J.  Boyd  Hollabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 
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10-day  Bactrim  therapy 
outperforms  10-day 
ampieillin  therapy 


•—- 
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In  a multicenter,  double-blind  study  of  patients  with 
chronic  orfrequently  recurrent  urinary  tract  infection, 
Bactrim  1 0-day  therapy  outperformed  ampieillin 
1 0-day  therapy  by  27.2% , when  comparing  patients 
who  maintained  clear  cultures  for  eight  weeks. 
Criterion  for  "clear  culture"  was  1 000  or  fewer  organ- 
isms/ml of  urine. 

While  adverse  reactions  noted  in  this  study  were 
mild  (e.g.,  vomiting,  nausea,  rash),  more  serious  reac- 
tions can  occur  with  these  drugs.  See  manufacturer’s 
product  information  for  complete  listing.  Maintain 
adequate  fluid  intake;  perform  frequent  CBC's  and 
urinalyses  with  microscopic  examination. 


Hole:  Bactrim  tablets  were  used  in  these  clinical  trials.  BioequM 
alency  studies  show  one  Bactrim  DS  double  strength  tablet  is 
equivalent  to  two  Bactrim  tablets. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 
Just  1 tablet  B.LD 


M. 
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Baetrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

2 tablets  BLD 


For  chronic  or  frequently  recurrent  cystitis 
and  pyelonephritis  due  to  susceptible  organisms. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows; 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morgana. 

A/Or£;  The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  (federa/ 
Register,  37:20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicates  an  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine.  Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosi^ 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprirn  is  ^^ch  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency,  hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  rnegaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hyfwpro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 


Use  not  recommended 


upplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
lethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
ackages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
00  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
ackages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
ays  of  10. 

ral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
:nt  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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In  a mukicenter  stuch^  of  patients  with  chronic  or  frequently  recurrent  urinary  tract  infections 


Bactrim  was  272%  more 
eiiective  than  ampicillin  in 
keeping  patients 
mfeetion-free  for  8 weeks! 


Bactrim-70.5%  of  78  patients  infection-free  at  8 weeks. 


ampicillin-55.4%  of  74  patients  infection-free  at  8 weeks. 


*This  percentage  is  arrived  at  by  the  statistical  method  of  dividing  the  difference  between 
Bactrim  and  ampicillin  results  (15.1  %)  by  the  percent  of  ampicillin  results  (55.4%). 

tData  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


BactrimDS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 


Please  see  summary  of  product  information  on  preceding  page. 


Double  Strength  tablets 
Just  1 tablet  B.LD. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials. 
Bioequivalency  studies  show  one  Bactrim  DS  double  strength 
tablet  is  equivalent  to  two  Bactrim  tablets. 
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You  need  to  know 
what  was  presented 
at  TMA's  1976 
Update  on  Medical  Issues 


This  important  conference  probed 
many  serious  topics.  TMA's  audio  cas- 
sette service  lets  you  keep  informed 
quickly  and  easily  on  these  signifi- 
cant problems.  On  one  tape  you  can 
hear  experts  outline  the  latest  devel- 
opments in: 

• Professional  liability  insurance 

• PSRO 

• Swine  Flu 

• Medicare  and  Medicaid 

• Medical/legislative  issues 

• Health  planning,  TARP  and 
other  areas 

One  90-minute  cassette  tape  gives 
representative  excerpts  of  speeches 
by:  U.S.  Senator  Lloyd  Bentsen  Jr., 
AMA  Executive  Vice-President  Dr. 
James  Sammons,  Thomas  Johnson, 
Ph.D.,  of  the  American  Enterprise  In- 
stitute and  11  more  authorities.  Keep 
up  to  date  on  vital  issues.  Order  your 
tape  today  at  $5.00  apiece. 

Use  the  easy  order  form  below. 


To:  Dept,  of  Communication 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Please  send  me 1976  Update  on  Medical  Issues  tapes  at  $5.00 

each.  (No.) 

My  check  for  $ is  enclosed,  payable  to  Texas  Medical 

Association. 


Send  to:  

(print  or  (Name) 
type) 


(Address) 


BRIEF  SUMMARY  OF 
PRESCRIBING  INFORMATION 
ANTIMINTH®  (pyrantel  pamoate) 

ORAL  SUSPENSION 

Actions.  Antiminth  (pyrantel  pamoate)  has 
demonstrated  anthelmintic  activity  against 
Enterobius  vermicularis  (pinworm)  and  As- 
caris  lumbricoides  (roundworm).  The  anthel- 
mintic action  is  probably  due  to  the  neuro- 
muscular blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral 
dose.  Plasma  levels  of  unchanged  drug  are 
low.  Peak  levels  (0.05-0. 13/x.g /ml)  are  reached 
in  1-3  hours.  Quantities  greater  than  50%  of 
administered  drug  are  excreted  in  feces  as 
the  unchanged  form,  whereas  only  7%  or  less 
of  the  dose  is  found  in  urine  as  the  unchanged 
form  of  the  drug  and  its  metabolites. 
Indications.  For  the  treatment  of  ascariasis 
(roundworm  infection)  and  enterobiasis  (pin- 
worm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction 
studies  have  been  performed  in  animals  and 
there  was  no  evidence  of  propensity  for  harm 
to  the  fetus.  The  relevance  to  the  human  is  not 
known. 

There  is  no  experience  in  pregnant  women 
who  have  received  this  drug. 

The  drug  has  not  been  extensively  studied 
in  children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be  con- 
sidered. 

Precautions.  Minor  transient  elevations  of 
SCOT  have  occurred  in  a small  percentage  of 
patients.  Therefore,  this  drug  should  be  used 
with  caution  in  patients  with  preexisting  liver 
dysfunction. 

Adverse  Reactions.  The  most  frequently  en- 
countered adverse  reactions  are  related  to  the 
gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  an- 
orexia, nausea,  vomiting,  gastralgia,  abdomi- 
nal cramps,  diarrhea  and  tenesmus,  transient 
elevation  of  SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration.  Children  and 
Adults:  Antiminth  Oral  Suspension  (50  mg  of 
pyrantel  base/ml)  should  be  administered  in  a 
single  dose  of  1 1 mg  of  pyrantel  base  per  kg 
of  body  weight  (or  5 mg/lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified 
dosage  regimen  of  1 ml  of  Antiminth  per  10  lb. 
of  body  weight.  (One  teaspoonful=5  ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspen- 
sion may  be  administered  without  regard  to 
ingestion  of  food  or  time  of  day,  and  purging 
is  not  necessary  prior  to,  during,  or  after  ther- 
apy. It  may  be  taken  with  milk  or  fruit  juices. 
How  Supplied.  Antiminth  Oral  Suspension  is 
available  as  a pleasant  tasting  caramel- 
flavored  suspension  which  contains  the  equiv- 
alent of  50  mg  pyrantel  base  per  ml,  supplied 
in  60  ml  bottles  and  Unitcups™  of  5 ml  in  pack- 
ages of  12. 

ROORIG 

A division  of  Rizer  Pharmaceuticals 
New  York,  New  York  10017 


(City,  state,  zip) 
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eliminates  Pinworms  and  Roundworms  with  a single  dose 


■ Single  dose  effectiveness  against 
both  pinworms  and  roundworms— 

The  only  single-dose  anthelmintic  effective 
against  pinworms  and  roundworms. 

■ Nonstaining— to  oral  mucosa, 
stomach  contents,  stools,  clothing  or  linen. 

■ Well  tolerated  — the  most  frequently 
encountered  adverse  reactions  are  related 
to  the  gastrointestinal  tract. 


■ Economical  — a single  prescription 
will  treat  the  whole  family. 

■ Highly  acceptable  - pleasant  tasting 
caramel  flavor. 

■ Convenient  — just  1 tsp.  for  every 

50  lbs.  of  body  weight.  May  be  taken  with- 
out regard  to  meals  RQGRIG 

or  time  of  day.  A division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 

Please  see  prescribing  information  on  lacing  page.  NSN  6505-00- U8-6967 


Antiminth 

(pyrantel  pamoate)  equivalent  to  50mg  pyrantel/ml 
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Fall  conference  speakers  provide  updates  on  medical  issues 

Texas  Sen  Lloyd  Bentsen  told  Texas  physicians  that  despite  opposi- 
tion from  organized  medicine,  national  health  insurance  will  be- 
come a reality.  Sen  Bentsen  was  one  of  the  featured  speakers  at  the 
TMA  fall  conference  1976  Update  on  Medical  Issues  in  Austin 
Sept  18. 

National  health  insurance  will  be  approved  during  the  next  Congres- 
sional session,  Bentsen  said.  The  issue  is  determining  which  form  of 
insurance  will  best  serve  both  doctors  and  patients,  he  said. 

Bentsen  assured  the  more  than  900  physiciansattendingthefall 
conferencethat  he  will  not  support  any  form  of  health  insurance 
which  threatens  the  traditional  doctor-patient  relationship  or  makes 
physicians  federal  employees. 

The  Texas  Democrat  repeated  his  opposition  to  the  comprehensive 
bill  sponsored  by  Sen  Edward  Kennedy,  whose  legislation  would  cost 
an  estimated  $86  billion. 

Dr  Sammons  warns 

cost  control  is  greatest  danger 

The  greatest  danger  American  physicians  face  is  attempts  at  cost 
control,  warned  James  Sammons,  MD,  Executive  Vice  President  of 
the  American  Medical  Association.  “Either  we  are  goingto  control 
it  or  someone  else  is  goingto  control  it  for  us,”  Dr  Sammons  warned. 
Sammons  predicted  that  Congress  will  avoid  the  issue  of  financial 
health  insurance  during  this  session.  “I  don’t  think  the  United  States 
Congress  is  so  fiscally  irresponsible  as  to  ‘jump  off  the  cliff’  by  not 
reviewing  the  costs  of  national  medical  insurance  before  enacting 
the  legislation,”  Dr  Sammons  said. 

“I  don’t  think  the  United  States  can  afford  national  health  insur- 
ance,” he  said.  He  added  that  about  85  percent  of  Americans  already 
have  basic  health  insurance,  and  70  percent  have  “catastrophic” 
illness  insurance  to  cover  the  costs  of  an  expensive  major  illness. 

The  poor  receive  financial  aid  through  Medicare  and  Medicaid,  Dr 
Sammons  said.  The  only  persons  not  covered  by  some  kind  of  insur- 
ance are  the  “near  poor”  who  are  employed  but  cannot  afford  any 
kind  of  insurance,  he  said.  He  proposed  tax  breaks  for  employers  who 
provide  insurance  to  those  low  income  workers,  saying  it  would  be  a 
better  solution  than  national  health  insurance. 
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Dr  Webb  reports  commission  progress 


E.  Don  Webb,  MD,  one  of  the  two  physicians  on  the  Texas  Medical 
Professional  Liability  Study  Commission,  reviewed  actions  taken  by 
thecommission.  Dr  Webb  told  the  conference  that  although  heand 
fellow  commission  member  Milton  Davis,  MD,  consider  their  work 
“the  most  important  assignments  they  will  ever  receive,”  other 
members  are  not  as  dedicated.  “This  comes  as  no  surprise  since  I 
am  sure  I would  not  be  as  interested  or  diligent  in  my  participation 
should  this  subject  deal  with  liability  for  architects  or  construction 
workers,”  he  said. 

Dr  Webb  reported  the  recommendations  of  subcommittee  2,  chaired 
by  Dr  Davis.  The  recommendations  of  that  subcommittee,  that  have 
been  approved  by  the  entire  commission,  deal  with  expansion  of  the 
State  Board  of  Medical  Examiners  and  regionalization  of  the  State 
Board  of  Medical  Examiners  by  forming  panels  throughout  the  state. 

“I  feel  that  despite  the  previous  problems  of  composition,  timing, 
and  procedural  rules,  you  will  see  that  there  has  been  a substantial 
amount  of  progress  very  much  in  keeping  with  this  association’s 
legislative  goals  established  afterthe  1975  legislative  session,”  Dr 
Webb  said. 

Although  a final  report  is  not  completed.  Dr  Webb  cited  several  of 
the  commission's  recommendations: 


L.  S.  Thompson,  Jr.,  TMA  president,  right,  presents  a speciai  piaque  to  State  Sen  Ray  Farabee,  of 
Wichita  Fails,  at  the  TMA  Fall  Conference  in  Austin  in  September.  Sen  Farabee  sponsored  S.B.  635 
during  the  1975  session  of  the  Texas  legislature  to  solve  the  medical  professional  liability  insurance 
crisis.  The  bill  had  been  supported  by  TMA  as  a long-range  solution  to  the  crisis. 
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Im f Ti*'!  **  accepts  a special  plaque  from  L.  S.  Thompson,  Jr.,  MD, 

TMA  president,  at  the  TMA  Fall  Conference  in  September.  Rep  Powers  sponsored  H.B  1129  in  the  1975 
Irises’"  legislature  as  a proposal  to  solve  the  Texas  medical  professional  liability  insurance 


— The  health  care  provider  and  the 
patient  should  have  the  option  to  en- 
ter into  a voluntary  arbitration  agree- 
ment. The  agreement  would  be  bind- 
ing after  30  days,  thus  allowing  for 
revocation  by  either  party  and  elimin- 
atingthe  element  of  adhesion. 

— Awards  for  pain  and  suffering  not 
exceed  $100,000.  There  should  be  no 
limitation  on  actual  damages — past, 
present  or  future. 

— The  expiration  date  of  the  Joint  Un- 
derwriting Association  should  be 
changed  from  Dec  1977  to  Dec  1979. 
— Rating  systems  should  remain  sub- 
ject to  approval  by  the  State  Board  of 
Insurance. 

Dr  Davis  explains  utilization  review 
developments 

A utilization  review  system  will  be 
costly  and  many  valuable  physician 
hours  will  be  used,  Milton  V.  Davis, 
MD,  Dallas  said. 

However,  the  data  can  lead  to  im- 
provements in  medical  care  and  can 
provide  a valuable  weapon  to  resist 
and  refute  distortions  of  fact  and 
deliberate  misrepresentations  about 
health  care  delivery,  he  said. 

The  overall  plan  is  to  place  health 
care  under  federal  control.  Dr  Davis 


predicted.  The  doctor  emphasized 
the  TMA  position  on  utilization  review 
advises  expenses  should  be  borne  by 
the  requiring  authority  and  physi- 
cians should  control  the  systems  de- 
sign. 

Clements  predicts  cost  control 
will  become  Medicaid's  first  priority 

Cost  containment  will  become  the 
first  priority  for  Medicaid  in  Texas 
because  of  the  frequently-repeated 
pledge  by  state  officials  of  no  new 
taxes,  predicted  Jamie  H.  Clements, 
JD,  chairman  of  the  State  Board  of 
Public  Welfare. 

Clements  said  the  real  victims  of  the 
“Medicaid  Mills”  publicity  are  re- 
cipients desperately  in  need  of  health 
services  and  dedicated  physicians 
and  workers  who  fully  participate  in 
and  support  the  Medicaid  program. 
“Inevitably,  exposure  of  the  waste 
and  mismanagement  in  Medicaid  will 
give  those  who  don’t  bel ieve  the  gov- 
ernment has  any  business  helping 
the  people,  the  opportunity  to  de- 
mand that  the  entire  program  be 
scrapped,”  Clements  predicted. 

John  P.  Coughlin,  MD,  of  San  Angelo, 
a member  of  the  Committee  on  Health 
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Planning,  told  conference  partici- 
pants about  developments  of  health 
planning  in  Texas. 

Joseph  T.  Painter,  MD,  of  Houston, 
the  president  of  the  Texas  Institute 
for  Medical  Assessment,  brought 
conferees  up-to-date  on  activities  in 
the  Professional  Standards  Review 
Organizations  in  Texas. 

Jerry  Marcontell,  MD,  of  Houston,  a 
member  of  the  Council  on  Communi- 
cation, described  the  programs  un- 
derway to  inform  Texans  about  the 
professional  liability  insurance  crisis. 

Joseph  T.  Ainsworth,  MD,  of  Houston, 
the  chairman  of  the  Council  on  Medi- 
cal Legislation,  predicted  the  1977 
Texas  legislature  will  consider  bills 
about  medical  education,  medical 
and  allied  health  professions,  fund- 
ing problems  in  the  health  field,  and 
various  drug-related  matters.  The 
most  important  issue.  Dr  Ainsworth 
said,  continues  to  be  the  professional 
liability  insurance  crisis. 

TMA  executive  board  approves 
dues  increase 

A $50  dues  increase,  a plan  to  de- 
velop alternative  approaches  to  the 
physician  maldistribution  problem  in 
Texas,  and  support  of  clean  water 
bonds  propositions  were  all  issues 
considered  bytheTMA  Executive 
Board  at  its  meeting  Sept  19,  1976, 
in  Austin. 

The  Executive  Board  voted  to  support 
the  recommendation  by  Ben  R.  Kel- 
ler, Jr.,  MD,  treasurer,  for  a $50  dues 
increase.  The  increase  will  be  con- 
sidered by  the  House  of  Delegates 
in  November.  Dr  Keller  recommended 
the  dues  increase  to  help  finance 
TMA  efforts  in  the  interest  of  phy- 
sicians and  medicine.  The  increase 
to$180annual  dues  would  helpef- 
forts  in  areas  as  professional  liability 
insurance,  health  planning  laws,  and 
maximum  allowable  cost  plans. 

The  Executive  Board  voted  to  em- 
power the  Council  on  Medical  Educa- 
tion and  Hospitals  to  develop  alterna- 


tive approaches  to  the  solution  of 
the  problem  of  geographic  maldistri- 
bution of  physicians  with  the  coopera- 
tion of  the  Council  on  Medical  Service 
and  Insurance  and  the  Committee  on 
Rural  Health.  A preliminary  report 
is  planned  by  January. 

The  board  officially  endorsed  the 
November  ballot  proposition  2 relat- 
ingtothe  “Clean  Water  Bonds,”  that 
would  increase  state  appropriations 
for  funds  to  be  used  by  small  com- 
munities to  create  or  improve  exist- 
ing sewage  disposal  systems. 

Dallas  will  be  the  siteforthe  1979 
TMA  Annual  Session,  as  approved 
by  the  Executive  Board.  The  new 
Hyatt  Regency  will  be  one  of  the  head- 
quarter hotels  if  construction  is  com- 
plete. The  board  also  approved  plans 
for  an  Executive  Board  thinking  and 
planning  session  sometime  afterthe 
House  of  Delegates  meeting  in  No- 
vember. 


Polio  vaccine  contract  approved 

The  federal  government  will  now  be 
required  to  guarantee  informed  con- 
sent for  every  recipient  of  polio  vac- 
cine in  public  clinics,  under  a new 
contract  with  Lederle  Laboratories, 
reports  the  A merican  Medical  News. 
Lederle  and  the  Center  for  Disease 
Control  officials  agreed  to  a new  con- 
tract— afterthree  months’  delay  — 
in  the  wake  of  critical  shortages  of 
polio  vaccine  in  some  states. 

The  new  contract  will  state  that  CDC 
will  prepare  and  distribute  “risk-ben- 
efit statements”  that  must  be  signed 
by  every  recipient  of  the  vaccine  (or 
his/her  parents  or  guardians),  be- 
fore the  vaccine  can  be  administered 
in  public  clinics. 

The  signed  statement  requirement 
probably  will  not  extend  to  distribu- 
tion of  vaccine  by  physicians  in  their 
normal  office  practices,  said  CDC 
spokesman  Betty  Hooper.  The  agree- 
ment was  reached  lateon  Sept21, 
as  the  vaccine  shortages  in  some 
state  health  departments  were  be- 
comingcritical. 
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Texas  swine  flu  program  begins 

After  months  of  preparation,  several 
delays,  and  the  hurdling  of  several 
legal  complications,  the  swine  flu 
immunization  program  began  in  Tex- 
as in  October. 

The  A/New  Jersey  swine  flu  vaccines 
are  arriving  in  Texas  and  clinics  be- 
gan opening  in  October  on  a limited 
basis.  However,  because  of  several 
deaths  of  elderly  persons  who  had 
been  vaccinated,  officials  in  several 
states  includingTexas  halted  the  flu 
vaccine  clinic  for  six  days.  Alarmed 
by  the  deaths,  Texas  health  officials 
suspended  all  swine  flu  inoculations 
in  the  state  from  Oct  12  through  Oct 
25.  The  swine  influenza  immuniza- 
tion program  in  Harris  County  con- 
tinued duringthattime.  The  City 
Health  Department  received  a sepa- 
rate federal  grant  to  coordinate  the  in- 
oculation program  throughout  Harris 
County.  Deliveries  of  the  vaccine  be- 
gan in  small  quantities,  with  amounts 
gradually  increasing  in  later  deliver- 
ies. It  may  be  late  November  or 
December  before  there  is  enough 
vaccine  to  fill  all  orders  adequately. 

If  physicians  do  not  charge  for  the 
vaccine  or  its  administration,  they 
can  obtain  free  supplies  such  as 
needles  and  syringes  from  the  Texas 
Department  of  Health  Resources. 

The  federal  swine  flu  liability  law 
went  into  effect  Oct  1,  1976.  To  be 
protected  under  the  law  from  suits  a 
doctor  must  do  several  things  after 
Oct  1 includingfollowing  federally  ap- 
proved informed  consent  procedures, 
not chargingforthe vaccine,  not 
charging  for  the  administration  of  the 
vaccine,  and  cooperating  with  the 
federal  government  in  defending  any 
swine  flu  suit  against  him.  There  are 
still  no  recommendations  for  immuni- 
zation of  children  less  than  age  3 
norfor children  ages 3-17  whoare 
not  in  the  high-risk  group. 

The  American  Academy  of  Pediatrics 
(AAP),  in  conjunction  with  the  federal 
government’s  Center  for  Disease  Con- 
trol, has  recommended  that  certain 
groups  of  “high  risk’’  children  be 


vaccinated  against  the  possible  swine 
flu  epidemic. 

The  Academy’s  Committee  on  Infec- 
tious Diseases,  which  issued  the  rec- 
ommendation, defined  high  risk 
children  as  those  with  chronic  bron- 
chopulmonary disease  (such  as 
chronic  asthma  and  cystic  fibrosis), 
heart  disease,  chronic  renal  disease, 
chronic  neuromuscular  disorders 
(muscular  dystrophy),  chronic  me- 
tabolic disorders  (diabetes),  malig- 
nancies and  immunodeficient  states. 
The  AAP  recommendation  applies  to 
high  risk  children  between  the  ages 
of  three  and  18  years,  but  does  not 
include  infants  atthe  present  time. 
Direct  all  questions  or  complaints  on 
medical  matters  of  the  swine  flu  im- 
munization program  to  the  local 
health  department.  The  Texas  De- 
partment of  Health  Resources  region- 
al office,  or  Philip  Mallory,  MD,  of 
the  Texas  Department  of  Health  Re- 
sources in  Austin,  1 100  W.  49th  St., 
(phone  512-458-7321).  Othertype 
queries  can  goto  local  and  regional 
health  offices  or  Lon  Gee  of  the  Aus- 
tin Texas  Department  of  Health  Re- 
sources (phone  512-458-7284). 

TMA  cited 

for  community  work 

The  Texas  Medical  Association  has 
been  selected  as  the  1976  recipient 
of  the  Distinguished  Service  Citation 
from  the  Texas  Association  for 
Health,  Physical  Education,  and 
Recreation. 

The  award  is  presented  each  yearto 
an  organization  or  person  for  meri- 
torious contributions  to  the  fields  of 
health  education,  physical  education, 
and  recreation.  In  presentingthe 
award,  the  association  particularly 
recognized  the  work  of  the  TMA 
School  Health  Committee  in  conduct- 
ingannual  conferences. 

The  award  will  be  presented  during 
the  first  general  session  ot  the  53rd 
Annual  Convention  of  the  Texas  As- 
sociation for  Health,  Physical  Educa- 
tion, and  Recreation  Dec  2,  1976  in 
San  Antonio. 
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‘Approximately  95%  of 

the  [tiSi]  childron  of  ages 
1-5  years  had  iron  intakes 
below  the  standard’’ 

US.  Public  Health  Service  (1974) 


Where  did  that  surprising 
statistic  originate? 

From  the  first  survey  designed  to 
assess  the  nutritional  status  of  the 
entire  U.S.  population.  The  conclu- 
sion above  was  the  most  striking 
result  reported  in  the  preliminary 
findings  released  in  January  1974. 

Wfere  they  really  dealing  with 
a true  sample  of  the  entire 
US.  population? 

Those  conclusions  were  based  on  a 
sample  of  10, 126  people— a prob- 
ability sample  established  by  the 
U.S.  Bureau  of  Census  to  reflect  the 
country’s  total  population,  regardless 
of  race  or  income. 

Among  those  95%  with 
substandard  iron  intake, 
how  low  was  their  intake 
actually? 

For  whites  and  blacks,  for  both 
sexes,  for  both  income  levels,  the 
mean  intake  of  iron  (as  a percent  of 
the  standard)  for  the  1-5  year  age 
group  ranged  from  60  to  69%. 
Typically,  then,  95  children  out  of 
100  have  iron  intakes  that  are  only 
% of  the  standard. 


Whose  iron  intake  standard 
were  they  using? 

The  standard  set  by  the  Food  and 
Nutrition  Board  of  the  National 
Academy  of  Sciences  for  this  group. 

Implication  of  all  this? 

That  iron  deficiency  among  pre- 
schoolers is  anything  but  rare  and 
signs  like  mental  apathy,  lethargy, 
irritability,  behavior  problems,  may 
be  telegraphing  iron  deficiency. 

Suggesting  iron  supplementation? 

Not  necessarily.  In  many  instances 
this  situation  can  be  corrected  by 
proper  diet  and,  obviously,  this  is  the 
preferred  route.  When  dietary 
improvement  is  not  attainable, 
consider  a supplement. 

But  consistent  use  of  an  iron 
supplement  is  difficult  to  achieve. 

Compliance  is  a problem,  as  so 
much  of  the  recent  data  suggest.* 
INCREMIN  with  Iron  Syrup  has  a 
pleasant  flavor  which  encourages 
consistent  use. 


Is  this  cited  study  generally 
available? 

Yes,  from  the  Office  of  Infor- 
mation, National  Center  for 
Health  Statistics,  5600  Fishers 
Lane,  Rockville,  MD.,  20852. 
Request  “First  Health  and 
Nutrition  Examination  Survey”, 
1974,  DHEW  Pub.  No.  (HRA) 
74-1219-1. 

*B.  Blackwell:  The  Drug  Defaulter. 

Clinical  Pharmacology  and  Therapeutics 
13:841  (1972). 
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Each  teaspoonful  (5  cc)  contains: 
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1-Lysine  HCI 300  mg 

Thiamine  HCI  (B|) 10  mg 

Pyridoxine  HCI  (B*) 5 mg 

VitaminBij 25  mcgm 

Sorbitol  3.5  Gm 

Alcohol 0.75% 

DOSAGE:  Prevention  of  iron- 
deficiency  anemia— Children  and 
Adults— 1 tsp.  (5  cc)  daily.  Treat- 
ment of  iron  deficiency  anemia— 
Children:  1 tsp.  t.i.d.;  Adults: 

1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and 
16  fl.  oz. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


12 


TEXAS  MEDICINE 


Do  you 

thinkeiKHigh 

of  your 
employees 
toprovkle 
the  best? 


Blue  Cross 
BlueSI^ 

Identiiication  Card 


'«xoeM 

JAMES  B.  MARTIN 


cnufOUMO 

024781070 


UfK.'x*  CMT( 

12345  AFBXS  01-15-75 


T<<<S  CkUC  C"OS5  *.*N  coec  «0«  rfi«s»ivt  V-'«  lO  cooe  *0* 


You  might  get  other  group 
health  insurance  at  lower  rates, 
But  in  a dollar-for-dollar 
comparison,  there  are  three 
simple  reasons  why  Blue  Cross 
and  Blue  Shield  coverage  is 
better: 

1 . It  returns  more  of  its  premiums 
in  claim  payments  to 
policyholders  than  most  other 
major  insurance  companies. 

2.  And  it  doesn’t  set  maximum 
dollar  limits  on  most  hospital 
services. 

3.  The  Blue  Cross  and  Blue 
Shield  ID  card  admits  members 
to  most  hospitals  anywhere  in  the 
country,  as  simply  as  possible. 

Blue  Cross  and  Blue  Shield 
coverage  means  a lot  to  your 
employees.  And  it  shows  they 
mean  a lot  to  you. 


Blue  Cross 

GROUP  hospital  service,  INC 

Blue  Shield 

GROUP  LIFE  & health  INSURANCE  COMPANY 

of  Texas 

Registered  Mark  Blue  Cross  Association 
® Registered  Service  Mark  of  the 

National  Association  of  Blue  Shield  Plans 


Volume  72,  November  1976 


13 


NEWS 


TMA  council  recommends  more 
Texas  primary  care  residencies 

Following  a two  year  study,  the  Texas 
Medical  Association  Council  on  Medi- 
cal Education  and  Hospitals  has 
recommended  that  the  number  of 
Texas  residencies  be  increased. 
Concluding  the  two  year  study  the 
council  has  designed  a plan  forthe 
development  and  expansion  of  pri- 
mary care  residencies  from  the  pres- 
ent 388  positions  to  618  by  1979. 

The  council  is  recommendingthatthe 
positions  be  affiliated  with  the  six 
Texas  schools  for  doctors  of  medi- 
cine. 

During  the  study  it  became  apparent 
that  the  number  of  residencies  has 
not  kept  pace  with  the  increasing 
number  of  Texas  medical  school  grad- 
uates. 

The  council  also  reaffirmed  the  1975 
position  by  the  TMA  House  of  Dele- 
gates that  state  funding  should  be 
sought  at  the  next  session  of  the 
Texas  legislature  forthe  expansion 
and  educational  aspects  of  the  new 
primary  care  residencies.  The  House 
recommended  that  the  Coordinating 
Board,  Texas  College  and  University 
System,  should  serve  as  the  mecha- 
nism for  the  distribution  of  funds. 


William  F.  Ross,  MD,  of  San  Benito, 
chairman  of  the  council,  testified  be- 
fore the  Coordinating  Board  about  the 
need  for  expansion  of  Texas  resi- 
dencies in  October.  He  also  spoke  at 
a news  conference  in  the  Texas  Capi- 
tol in  October. 

The  council  has  now  been  empowered 
to  develop  alternative  approaches  to 
the  solution  of  the  problem  of  the 
geographic  maldistribution  of  Texas 
physicians.  The  council  will  be  work- 
ing with  the  cooperation  of  the  Coun- 
cil on  Medical  Service  and  Insurance 
and  the  Committee  on  Rural  Health 
with  a preliminary  report  by  January. 


Houston  Chronicle  calls 
state  doctor  draft 
a bad  idea 

Callingthe  state  doctor  draft  a bad 
idea,  the  Houston  Chronicle  publish- 
ed an  editorial  Sept  19,  1976,  object- 
ing to  the  government  passing  laws 
to  make  people  work  where  govern- 
ment wishes  them  to.  “This  really 
outrageous  proposition  keeps  com- 
ing up  in  connection  with  the  shortage 
of  doctors  in  rural  areas  and,  to  a 
lesser  degree,  in  urban  ghetto  areas,” 
the  newspaper  said. 


TEXAS  DEVELOPMENT  AND  EXPANSION  OF  PRIMARY  CARE  RESIDENCIES 

1976-1979 

1976 

1979 

University  of  Texas  system  schools  of  medicine 

205 

355 

Baylor  College  of  Medicine 

88 

144 

Texas  Tech  University  School  of  Medicine 

37 

61 

Texas  residencies  not  affiliated  with  medical  schools 

58 

58* 

Total 

388 

618 

*Present  number  of  Texas  residencies  not  affiliated  with  medical  schools. 

The  chart  assumes  that  at  least  the  same  number  will  be  available  in  1979. 
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‘‘It  has  been  proposed  in  the  Con- 
gress where  it  has  sensibly  been  re- 
jected. Now  State  Rep  Fred  Head  is 
proposing  a bill  to  this  effect  for  the 
next  session  of  the  state  legislature. 
He  would  require  20  percent  of  each 
first-year  class  in  the  state’s  medical 
schools  to  sign  a contract  to  serve  a 
certain  period  of  time  in  rural  areas. 
“This  idea  is  wrong  first  because  it 
is  coercive  and  secondly  because  it 
establishes  a precedent  that  govern- 
ment can  use  its  power  to  determine 
where  an  individual  may  work.  Or,  at 
what,  since  that  notion  follows  once 
the  original  premise  is  granted,’’  the 
newspaper  said.  The  editorial  states 
the  paper  has  no  objection  to  medical 
students  contracting  for  future  ser- 
vices in  exchange  for  education  fi- 
nancing, as  long  as  it  is  on  a voluntary 
basis. 

But,  the  editorial  said,  “The  concept 
that  government  has  the  right  to 
order  a citizen’s  residence  or  career 
is  abhorrent.  Drafting  doctors 
through  the  coercive  power  of  the 
state’s  investment  in  medical  schools 
and  medical  education  is  exactly  that 
concept,  no  matter  how  it  is  rational- 
ized.’’ 

Hidalgo  schools  begin 
comprehensive  school 
health  program 

Seeking  to  establish  the  first  compre- 
hensive school  health  program  in  the 
community,  the  Hidalgo  Independent 
School  District  began  workingwith 
University  of  Texas  health  profession- 
als and  students  in  Septemberto  be- 
gin assessing  student  health. 

The  Hidalgo  school  system  hosted  a 
multidisciplinary  team  of  physicians, 
allied  health  professionals  and  allied 
health  and  medical  students  from  the 
University  of  Texas  Medical  Branch 
at  Galveston. 

“Like  in  any  community,  the  children 
in  Hidalgo  have  the  right  to  health, 
but  with  unresolved  health  problems 
and  without  adequate  knowledge  or 
ability  in  theirfamilies  to  maintain 
wellness,  they  cannot  develop  their 
full  potential  in  the  educational  sys- 


tem or  in  society,’’  said  Fred  Garcia, 
Hidalgo  school  superintendent. 

The  first  task  was  to  document  the 
health  status  and  behaviors  of  the 
school  population.  The  program  in- 
volves a basic  physical  examination 
for  each  child  performed  by  the  medi- 
cal students  and  students  in  the  phy- 
sician’s assistant  program. 

Hidalgo  was  chosen  as  the  target 
community  for  implementingthis 
concept  becausethe  small  city  has 
an  underserved  population  trying  to 
understand  their  health  problems  and 
bring  more  health  services  to  the 
locale. 

Unit  opens  in  Houston 
for  emergency  psychiatric  care 

A new  around-the-clock  emergency 
psychiatric  unit,  resulting  from  the 
cooperative  efforts  of  Baylor  College 
of  Medicine,  the  Harris  County  Hos- 
pital District,  and  Harris  County 
Mental  Health  Mental  Retardation 
Authority  opened  in  September  in 
Houston  at  Ben  Taub  General 
Hospital. 

Betsy  Comstock,  MD,  assistant  pro- 
fessor of  psychiatry  at  Baylor  and  di- 
rector of  emergency  psychiatric  serv- 
ices at  Ben  Taub,  heads  this  new  unit, 
which  is  staffed  by  Baylor’s  psychia- 
try faculty  and  residents  and  psycho- 
logy interns. 

“In  the  past,  many  psychiatric  emer- 
gencies or  near-emergencies  had  to 
be  turned  away  because  of  lack  of 
space  and  staff,”  Dr  Comstock  said. 
“The  new  unit  allows  us  to  thoroughly 
evaluate  and  effectively  treat  all  pa- 
tients with  severe,  often  incapacitat- 
ing, mental  problems. 

“Problems  bringing  patients  tothe 
unit  range  from  severe  depression  to 
psychotic  disorganization  to  drug 
overdose  to  suicidal  tendency,”  Dr 
Comstock  said.  Persons  usually  stay 
in  the  psychiatric  unit  for48-72 
hours.  Then  they  are  referred  tothe 
community  agencies.  Pending  per- 
mission by  the  patient,  his  records 
precede  his  arrival  at  these  various 
agencies. 
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LlBRlUM^ 

(chlordiazepoxide  HCI) 

5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 
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EXPERIENCE  STILL  YOUR 
HIGHEST  AUTHORITY. 


The  discovery  of  Librium  at 
Hoffrnann'La  Roche  represented  a land' 
mark  in  psychotherapeutics.  And,  more 
specifically,  a landmark  in  the  treatment 
of  anxiety  and  anxiety-related  conditions. 

Today,  the  acceptance  of  Librium 
by  the  medical  community  is  based  firmly 
on  experience.  And  on  a welLdocumented 
clinical  record. 

A record  so  voluminous  it  had 
to  be  put  into  a computerized  storage  and 

retrieval  system. 

Take  the  matter  of  safety,  for 

example. 

Experience  with  millions  of  pa' 
tients  indicates  that  the  most  common 
side  effects  of  Librium  are  dose'related  and, 
therefore,  largely  avoidable.  There  appears 
to  be  a low  potential  for  dependence. 
Tolerance  rarely  develops.  Few  cases  of 
known  toxicity  have  been  reported.  How' 
ever,  patients  should  be  cautioned  about 
possible  combined  effects  with  alcohol  and 
other  CNS  depressants. 

Librium  seldom  produces  adverse 
effects  on  the  cardiovascular  or  respiratory 


system.  It  is  used  concomitantly  with  many 
primary  medications,  such  as  cardiac 
glycosides,  antihypertensive  agents,  anti' 
cholinergics,  diuretics,  antacids  and 
anticoagulants.  It  should  be  noted  that 
variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re' 
ceiving  Librium  and  oral  anticoagulants; 
however,  a causal  relationship  has  not 
been  established  clinically. 

Experience.  Yours  and  ours. 
Together  they  make  the  task  of  choosing 
an  antianxiety  agent  much  simpler. 
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THE  ANXETY-SPEOHC 


Please  see  summary  of  product  information  on  opposite  page. 


■ Most  Widely  Prescribed -Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  \'ertigo'-'  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere  s disease, 
labyrinthitis,  and  \'estibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting  — Anti\'ert/25  can  relieve  the 
nausea  anti  vomiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo"  —The  usual  adult  dosage  for  Anti  vert/2  5 
is  one  tablet  t.i.d. 


Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx.  1,000  tons) 
CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

TTie  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  pnxluced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 


sensitivity to  It. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 


"INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences -Nanon^  Research  Gvuncil  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effectiiv:  Management  of  nausea  and  vomiting  and  dizziness  associated  with 
motion  sickness. 

Possibly  Effccni'e:  Management  of  vertigo  associated  with  diseases  affecting  the 
vestibular  system.  ^ 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 


WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done;  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  "Contraindications!’ 

ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and,  on  rare  cKcasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  a division  of  Pfizer  Pharmaceuticals 

New  York,  New  York  10017 
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Texas  physicians  surveyed 
for  PSRO  preference 

The  Department  of  Health,  Education, 
and  Welfare  has  withdrawn  its  appeal 
to  the  Federal  District  Court’s  ruling 
in  Texas  Medical  Association  et  al,  V5. 

F.  David  Mathews,  as  Secretary  of 
HEW,  invalidating  the  nine  area 
designations  for  PSRO  in  Texas  made 
by  HEW  in  1974. 

HEW  has  contracted  with  Crossley 
Surveys,  Inc.,  of  New  York,  to  survey 
Texas  physicians.  The  firm  is  cur- 
rently polling  all  licensed  Texas  phy- 
sicians to  determine  if  the  individual 
physicians  of  Texas  want  a single, 
statewide  PSRO  or  several  PSROs. 

In  two  previous  polls,  Texas  physi- 
cians have  supported  the  single, 
statewide  PSRO  concept,  and  the 
Texas  Institute  for  Medical  Assess- 
ment (TIMA)  as  the  organization 
endorsed  by  the  TMA  House  of  Dele- 
gates to  be  the  designated  PSRO 
agency. 

Results  of  the  poll  are  expected  to  be 
announced  before  the  end  of  the  year. 


TMA  staff  testifies 

before  education  subcommittee 

Members  of  the  Texas  Medical  As- 
sociation staff  and  legal  counsel 
testified  before  the  Texas  House 
Subcommittee  on  Medical  Education 
ofthe  Committee  on  Higher  Educa- 
tion chaired  by  Rep  Fred  Head  in 
September. 

Ace  Pickens,  JD,  a member  of  the 
TMA  legal  counsel,  Mrs.  Marilyn 
Baker,  Managing  Editor  of  Texas 
Medicine,  and  Paul  Gray,  director  of 
the  Department  of  Medical  Service, 
testified  about  TMA’s  continuing  role 
to  assure  the  supply  of  well-qualified 
physicians,  particularly  in  the  area 
of  primary  care  and  family  practice. 
The  three  listed  the  TMA  support  of 
significant  expansion  of  medical  edu- 
cation opportunities  in  Texas,  and 
support  of  significant  increases  in  the 
enrollments  of  existing  medical 
schools  in  Texas. 

They  testified  that  TMA  agrees 


with  the  recommendations  of  the 
“Hobby-Clayton  Commission”  and 
the  Coordinating  Board  of  the  Texas 
College  and  University  System  of  full 
funding  of  existing  medical  schools, 
and  concurs  with  the  Commission  on 
state  funding  for  expansion  of  gradu- 
atetraining positions  in  primary  care 
and  family  practice  areas.  To  achieve 
a continuing  supply  of  physiciansto 
care  for  all  Texans,  they  testified,  the 
state  must  concentrate  upon  provid- 
ing additional  graduate  training  posi- 
tions for  family  practitioners. 


Group  practice  grows 
AMA  survey  shows 

While  a substantial  portion  of  the  na- 
tion’s health  care  is  still  delivered  by 
the  solo  practitioner,  medical  group 
practice  continues  to  show  significant 
growth  in  the  1970s. 

Thisisa  majorfindingofthe  1975- 
76  edition  of  the  American  Medical 
Association’s  Profile  of  Medical  Prac- 
tice, reports  {[]e  American  Medical 
News. 

Today,  there  are  8,483  medical 
groups  in  the  United  States,  whose 
66,842  physicians  represent  23.5 
percent  of  the  active  non-federal  phy- 
sician population,  the  AMA  studies 
found.  Medical  groups  also  are  in- 
creasing in  size  as  well  as  in  number. 
The  study  shows  that  municipal  hos- 
pitals are  devoting  more  resources 
to  outpatient  and  emergency  care  and 
less  to  inpatient  in  the  1970s,  and 
these  trends  most  likely  will  continue 
into  the  1980s.  Many  patients  will 
continue  to  visit  emergency  depart- 
ments at  hospitals  for  non-emergency 
health  conditions. 

The  study  also  found  that  economic 
controls,  in  effect  from  August, 

1971,  to  April,  1974,  appear  to  have 
had  important  impact  on  physician’s 
incomes.  For  most  specialists,  evi- 
dence indicates  that  increases  in 
practice  expenses  exceeded  the  rate 
of  increases  in  fees,  and  that  this  has 
had  a damaging  effect  on  the  rate  of 
change  in  net  incomes. 
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for  young . . . old . . . in-between 


For  effectiveness — Recommend  Rhinall  with  confidence  for 
short-term  therapy  in  the  acute  stage  of  nasal  congestion. 
Whether  in  spray  or  drops,  Rhinall  brings  fast,  temporary  re- 
lief from  stuffy  nose. 

For  safety  Why  use  a “long-acting”  decongestant,  with  its 
contraindications,  for  short-term  therapy?  Rhinall  is  safe  and 
dependable  when  used  as  directed. 

For  children!  — RhinaII-10  (Phenylephrine  0.2%)  is  the  fla- 
vored nose  drop.  Its  mild  strength  is  specially  formulated  for 


children.  Isotonic  — pH  is  adjusted  to  minimize  stinging  an 
burning.  Cherry  flavor  makes  it  pleasant  to  use.  Parents  appn 
ciate  Rhinall-10  because  it's  easy  to  administer,  restores  fre 
breathing. 

For  convenience  — Regular  Rhinall  is  available  in  drop 
or  easy-to-use  spray.  And  Rhinall  products  require  n 
prescription. 

•3)  First  Tcxos  Pharmoccuticols,  Inc.  oaiias, Texas  75234 

iheConcern  for  Care 


Rhinall  drops  and  spray  contain:  Phenylephrine  HCI  U.S.P  (0.25%) 
Chiorobutanol  (0.15%),  Sodium  Bisulfite  (0.03%),  Benzalkonium  Chlo- 
ride (1:10,000).  In  an  Isotonic  Saline  Solution. 


Rhinall-10  contains:  Phenylephrine  HCI  U.S.P.  (0.2%),  Chlorobutant 
(0.15%),  Sodium  Bisulfite  (0,03%),  Benzalkonium  Chloride  (1:10,000 
In  an  Isotonic  Saline  Solution, 


Houston  institutions  form 
oral  cancer  program 

Two  Houston  health  care  institutions 
have  joined  to  establish  a dental  and 
oral  cancer  program  that  is  the  first  of 
its  kind  in  the  nation. 

The  University  of  Texas  M.D.  Ander- 
son Hospital  and  Tumor  Institute  and 
the  Dental  Branch  of  UT’s  Health  Sci- 
ence Center  at  Houston  have  formed 
a joint  Department  of  Dental 
Oncology. 

The  two  institutions  have  conducted 
a joint  dental-oral  cancer  program 
since  1948,  but  are  expandingto  in- 
clude detailed  oral  examination  as 
routine  testing  of  every  new  cancer 
patient  regardless  of  diagnosis. 

Under  the  direction  of  Joe  B.  Drane, 
MD,  of  M.D.  Anderson  and  Samuel 
Dreizen,  DDS,  of  the  UT  Dental 
Branch,  the  department  will  have  a 
role  in  the  oral  management  of  pe- 
diatric patients  and  patients  receiv- 
ing chemotherapy. 


Texas  college  enrollment 
increases  less  than  one  percent 

statewide  enrollment  at  Texas  col- 
leges and  universities  for  fall  1976 
increased  by  less  than  one  percent 
above  fall  1975.  Preliminary  tabula- 
tion by  the  Coordinating  Board,  Tex- 
as College  and  University  System 
shows  a total  fall  1976  enrollment  of 
681,000,  an  increase  of  about  5,760 
students,  or  .85  percent. 

Gains  are  reported  by  about  two- 
thirds  of  the  public  senior  univer- 
sities, but  only  about  one-half  of  the 
public  junior  colleges  and  private 
senior  institutions  are  reporting  in- 
creases. 

A solid  pattern  of  increasing  enroll- 
ment is  still  holding  for  medical,  den- 
tal and  health-related  schools,  both 
public  and  private.  Preliminary  fig- 


ures show  that  6,930  students  enroll- 
ed in  medical,  dental  and  health-re- 
lated public  schools,  and  1,651  stu- 
dents enrolled  in  medical,  dental  and 
health-related  private  institutions. 
Commenting  on  the  overall  small  en- 
rollment increase,  Kenneth  Ashworth, 
Texas  Commissioner  of  Higher  Educa- 
tion, said  the  figures  underscore  the 
need  for  caution  in  further  expansion 
of  the  Texas  system  of  colleges  and 
universities.  The  Coordinating  Board 
in  recent  months  has  urged  a slow- 
down in  expanding  higher  education, 
pending  a determination  on  funding 
by  the  Texas  legislature. 


Doctors  asked  to  join 
the  AMA 

The  chairman  and  vice-chairman  of 
the  Texas  delegation  to  the  American 
Medical  Association  have  sent  letters 
to  the  general  membership  of  the 
Texas  Medical  Association  asking 
them  to  join  the  AMA  in  1976.  Total 
Texas  membership  in  the  AMA  has 
dropped  from  9,215  members  in 
1975  to  8,899  members  as  of  Sept 
7, 1976. 

“Throughout  our  practice,  we  have 
all  benefitted  from  the  leadership  role 
of  the  AMA  in  fostering  standards  of 
excellence  in  medical  education,  in 
supporting  scientific  advancement, 
and  in  encouraging  improvements  in 
health  care  delivery,”  said  Charles 
Max  Cole,  MD,  chairman,  and  N.  L. 
Barker,  MD,  vice-chairman  of  the 
Texas  delegation. 

The  two  doctors  list  numerous  ac- 
complishments by  the  AMA  for  the 
medical  profession.  The  AMA  suc- 
cessfully challenged  utilization  review 
regulations  issued  by  the  Department 
of  Health,  Education  and  Welfare, 
the  AMA  took  HEW  to  court  to  fight 
the  maximum  allowable  costs  regula- 
tions, and  the  AMA  is  defendingthe 
ethical  standing  of  the  medical  pro- 
fession in  a complaint  brought  by  the 
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Federal  Trade  Commission  concern- 
ing solicitation  of  patients,  the  doc- 
tors said.  The  AMA  also  lobbied 
effectively  to  prevent  the  passage  and 
implementation  of  precertification  of 
hospital  admissions,  of  mandatory 
government  service  or  payback  for  all 
medical  school  graduates,  and  of  na- 
tional licensure  and  relicensure  pro- 
posals, said  Dr  Cole  and  Dr  Barker. 

Medical  schools  enroll 
932  freshmen 

Texas  Medical  schools  opened  doors 
this  fall  to  932  freshmen  medical 
students.  Total  enrollment  on  the  first 
day  of  classes  included  746  men  and 
186  women  students. 

A total  of  15,349  first-year  medical 
students  enrolled  in  1 16  medical 
schools  across  the  nation  this  fall. 
This  year’s  enrollments  show  only 
slight  increases  over  those  of  a year 
ago,  as  the  nation's  medical  students 
enrollments  level  off,  at  least  tempo- 
rarily. The  leveling  off  is  at  least  part- 
ly because,  before  this  fall,  no  new 
medical  schools  had  opened  since  fall 
of  1973.  This  year,  however,  two  new 
medical  schools  are  acceptingtheir 
charter  classes. 

Nationally,  relative  enrollment  of 
both  women  and  underrepresented 
minority  groups  has  also  leveled  off. 
Women  students  this  year  will  ac- 


count for  about  20.4  percent  of  total 
enrollment,  compared  to  20.5  percent 
last  year. 

Minority  students  from  the  four  un- 
derrepresented ethnic  groups  (blacks, 
American  Indians,  Mexican-Ameri- 
cans,  and  mainland  Puerto  Ricans) 
will  represent  9.3  percent  of  the  na- 
tion’s first-year  classes. 

This  fall’s  enrollment  figures  show 
that  first-year  enrollment  is  24  per- 
cent greater  than  it  was  five  years 
ago,  in  1971-72,  and  total  enrollment 
is  nearly  29  percent  greater  than  it 
was  five  years  ago. 

The  national  preliminary  enrollment 
figures  were  gathered  in  the  annual 
survey  of  medical  schools  conducted 
jointly  by  the  American  Medical  As- 
sociation and  the  Association  of 
American  Medical  Colleges. 


New  VD  strain  concerns 
Center  for  Disease  Control 

The  Center  for  Disease  Control  (CDC) 
has  warned  state  laboratories  and 
health  departments  of  a new  strain 
of  gonorrhea  which  produces  an  en- 
zyme that  kills  penicillin. 

The  CDC  also  alerted  the  World 
Health  Organization  about  the  dis- 
ease and  asked  for  world-wide  co- 
operation in  monitoring  new  cases  of 
the  disease.  The  CDC  late  last  month 


FRESHMAN  CLASS  SIZES  OF  MEDICAL  AND  OSTEOPATHIC 

SCHOOLS 

IN  TEXAS  1976 

School 

Male 

Female 

Total 

BAYLOR 

131 

37 

168 

TEXAS  COLLEGE  OF  OSTEOPATHIC  MEDICINE 

61 

11 

72 

TEXAS  TECH 

34 

6 

40 

UNIVERSITY  OF  TEXAS: 

DALLAS 

176 

29 

205 

GALVESTON 

165 

41 

206 

HOUSTON 

83 

17 

100 

SAN  ANTONIO 

96 

45 

141 

Total 

746 

186 

932 

Total  Enrollment  on  first  day  of  classes 

Source:  Admissions  Offices  of  Texas  medical  schools 

TEXAS  MEDICINE 


reported  discovery  of  the  new  strain, 
citing  one  case  at  T ravis  Air  Force 
Base,  Calif,  and  another  in  St.  Mary’s 
County,  Md.  Later,  three  more  cases 
were  found,  two  in  California  and  one 
in  Des  Moines,  Iowa.  The  CDC  said 
some  of  the  sexual  contacts  had  been 
made  in  the  Philippines. 

Ralph  Henderson,  MD,  director  of  the 
CDC’s  venereal  disease  control  divi- 
sion, said  the  bacterial  gonococcus 
that  causes  gonorrhea  had  become 
more  resistant  to  penicillin  in  recent 
years,  but  that  new  treatment  sched- 
ules utilizing  larger  doses  of  penicil- 
lin had  still  proven  effective.  How- 
ever, he  said  the  new  strain  of  gonor- 
rhea apparently  manufactures  an  en- 
zyme that  killsthe  penicillin. 


AM  A outlines  policy 
on  release  of  information 

The  American  Medical  Association’s 
policy  on  the  release  of  information 
from  the  physician’s  data  file  has 
been  reaffirmed  by  the  Board  of  Trus- 
tees. The  policy  assures  appropriate 
sharing  of  data  within  limits  that 
safeguard  the  confidentiality  of  indi- 
vidual physician’s  records  and  the 
AMA’s  proprietary  rights  and  legal 
liabilities. 

Pressure  to  release  data  for  com- 
mercial and  other  uses  has  intensi- 
fied during  the  past  year.  The  policy 
provides  for  the  use  of  data  for  spe- 
cific purposes  stated  on  requests 
approved  by  the  AMA. 

However,  data  cannot  be  used  for  the 
development  of  independent  physi- 
cian data  files,  and  start-uptapes  will 
not  be  provided  for  developing  inde- 
pendent data  banks  or  service  bu- 
reaus. 

Data  cannot  be  used  to  validate  the 
AMA  data  base  unless  a binding 
agreement  is  signed  with  the  AMA. 
The  AMA  will  continue  to  assist  indi- 
viduals, institutions,  organizations 
and  agencies  with  legitimate  needs 
for  information. 


TMA  president  defends 
medical  profession 

“I  know  that  with  rare  exceptions 
physicians  are  honest  and  consci- 
entious, and  are  doingtheir  best  to 
provide  the  highest  quality  of  care 
possible,”  said  theTexas  Medical  As- 
sociation president,  commenting  on 
national  reports  of  fraud  and  abuse 
in  the  Medicare  and  Medicaid  pro- 
grams. 

L.  S.  Thompson,  Jr.,  MD,  Dallas,  said 
the  medical  profession  condemns 
and  deplores  all  acts  of  fraud,  includ- 
ing any  wrongful  acts  that  may  be 
occurring  in  government-financed 
health  programs. 

‘‘We  want  our  position  to  be  under- 
stood loud  and  clear,”  Dr  Thompson 
said.  ‘‘We  stand  ready  to  weed  out 
fraud  and  dishonesty  of  any  within 
our  profession,  and  we  will  cooperate 
with  federal  or  state  investigators  up- 
on their  invitation  or  request.” 

Dr  Thompson  said  no  physician 
should  be  charged  with  wrongdoing 
merely  because  he  has  received  sub- 
stantial sums  for  professional  ser- 
vices from  the  Medicaid  or  Medicare 
programs.  ‘‘It  must  be  remembered 
thatthese  physicians  are  serving 
large  numbers  of  people  who  need 
medical  attention  and  in  many  in- 
stances such  services  are  being  ren- 
dered at  below  actual  cost.  Also,  what 
is  frequently  listed  as  income  for  one 
physician  often  times  is,  in  fact,  total 
income  for  a group  of  several  physi- 
cians who  simplify  the  massive  paper- 
work involved  by  filingall  of  the 
claims  under  only  one  physician’s 
name.” 

‘‘I  am  pleased  that,  to  the  best  of  our 
knowledge,  no  so-called  Medicaid 
mills  operate  in  the  state  of  Texas,” 
the  president  said. 


L.  S.  Thompson,  Jr.,  MD, 
TMA  president 


23 


Volume  72,  November  1976 


NEWS 


State  organizations  sponsor 
Child  Abuse  Institute  series 

Approximately  34,000  cases  of  child 
abuse  were  reported  in  Texas  in 
1975.  More  than  10,000  of  those 
cases  were  proven. 

Because  of  child  abuse  in  Texas  the 
State  Bar  of  Texas  and  the  Texas 
Department  of  Public  Welfare  are 
co-sponsoring  a Child  Abuse  and  Pro- 
tective Services  Institute  Series 
throughout  Texas  in  November  and 
December. 

The  series  is  to  encourage  interaction 
among  social  workers,  judges,  at- 
torneys and  other  persons  or  groups 
working  in  the  child  abuse  area. 

The  day-long  institutes  will  be  in  the 
following  cities  on  the  following 
dates:  Odessa,  Nov 4;  El  Paso,  Nov 
5;  Dallas,  Nov  18;  Harlingen,  Nov 
18;  Fort  Worth,  Nov  19;  San  Antonio, 
Nov  19;  Amarillo,  Dec  2;  Beaumont, 
Dec  2;  Abilene,  Dec  3;  Houston,  Dec 
3;  Lubbock,  Dec  3;  and  Austin,  Dec 
10. 

For  more  information  write  the  State 
Bar  of  Texas,  Child  Abuse  Institute, 
P.O.  Box  12487,  Capitol  Station,  Aus- 
tin, Texas,  78711. 


AMA  participating 
in  drug  reaction  studies 

The  American  Medical  Association 
will  participate  in  a three-year  pro- 
ject to  design  a post-market  data 
gathering  system  on  adverse  drug 
reactions  and  new  drug  uses.  The 
Joint  Commission  on  Prescription 
Drug  Use,  which  will  be  headquarter- 
ed with  a small  staff  in  Washington, 
D.C.,  will  develop  a format  for  report- 
ing trends  in  drug  prescribing  and 
usage. 

It  will  have  computer  capability  and 
will  provide  absolute  confidentiality 
to  data  received  from  physicians. 
Participation  in  the  program  was  ap- 
proved by  the  AMA  Board  of  T rustees 
24  in  September. 


The  proposal  to  establish  the  joint 
commission  was  made  by  the  Phar- 
maceutical Manufacturers  Associa- 
tion, which  will  contribute  $200,000 
annually.  Other  participating  organi- 
zations will  provide  about  $10,000 
annually.  Asked  to  join  the  commis- 
sion are  the  American  Academy  of 
Family  Physicians,  American  Society 
for  Pharmacology  and  Experimental 
Therapeutics,  American  Hospital  As- 
sociation, American  Pharmaceutical 
Association,  National  Association  of 
Retail  Druggists,  and  American  Socie- 
ty of  Hospital  Pharmacists. 


Baylor  researchers  awarded 
National  Cancer  Institute  contract 

Researchers  at  Baylor  College  of 
Medicine  have  been  awarded  a $313,- 
000  contract  by  the  National  Cancer 
Institute  for  the  development  of  ob- 
jective, biological  criteria  to  be  used 
in  the  early  identification  of  people 
with  an  unusually  high  risk  of  de- 
veloping lung  cancer. 

S.  Donald  Greenberg,  MD,  professor 
of  pathology  at  Baylor  College  of  Med- 
icine, and  Stephen  L.  Kimzey,  MD,  of 
the  Cellular  Analysis  Laboratory  at 
NASA,  will  be  co-principal  investi- 
gators on  the  three-year  project. 
“Lungcancer  can  be  identified  in  a 
matter  of  days;  however,  the  deadly 
tumor  has  probably  been  developing 
for  20  years  or  more  before  it  is 
diagnosed,”  Dr  Greenberg  said.  ‘‘We 
believe  normal  lung  cells  can  be  in 
a stepwise  transition  or  ‘deteriora- 
tion’ into  cancer  cells.  According  to 
a cell’s  shape,  size  and  configura- 
tion, cytopathologists  can  determine 
the  probability  of  atypical  cells  later 
becoming  cancerous  cells,”  Dr 
Greenberg  said. 

The  National  Cancer  Institute  has 
charged  the  researchers  with  the  task 
of  developing  a set  of  reliable  criteria 
for  uniform  classification  of  atypical 
lung  cells.  Dr  Greenberg  said. 
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A inninrr  ^ development  in  tablet  design 
Announcing  to  permit  more  accurate  dosage  titration 

ISORDICTITRADOSE 

(isosorbide  dinitrate) 

Easier-splittii^  tablets  for  your 
angina'patients 


® (E.Z.  SPLIT*)' 
ORAL TABLETS 

5, 10,  and  20  mg. 


One  press 
ef  a finger 
selves 
twe  problems 

1.  for  the  physician:  precise  dosage  titration 

2.  for  the  patient:  easier  compliance 
with  your  dosage  adjustments 

tTITRADOSE®  (E.Z.  SPLIT®)  Oral  Tablets,  U.S.  Pat.  Nos.  D224591  and  3883647 


ISORDir  TITRADOSr  ORAl  TABIETS 

(isosorbide  dinitrate)  

^Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences— National  Research  Council  and/or  other  information,  EDA 
has  classified  the  indication  as  follows:  . , J i 

"Possibly"  effective:  When  taken  by  the  oral  route,  Isordil  is  indicatea 
for  the  relief  of  angina  pectoris  (pain  of  coronary  artery  disease).  It  is 
not  intended  to  abort  the  acute  anginal  episode,  but  is  widely  regarded 
as  useful  in  the  prophylactic  treatment  of  angina  pectoris. 

Hnal  classification  of  the  less-than-effective  indications  requires  further 
investigation.  


Iverse  Reactions:  Cutaneous  vasodilation  with  flushing.  Headache  is 
mmon  and  may  be  severe  and  persistent.Transient  episodes  of  dizziness 
id  weakness  as  well  as  other  signs  of  cerebral  ischemia  associated  with 
istural  hypotension  may  occasionally  develop.  drug  pan  act  ss  a 
lysiological  antagonist  to  norepinephrine,  acetylcholine,  histamine,  and 
any  other  agents.  An  occasional  individual  exhibits  marked  sensitivity  to 
le  iiypotensive  effects  of  nitrite,  and  severe  responses  (nausea,  voruiting 
eakness,  restlessness,  pallor,  perspiration  and  collapse)  can  occur  even 
ith  the  usual  therapeutic  dose.  Alcohol  may  enhance  this  effect,  urug 
_i_  /Hormafific  mau  nrr;i<;ionallv  OCCUr. 


Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  information  and/ or  professional  samples? 


Contraindication:  Idiosyncrasy  to  this  drug. 

Warnings*.  Data  supporting  the  use  of  nitrites  during  the  early  days  of  the 
acute  phase  of  myocardial  infarction  (the  period  during  which  clinical  and 
laboratory  findings  are  unstable)  are  insufficient  to  establish  safety. 


Precautions:  Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrites 
and  nitrates  may  occur. 


IVES  LABORATORIES  INC. 

New  York,  New  York  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE® 
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EDS  will  administer 
Medicaid  in  Texas 

The  State  Board  of  Public  Welfare  has 
awarded  a $165.6  million  contract  to 
thefirm  of  Dallas  millionaire  H.  Ross 
Perot  to  manage  the  Title  19  Medi- 
caid program  for  Texas’  welfare  re- 
cipients beginning  next  year.  The 
agreement  is  forthe  administration 
of  the  Medicaid  program  forthe  eight 
months  beginning  next  Jan  1 for  an 
estimated  750,000  welfare  recipients 
in  Texas. 

Forclaims  incurred  Perot’s  Electronic 
Data  System  Federal  Corp  (EDS)  will 
underwrite  the  program  in  Texas  and 
will  process  and  pay  all  Medicaid 
claims.  EDS  got  the  contract  as  the 
low  bidder.  Group  Fiospital  Service 
Inc  (Blue  Cross-Blue  Shield  of  Texas) 
which  had  administered  the  state’s 
Medicaid  program  since  its  inception 
in  1967,  had  been  the  next  lowest  bid- 
der at  $167.3  million. 

Nation’s  death  rate  hits 
record  low  in  1975 

The  1975  death  rate  in  the  United 
States  was  the  lowest  in  the  nation’s 
history,  the  Census  Bureau  said. 

The  death  rate  fell  in  1975  to  8.9 
deaths  for  every  1,000  Americans. 
That  was  down  from  9.1  in  1974  and 
from  9.7  in  1968,  and  marked  the 
first  time  in  American  history  that  the 
rate  was  below  nine  per  thousand. 

The  report  also  said  that  1.91  million 
peopledied  in  the  U.S.  in  1975  — the 
lowest  total  since  1967,  when  1.86 
million  died.  One  factor  in  the 
decline  in  the  death  rate  was  the 
sharp  drop  in  highway  and  traffic 
deaths  — 45,675  in  1975  compared 
to  55,069  in  1973.  Heart  disease 
continues  to  be  the  leading  cause  of 
death,  but  such  fatalities  have 
dropped  4.5  percent  since  1973, 
according  to  the  National  Center  for 
Health  Statistics.  There  has  been 
an  8.7  percent  decline  in  deaths 
caused  by  cerebrovascular  disease, 
the  center  said. 


Of  the  15  leading  causes  of  death, 
only  three  have  increased  over  the 
past  two  years.  The  cancer  rate 
increased  4.2  percent,  suicides  by 
five  percent  and  murders  by  4.1 
percent. 


Wait  averages  20  minutes 
in  doctor’s  office 

The  average  wait  in  a doctor’s  office 
is  20  minutes.  This  was  the  finding 
of  the  Ninth  Periodic  Survey  of 
Physicians,  conducted  by  the 
AMA.  The  general  practitioner 
is  likely  to  keep  a patient  waitingthe 
longest  of  all  doctors,  an  average  of 
27  minutes.  The  internist  keeps  a 
patient  sitting  in  the  reception  room 
for  22  minutes,  the  surgeon  23  min- 
utes. Waiting  time  in  a psychiatry 
office  averages  51/2  minutes. 

To  get  an  appointment  for  a non- 
emergency health  problem  the  na- 
tional average  wait  for  a patient  is 
7.3  days.  General  practitioners 
average  4 days’  wait  for  an  appoint- 
ment. The  practices  of  the  obstetri- 
cians-gynecologists  require  17  days. 


Tax  increase  anticipated 
Jan  1,  1977 

A solvency  tax  increase  is  antici- 
pated to  be  imposed  upon  all  experi- 
enced tax  rated  Texas  employers 
effective  Jan.  1,  1977,  said 
Sam  Lane,  Commissioner  of  the 
Texas  Employment  Commission.  The 
solvency  tax  fund  increase  will  be 
in  addition  to  any  tax  increase  result- 
ing from  charges  to  employers’  ac- 
counts due  to  benefits  paid  to  their 
former  employees. 

Lane  currently  projects  the  resulting 
tax  increase  to  be  either  a 1/lOth  or 
2/lOths  of  one  percent  increase. 

For  further  information  contact  your 
tax  auditor  in  the  local  TEC  office  or 
contact  William  Best,  chief  of  tax, 
Texas  Employment  Commission, 
Austin,  Tex  78778. 
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Medicare  revises 
economic  index 

Medicare's  revised  economic  index  to 
regulate  increases  in  physicians' 
charges  in  the  program  has  been 
published  by  the  Department  of 
Health,  Education  and  Welfare. 
Forthe  12  months  beginning  July  1, 
1976,  the  index  is  1.276.  That  means 
27.6  percent  is  the  maximum  in- 
crease Medicare  will  allow  in  any  pre- 
vailing charge  for  physicians’  ser- 
vices duringthose  12  months  over 
the  corresponding  charge  for  the 
same  service  in  the  same  locality  in 
the  base  year  of  fiscal  1973. 

The  revised  economic  index  was 
published  by  HEW  in  the  Sept  8 
Federal  Register. 


House  of  Delegates  will  meet 
in  Austin,  Nov  6 and  7 

Physician’s  professional  liability  in- 
surance, full  fundingand  expansion 
of  Texas  primary  care  residencies, 
and  a $50  membership  dues  increase 
will  all  be  topics  facingtheTexas 
Medical  Association  House  of  Dele- 
gates Nov  6 and  7 in  Austin. 
Reference  committees  will  begin 
meetings  at  8:30  am  Saturday  at  the 
Austin  Hilton  Inn. 

The  House  of  Delegates  will  convene 
at  8 am  Sunday  in  the  Tiffany  Ball- 
room of  the  Hilton.  Presiding  will  be 
Speaker  of  the  House  T ravis  Smith, 
MD,  Abilene,  and  Vice-Speaker  of  the 
House,  Milton  V.  Smith,  MD,  Dallas. 


Baylor  graduates 
new  physician’s  assistants 

Twenty-four  trained  physician’s  as- 
sistants comprise  the  fourth  graduat- 
ing class  of  the  PA  program  at  the 
Baylor  College  of  Medicine  in  Hous- 


ton. Under  a doctor’s  supervision  they 
can  take  thorough  patient  histories, 
do  complete  physical  examinations, 
order  and  carry  out  laboratory  and 
diagnostic  procedures,  make  hospital 
rounds  and  teach  patients  how  to 
carry  out  whatever  regimens  their 
doctor  may  have  prescribed. 

After  students  have  completed  two 
years  of  college,  the  PA  program 
takes  two  years  to  complete.  The 
student  receives  clinical  training 
instruction  in  anatomy,  pharmacol- 
ogy, physiology,  radiology,  medical 
ethics,  patient  evaluation  and  an  in- 
troduction to  surgery.  Graduates  are 
certified  by  a division  of  the  National 
Board  of  Medical  Examiners.  There 
are  94  practicing  PAs  in  Texas. 
Sixty-five  percent  work  in  rural  areas. 


US  study  finds 
serious  drug  reactions  rare 

A research  study.  Registry  of  Tissue 
Reactions  to  Drugs,  by  Nelson  S.  Irey, 
MD,  from  the  Armed  Forces  Institute 
of  Pathology,  has  found  that  serious 
reactions  to  drugs  are  rare.  The 
study  classified  827  autopsied  cases 
of  adverse  drug  reactions  and  found 
that  only  25,  or  3 percent,  were  due 
to  therapeutic  errors  and  could  be 
considered  as  unjustifiable  and 
maybe  preventable. 

Dr  Irey  found  that  26.6  percent  of 
the  adverse  drug  reactions  in  his 
study  were  unexpected.  A failing  in 
previous  studies  that  had  shown  a 
high  proportion  of  serious  drug  re- 
actions is  reportedly  overcome  by  the 
Armed  Forces  Institute  of  Pathology 
in  the  Irey  study.  Severe  and  lethal 
adverse  drug  reactions  are  relatively 
rare  occurrences  in  any  one  geo- 
graphic area.  Dr  Irey  said.  His  study 
thus  collected  data  from  many  medi- 
cal facilities  located  in  37  states  over 
a period  of  ten  years  to  provide  a 
more  accurate  national  picture. 
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Study  shows  cancer  runs 
in  the  family 

Cancer  often  runs  in  the  family, 
shows  a study  by  HenryT.  Lynch, 

MD,  and  colleagues  of  Creighton 
University  School  of  Medicine, 
Omaha,  Neb.  An  intensive  study  of 
the  family  history  of  cancer  in  4,515 
patients,  screened  by  a multiphasic 
mobile  cancer  detection  unit  in 
Nebraska,  showed  that  cancer  had 
developed  in  8.9  percent  of  those 
who  had  one  other  person  in  the 
family  with  cancer.  Some  16.2  per- 
cent of  those  with  two  other  cases  in 
the  family  developed  cancer.  Of 
those  with  three  others  in  the  family 
with  cancer,  27.4  percent  themselves 
developed  cancer. 

Dr  Lynch  points  out  that  those  with 
cancer  in  the  family  could  be 
screened  periodically  to  determine 
if  theyarealso  ill.  More  than 
3,000,000  persons  in  the  United 
States  are  in  families  with  three  or 
more  close  relatives  with  cancer. 
More  than  13,000,000  live  in  fami- 
lies in  which  two  or  more  near  kin 
have  cancer.  Early  detection  would 
permit  early  start  of  treatment,  an 
important  factor  in  gaining  a cure. 

Dr  Lynch  said. 

Physicians  rank  highest 
in  ethics  poll 

Physicians  rank  highest  in  ethics, 
results  of  a Gallup  Poll  show.  Ask- 
ed, “How  would  you  rate  the  honesty 
and  ethical  standards  of  the  people  in 
these  different  fields?’’  55  percent  of 


those  interviewed  rated  physicians 
either  “very  high’’  or  “high.”  Engi- 
neers were  second  with  48  percent, 
college  teachers  third  with  44  per- 
cent, journalists  fourth  with  33  per- 
cent, and  lawyers  fifth  with  25  per- 
cent. Ethical  standards  of  senators 
and  business  executives  were  ranked 
“very  high”  or  “high”  by  19  percent 
of  those  interviewed.  Only  14  percent 
gave  congressmen  this  rating.  Labor 
union  leaders  and  advertising  execu- 
tives trailed  with  13  percent  and  1 1 
percent  ratings  respectively. 

Hospital  monitoring 
book  published 

The  second  edition  of  the  Quality  As- 
surance Monitor  Report  Book  has 
been  published  by  the  Commission 
on  Professional  and  Hospital  Activi- 
ties. The  book  supplies  a method  for 
monitoring  the  quality  of  care  given 
to  all  patients  in  a hospital  and  for 
determining  priorities  for  in-depth 
medical  care  evaluation  studies. 

The  book  lists  more  than  400  ele- 
ments of  care  related  to  quality  and 
design  including  justification  for 
admissions,  justification  fortherapy 
(including  surgery),  validation  of 
diagnosis,  outcomes,  critical  investi- 
gations and  critical  management.  For 
each  element  the  report  book  displays 
norms  of  performance  for  the  United 
States,  the  four  US  census  regions 
and  Canada,  based  on  data  from 
hospitals  participating  in  a 1974 
study.  For  more  information,  write 
the  Commission  on  Professional  and 
Hospital  Activities,  1968  Green 
Road,  Ann  Arbor,  Mich,  48105. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1976 

Through 

9/30/76 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

+ 14.1 

-330% 

- 6.2% 

1.4% 

Loomis-Sayles  Mutual  Fund 

+ 9.4 

-21.0% 

- 3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

+ 15.7 

-35.8% 

-16.5% 

3.5% 

Mercantile  Bank  Fixed  Income  Fund 

+ 6.2 

-13.5% 

- 8.6% 

7.6% 

T Rowe  Price  Growth  Stock  Fund 

+11.8 

-34.1% 

- 1.9% 

2.0% 

T Rowe  Price  New  Income  Fund 

+ 4.0 

N/A 

N/A 

7.8% 

Stein  Roe  & Farnham  Balanced  Fund 

+ 10.1 

-24.9% 

+ 4.1% 

3.0% 

Standard  & Poor  500  Stock  Average 

+16.7 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

+16.2 

-16.4% 

+ 1.6% 

’Includes  reinvested  capital  gains  distributions. 
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CAPITAL  COMMENTS 


WASHINGTON:  MEDICAL  SCHOOL  REPORT.  There  is  no  debate  that  a physician 
shortage  exists,  and  distribution  is  definitely  a problem,  reports  the  California 
based  Carnegie  Council  on  Policy  Studies  in  Higher  Education.  Of  13  new  medi- 
cal schools  planned  in  the  United  States,  the  report  states  that  eight  are  not 
needed.  As  alternatives,  the  report  suggests  expansion  of  existing  schools  and 
greater  utilization  of  area  health  education  centers  where  community  hospitals 
serve  as  decentralized  facilities  for  initial  primary  care  physician  training. 

The  report  calls  for  continuing  physician  education  and  recommends  termina- 
tion of  preferential  immigration  status  for  foreign  medical  school  graduates. 

WASHINGTON:  MEDICARE-MEDICAID  ANTI-FRAUD  BILL  WAS  A CASUALTY. 

The  Medicare-Medicaid  anti-fraud  bill  was  a casualty  of  the  congressional 
rush  to  adjourn  in  September.  The  bill,  introduced  by  Sen  Herman  Talmadge 
(D-Ga)  and  passed  by  the  Senate,  was  aimed  especially  at  abuses  involving 
so-called  “Medicaid  mills.”  The  measure  would  also  have  given  professional 
standards  review  organizations  new  and  controversial  authority  involving  such 
operations.  There  was  strong  sentiment  for  the  bill  in  Congress,  as  well  as  ad- 
ministration endorsement.  The  AMA  supported  the  legislation  “in  principle” 
but  suggested  numerous  changes  in  the  language.  The  bill  foundered  in  the 
House  because  of  the  press  of  other  business.  Instead,  Congress  approved  a 
token  bill  establishing  within  HEW  a new  Office  of  Inspector  General  to  oversee 
program  abuses.  The  Office  of  Inspector  General  created  by  the  amendment 
would  include  a special  Medicare-Medicaid  investigation  unit.  This  legislation 
was  attached  to  another  bill  and  passed  just  before  adjournment. 

WASHINGTON:  AMA  URGES  JAIL  TERMS  IN  MEDICAID  FRAUD  CASES.  The  AMA 
Executive  Vice  President,  James  Sammons,  MD,  has  urged  corrective  actions, 
in  response  to  allegations  of  widespread  fraud  and  abuse  of  the  Medicaid  pro- 
grams discussed  in  hearings  of  the  Senate  Special  Committee  on  Aging.  The 
committee  was  headed  by  Sen  Frank  Moss,  (D-Utah).  “The  time  has  come  to 
crack  down  and  crack  down  hard  on  Medicaid  fraud  and  abuse.  Responsibility 
forthe  sorry  state  of  Medicaid  is  broadly  shared  among  the  administrators  of 
the  programs,  members  of  the  public,  Medicaid  mill  operators,  chiropractors, 
podiatrists,  dentists,  pharmacists,  optometrists,  technicians,  laboratory  owners, 
and,  I am  ashamed  to  say,  some  members  of  the  medical  profession,”  Dr  Sam- 
mons said.  He  pledged  to  take  all  corrective  actions  appropriate  for  a profes- 
sional organization  to  take. 


Editor’s  note: 
“Capital  Com- 
ments” is  pre- 
pared by  Brown, 
Maroney,  Rose, 
Baker  & Barber, 
Attorneys  at  Law, 
TMA  General  Coun- 
sel, to  highlight 
current  items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 


AUSTIN:  STATE  RURAL  MEDICAL  EDUCATION  BOARD.  Sam  A.  Nixon,  MD, 
Floresville,  and  Lawrence  Harmel,  Seymour,  have  been  reappointed  to  six-year 
terms  on  the  State  Rural  Medical  Education  Board  by  Gov  Dolph  Briscoe. 

WASHINGTON:  HEALTH  PLANNING.  Health  Planning,  (HR15504),  a bill  to  re- 
peal the  National  Health  Planning  and  Resources  Development  Act  of  1974  (PL 
93-641)  has  been  introduced  by  Rep  Olin  Teague,  (D-Tex). 
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AUSTIN:  ATTORNEY  GENERAL’S  OPINION.  Texas  Attorney  GeneralJohn  Hill  in 
an  opinion  to  the  Texas  Department  of  Mental  Health  and  Mental  Retardation 
(Opinion  No.  H-874)  has  ruled  that  it  is  not  within  the  present  authority  of  the 
Texas  Board  of  Mental  Health  and  Mental  Retardation  to  adopt  and  implement 
a policy  that  MHMR  physicians  be  authorized  to  practice  privately  at  MHMR 
facilities. 

WASHINGTON:  HEW  APPOINTS  PHARMACEUTICAL  REIMBURSEMENT  AD- 
VISORY COMMITTEE.  A pharmaceutical  reimbursement  advisory  committee  has 
been  appointed  for  the  HEW  program  for  maximum  allowable  cost  (MAC)  for  re- 
imbursement for  prescription  drugs.  The  committee  will  administer  the  MAC 
program  and  establish  limits  of  cost  reimbursementfor  drugs.  The  committee, 
chaired  by  James  T.  Doluisio,  Dean  of  the  Pharmacy  School  at  the  University  of 
Texas  at  Austin,  includes  15  governmental  members  representing  the  fields  of 
medicine,  pharmacy,  pharmaceutical  marketing,  pharmacology,  public  health, 
and  consumer  affairs. 

AUSTIN:  HEALTH  RESOURCES  APPOINTMENT.  Donald  A.  Horn,  Houston,  has 
been  appointed  to  the  Board  of  the  Texas  Department  of  Health  Resources. 

Horn  fills  the  unexpired  six-year  term  of  RaulJiminez,  San  Antonio,  who  resign- 
ed from  the  board.  The  term  expires  Feb  1, 1979. 

WASHINGTON:  REPORT  OF  THE  NATIONAL  CENTER  FOR  HEALTH  STATISTICS. 
Americans  made  an  estimated  263,390,000  visits  to  the  offices  of  general  and 
family  physicians  during  1974,  an  average  of  1.3  visits  per  person  peryear,  ac- 
cording to  the  National  Center  for  Health  Statistics.  Of  the  estimated  634,073,- 
000  visits  by  Americans  to  all  physicians  during  1974,  two  out  of  every  five 
visits  were  to  general  or  family  physicians.  An  estimated  77.8  percent  of  all 
Americans  under  age  65  had  hospital  insurance  in  1974,  while  76.3  percent 
had  surgical  insurance  coverage,  the  report  stated. 

CALIFORNIA:  RIGHT  TO  DIE  BILL  APPROVED.  The  California  legislature  has  ap- 
proved the  nation’s  first  right  to  die  bill  for  terminally  ill  patients.  The  bill  allows 
adult,  terminally  ill  patients  to  order  their  physicians  in  a signed  living  will,  to 
disconnect  life-sustaining  equipment  if  the  procedure  serves  no  purpose  except 
to  prolong  artificially  death.  California  Gov  Jerry  Brown  has  signed  the  bill. 

The  bill  requires  the  living  will  to  be  signed  in  the  presence  of  two  witnesses, 
and  neither  witness  can  be  a relative  of  the  patient  or  physician.  The  attending 
physician  cannot  be  held  liable  for  death,  and  insurance  companies  cannot 
classify  the  death  as  suicide  for  the  purpose  of  denying  life  insurance  payments. 

HAWAII:  MANDATORY  MALPRACTICE  INSURANCE.  A new  mandatory  malprac- 
tice insurance  law  became  effective  Sept  1 in  Hawaii.  The  law  requires  physi- 
cians to  carry  at  least  $100,000  malpractice  insurance  and  requires  insurance 
prior  to  licensing.  Tom  Thorson,  executive  director  of  the  Hawaii  Medical  Asso- 
ciation, said  the  association  will  contest  the  law’s  constitutionality.  The  new 
law  also  requires  physicians  to  pay  a 30  percent  surcharge  on  insurance  pre- 
miums into  a state  administered  state  compensation  fund  to  pay  settlements 
that  are  more  than  $100,000. 
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THE  AMERICAN  SOCIETY  FOR  DERMATOLOGIC 
SURGERY  AND 

THE  AMERICAN  ACADEMY  OF  FACIAL  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY,  INC. 

ANNOUNCE 
THE  FOURTH  ANNUAL 

Hair  Transplant 

Spposjum  and  Workshop 

Multi-discipline  International  Faculty 
including:  dermatologists,  otolaryngologists, 
regional  and  general  plastic  surgeons. 

Attendance  Limited 

February  11th  and  12th,  1977 

FEE  $520.00 

The  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.A. 

Doctors  Park 

Hot  Springs,  Arkansas  71901 
For  further  information,  contact: 

Program  Director,  D.  B.  Stough,  III,  M.D. 
at  above  address. 


Has  this  face  become  more  familiar 
to  you  than  your  golf  partner’s? 


You  may  own  a large  piece  of  property  as  an  investment. 

But  time  and  experience  prevent  you  from  looking  after  that 
investment  properly.  For  16  years,  Chaparrosa  Agri-Service  has 
profitably  run  a 70,000  acre  Texas  ranch.  And  Chaparrosa 
Agri-Service  is  noted  for  management  in  international  ranching 
operations. 

Complete  management  Experience.  Expertise.  For  a fee, 
Chaparrosa  Agri-Service  can  ensure  your  investment  is  well 
protected.  For  a brochure  describing  our  complete 
Agri-Service  program,  phone  or  write: 

Dudley  T.  Campbell,  President 

2000  NBC  Building,  San  Antonio,  Texas  78291  (512)  227-5101 


2000M 


3l  Chaparrosa 
_l  Agri-Service 


Just  send  the 
coupon  below 


Do  you  have 
patients  with 
Paget’s  Disease 


You  can  get 
updated  Information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Armour  Pharmaceutical  □ 
Company 

Greyhound  Tower  □ 

1 1 1 West  Clarendon  Avenue 
Phoenix,  Arizona  85077 


Send  latest  information 
on  Paget's  Disease  of  Bone. 
Have  your  representative 
call  on  me. 


Dr. 


Address 


City 


State 


Zip 
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CONTINUING  EDUCATION  COURSES 


NOVEMBER 

Cardiovascular  Disease 

Title:  Update  on  Cardiac  Pacemakers 
Sponsors:  Department  of  Internal  Med- 
icine, UT  Health  Science  Center  at 
Dallas,  Southwestern  Medical  School; 

A Webb  Roberts  Center  for  Continuing 
Education,  Dallas 

Location  of  Course:  Sheraton-Dallas 
Hotel 

Dates:  Nov  6-7,  1976 
Credit:  12  hours,  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Office  of  Continuing  Education, 
UT  Health  Science  Center  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas  75235 


Title:  Anesthesia  and  Surgery  of 
Ischemic  Heart  Disease 
Sponsor:  Baylor  College  of  Medicine 
Location  of  Course:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  Nov  18-19,  1976 
Fee:  $150  (approximate) 

Contact:  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 


Emergency  Care 

Title:  1976  Texas  Emergency  Medicine 
Symposium 

Sponsors:  Texas  Chapter,  American 
College  of  Emergency  Physicians; 
Emergency  Department  Nurses  Associ- 
ation 

Location  of  Course:  Sheraton  Dallas 
Dates:  Nov  7-10,  1976 
Contact:  Leonard  Riggs,  Jr,  MD,  3500 
Gaston,  Suite  503,  Dallas  75246 


Endocrinology 

Title:  Diabetes  Mellitus:  Problem  Areas 
Sponsor:  UT  Health  Science  Center  at 
Houston 


Location  of  Course:  Texas  Medical  Cen- 
ter, Houston 
Dates:  Nov  19-20,  1976 
Contact:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion, Box  20367,  Houston  77025 


Hematology 

Title:  Clinical  Hematology 

Sponsor:  UT  Health  Science  Center  at 

San  Antonio 

Dates:  Nov  20-21,  1976 

Duration:  Continuous,  2 days,  5 hours 

instruction  per  day,  10  total  course 

hours 

Fee:  $75 

Designed  For:  General  practitioners; 
Specialists 

Enrollment:  Minimum,  25;  Maximum, 

50 

Credit:  10  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Contact:  Timothy  Caris,  MD,  Assoc  Dean 
for  Continuing  Medical  Education,  UT 
Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio  78284 


Malignant  Disease 

Title:  21st  Annual  Clinical  Conference: 
Current  Concepts  in  the  Management 
of  Primary  Bone  and  Soft  Tissue 
Tumors 

Sponsors:  UT  System  Cancer  Center, 
MD  Anderson  Hospital  and  Tumor  In- 
stitute, Houston:  UT  Health  Science 
Center  at  Houston,  Division  of  Con- 
tinuing Education;  American  Cancer 
Society,  Texas  Division 
Location  of  (bourse:  Shamrock  Hilton 
Hotel,  Houston 
Dates:  Nov  11-12,  1976 
Duration:  Continuous,  2 days,  6 hours 
instruction  per  day,  13  total  course 
hours 
Fee:  None 

Designed  For:  General  practitioners: 
Specialists 


Credit:  12  hours,  AAFP;  Category  I, 

AMA  Physician’s  Recognition  Award 
Teaching  Methods:  Audiovisual  ma- 
terials, clinical  conference,  lecture, 
open  question,  panel 
Contact:  George  R Blumenschein,  MD, 
Assistant  Director/ Education,  UT  Sys- 
tem Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston  77025 

Title:  Day  in  Pathology  on  Bone  and 
Soft  Tissue  Tumors;  Bone  and  Soft 
Tissue  Seminar;  Clinical  and  Pathologi- 
cal Correlation 

Sponsors:  Department  of  Pathology,  UT 

System  Cancer  Center,  MD  Anderson 

Hospital  and  Tumor  Institute;  Texas 

Society  of  Pathologists 

Location  of  Course:  Shamrock  Hilton 

Hotel,  Houston 

Date:  Nov  13,  1976 

Duration:  Continuous,  V2  day.  4 hours 

instruction 

Fee:  None 

Designed  For:  General  practitioners; 
Specialists  in  Pathology,  Orthopedics, 
Surgery,  Radiology,  Radiotherapy 
Credit:  4 hours 

Teaching  Methods:  Audiovisual  ma- 
terials, open  question,  panel,  seminar 
Contact:  George  R Blumenschein,  MD, 
Assistant  Director/ Education,  UT  Sys- 
tem Cancer  Center,  MD  Anderson 
Hospital  and  Tumor  Institute,  6723 
Bertner,  Houston  77025 

Ophthalmology 

Title:  Symposium  on  Ophthalmology 
for  the  Non-Ophthalmologist 
Sponsors:  UT  Medical  School  at  Hous- 
ton, Program  in  Ophthalmology;  Texas 
Society  for  the  Prevention  of  Blindness 
Location  of  Course:  Hermann  Hospital 
Auditorium,  Houston 
Date:  Nov  6,  1976 
Duration:  V2  day,  3 hours  instruction 
Fee:  $15 

Designed  For:  General  practitioners 
Credit:  AAFP 
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Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Richard  S Ruiz,  MD,  Director, 
Program  in  Ophthalmology,  UT  Medical 
School  at  Houston,  1121  Hermann  Pro- 
fessional Bldg,  Houston  77030 

Title:  Pediatric  Ophthalmology  for  Non- 
Ophthalmologists 

Sponsor:  Baylor  College  of  Medicine 
Location  of  Course:  Texas  Children’s 
Hospital  Auditorium,  Houston 
Date:  Nov  13,  1976 
Fee:  $50 
Credit:  6 hours 

Contact:  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 


Radiology  & Radioisotopes 

Cancelled:  Seminar  with  Specialists  in 
Radiology,  UT  Health  Science  Center 
at  San  Antonio,  Nov  10-12,  1976 


Other 

Title:  Workshop  on  Hearing  Aid 
Evaluation 

Sponsor:  Baylor  College  of  Medicine 
Location  of  Course:  Marriott  Hotel, 
Houston 

Dates:  Nov  23-24,  1976 
Fee:  $250 

Contact:  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 


Title:  Child  Abuse  and  Protective  Ser- 
vices Institute  Series 
Sponsors:  State  Bar  of  Texas,  State 
Department  of  Public  Welfare 
Locations  and  Dates  of  Course:  Odessa 
(Nov  4),  El  Paso  (Nov  5),  Dallas 
(Nov  18),  Harlingen  (Nov  18),  Fort 
Worth  (Nov  19),  San  Antonio  (Nov  19) 


Fee:  Pre-registration,  $30;  Door  regis- 
tration, $35 

Designed  For:  Department  of  Public 
Welfare  staff  workers;  Juvenile,  district, 
domestic  relations  and  other  judges; 
County  and  district  attorneys;  Legal  aid 
attorneys;  School,  hospital  and  police 
personnel 

Contact:  State  Bar  of  Texas,  Child 
Abuse  Institute,  Box  12487,  Capitol 
Station,  Austin  78711 


DECEMBER 


Cardiovascular  Disease 

Title:  22nd  Annual  Cardiology  Program: 
Selected  Topics  in  Cardiology 
Sponsor:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion 

Location  of  Course:  St  Joseph  Hospital 
Auditorium,  Houston 
Dates:  Dec  7-9,  1976 
Duration:  Continuous,  2V2  days,  18 
total  course  hours 
Designed  For:  General  practitioners; 
Specialists;  Elementary  and  advanced 
students  of  cardiology 
Credit:  18  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture 

Contact:  Office  of  the  Director,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Neurology 

Title:  Current  Therapy  of  Common 
Neurological  Disorders 
Sponsors:  Department  of  Neurology, 


UT  Health  Science  Center  at  Dallas, 
Southwestern  Medical  School;  A Webb 
Roberts  Center  for  Continuing  Educa- 
tion, Dallas 

Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Dates:  Dec  10-11,  1976 
Credit:  12  hours,  AAFP  Prescribed; 
Category  1,  AMA  Physician’s  Recogni- 
tion Award 

Contact:  Office  of  Continuing  Educa- 
tion, UT  Health  Science  Center  at  Dal- 
las, 5323  Harry  Hines  Blvd,  Dallas 
75235 


Ophthalmology 

Title:  Hermann  Hospital  Ophthalmology 
Annual  Alumni  Meeting 
Sponsors:  UT  Medical  School  at  Hous- 
ton, Department  of  Ophthalmology; 
Hermann  Hospital,  Houston 
Location  of  Course:  Holiday  Inn,  Medical 
Center,  Houston 
Date:  Dec  11,  1976 
Duration:  1 day,  8 hours  instruction 
Fee:  $50 

Designed  For:  Specialists  in  Ophthal- 
mology 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Richard  S Ruiz,  MD,  Chairman, 
Department  of  Ophthalmology,  UT  Med- 
ical School  at  Houston,  1121  Hermann 
Professional  Bldg,  Houston  77025 


Psychiatry 

Title:  Phenomenology  and  Treatment  of 
Schizophrenia 

Sponsor:  Department  of  Psychiatry, 
Baylor  College  of  Medicine,  Houston 
Dates:  Dec  9-10,  1976 
Duration:  Continuous,  2 days 
Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston  77030 
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SURETY  CORPORATION  OF  AMERICA 

Houston,  Texas 

Professional  liability  insurance  is  now  available  to  qualifying  Texas  physicians  and  surgeons  on  a 
limited  basis.  To  determine  your  eligibility,  contact  the  Medical  Insurance  Division  for  name  of 

insurance  agent  nearest  you. 


(713)  526<4863 


When  a period  of  intensive  residential  treatment 
is  indicated:  THE  BROWN  SCHOOLS 


A community  within  a community  to  provide  individualized  treatment  within  a residential 
milieu. 

A program  designed  for:  psychiatric  illness,  behavior  problems  in  neurological  patients, 
and  rehabilitation  of  the  mentally  retarded. 

Three  separate  treatment  centers  plus  a transitional  treatment  center  provide  individually 
prescribed  programs  of  care,  education,  treatment  and  training  for 
children,  adolescents  and  adults.  The  centers  are  geographically 
separated  to  provide  the  proper  residential  group,  yet  near  enough 
to  benefit  from  the  combined  training  and  experience  of  a wide 
range  of  staff  members. 

For  information,  write:  The  Director  of  Admissions,  Department 
K-l , THE  BROWN  SCHOOLS,  P.O.  Box  4008,  Austin,  Texas 
78765.  Toll  Call:  (512)  478-6662/Out  of  State  Free:  (800)531-5305/ 

From  Texas  Free:  (800)  292-5404 

A ll  our  programs  are  accredited  by  the  appropriate  Councils 
of  the  Joint  Commission  on  Accreditation  of  Hospitals. 


I; 

THEJ^ 
BROWN 
SCHOOLS 


Have  you  completed  and  returned 

your  1976  TMA  Professional  Liability 

Insurance  Survey? 
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1973  Mead  Johnson  & Company ‘Evansville,  Indiana  47721  U.S.A  r 


dro^  of  water 


help  make 

COLACEthe 

most  widely  used 
stool  softener. 


H HjB  ® COLACE  works  by  stool-softening  action  alone,  free  from  laxative 

I - ■ ■ I ■■  I * L stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
■ ■ III  ■”  COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

dioctyl  sodium  sulfosuccinate  COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 

chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  of 
long-term  therapy.  COLACE-the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


aI 

n 

1 

® WALLACE  LABORATORIES 

Division  ol  Carter-Wollace,  Inc. 
Cronburv,  New  Jersey  08512 


The  promise  of  Soma 
in  the  “low-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies''^  of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  objective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders... and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicoted  as  an  adjuncl  to  rest,  physicol  theropy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  as 
meprobomate,  mebutomate,  tybomote. 

Womings:  Idiosyncralic  Reactions  Rarely,  extreme  weakness,  tronsient  quadriplegic,  dizziness,  ataxia,  temporory  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  contusion  and  disorientation  have  appeared  within  minutes  or  hours  of  the  first  dose. 

These  usually  subside  in  several  hours  but  supportive  and  symptomatic  therapy,  including  hospitalization,  may  be  necessary. 

Pregnancy  and  Lactation.  Safe  use  not  established;  weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  twelve:  Not  recommended. 

Potentially  Hazardous  Tasks.  Driving  a motor  vehicle  or  operating  machinery. 

Additive  Effects  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System  Drowsiness,  dizziness,  vertigo,  otaxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic-  In  previously  unexposed  potients,  these  ore  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fxed  drug  eruption  with  cross  reaction  to  meprobomate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e.g.,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular:  Tachycordia,  postural  hypotension,  facial  Bushing. 

Gastrointestinal:  Nausea,  vomiting,  hiccup,  epigastric  distress. 

Hematologic:  Leukopenia  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respirotory  depression,  and,  very  rarely,  deoth.  The  effects  of  an  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  depressants  or  psychotropic  ogents  can  be  odditive  even  when  one  of  the  drugs  has  been 
taken  in  the  usual  recommended  dosage.  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory  assistance,  CNS 
stimulants,  pressor  agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinory  output,  avoid  overhydration;  observe  for  possible 
relapse  due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR  informatian. 

1.  Hindle,  T.H.  IIL  Calif.  Med.  117:7  (Aug.)  1972.  2,3.  Unpublished  Data  on  fie.  Medical  Department,  Wallace  Laboratories,  Cranbury,  N.J 
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COMING 

MEETINGS 


TEXAS  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES 

The  fall  session  of  the  Texas  Medical  Association  House  of 
Delegates  will  take  place  Saturday,  Nov  6,  and  Sunday,  Nov 
7,  1976.  The  opening  session  has  been  scheduled  for  8 am  Sat- 
urday in  the  Austin  Hilton  Hotel,  followed  by  reference  com- 
mittee hearings  at  9 am.  The  House  of  Delegates  will  act  on 
reference  committee  reports  at  the  second  session  starting  at 
8 am  Sunday.  Any  TMA  member  may  attend  reference  com- 
mittee hearings  to  speak  to  issues  of  concern  to  him  or  her. 

Contact:  C Lincoln  Williston,  Exec  Dir,  1801  N Lamar  Blvd, 
Austin  78701. 

TEXAS  DISTRICT  BRANCH,  AMERICAN  PSYCHIATRIC 
ASSOCIATION 

Perry  Ottenberg,  MD,  associate  clinical  professor.  Department 
of  Psychiatry,  the  University  of  Pennsylvania,  and  Shervert 
H Frazier,  Jr,  MD,  psychiatrist-in-chief,  McClane  Hospital, 
Belmont,  Mass,  will  speak  to  the  members  of  the  Texas  Dis- 
trict Branch  of  the  American  Psychiatric  Association  during 
their  annual  meeting  Nov  12-14,  1976,  at  the  Camino  Real 
Hotel,  Juarez,  Mexico.  Other  speakers  on  the  program  are 
Kenneth  D Gaver,  MD,  Austin;  Ismet  Karacan,  MD,  Houston; 
and  Larry  R Kimsey,  MD,  Dallas. 

Contact:  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin  78701 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ASSOCIATION  OF  GYNE- 
COLOGICAL LAPAROSCOPISTS,  Clin- 
ical  Symposium  on  Gynecologic  Endoscopy, 
Hyatt  Regency  Atlanta,  Nov  17-21,  1976. 
Scientific  program  to  include  papers  by 
physicians,  gynecologists,  engineers,  other 
scientists  and  administrators  concerned 
with  increasing  efficiency  and  effective- 
ness of  medical  care  and  research.  Re- 
search employing  gynecologic  endoscopic 
techniques  and  improving  medical  care 
through  developing  these  systems  are  pri- 
mary objectives  of  clinical  symposium. 
Presentation  of  prize  for  best  resident 
paper  in  gynecologic  endoscopy.  Contact: 
11239  S Lakewood  Blvd,  Downey,  Calif 
90241. 

ASSOCIATION  OF  AMERICAN  MEDI- 
CAL COLLEGES,  Annual  Meeting,  San 
Francisco  Hilton  Hotel,  Nov  11-16,  1976. 
Theme:  The  Next  Hundred  Years.  Pro- 
grams for  Council  of  Deans,  Organization 
of  Student  Representatives,  Council  of 
Teaching  Hospitals,  Council  of  Academic 
Societies,  Group  on  Medical  Education,  oth- 
ers. Program  topics  include  developments  in 
medical  education;  educational  stress:  the 
role  of  me<lical  education  in  reducing  medi- 
cal costs  and  the  demand  for  medical  ser- 
vices; women  in  meflicine;  contributions 
and  benefits  of  minorities  in  medical  educa- 
tion; mandatory  continuing  medical  educa- 
tion. Contact:  One  Dupont  Circle,  NW, 
Washington,  DC  20036. 


UT,  M.D.  ANDERSON  HOSPITAL  AND  TUMOR  INSTITUTE 

“Current  Concepts  in  the  Management  of  Primary  Bone  and 
Soft  Tissue  Tumors”  will  be  the  subject  of  the  21st  Annual 
Clinical  Conference  at  the  Shamrock  Hilton  Hotel,  Nov  11-12, 
1976,  in  Houston.  The  conference  is  sponsored  by  The  Univer- 
sity of  Texas,  M.D.  Anderson  Hospital  and  Tumor  Institute. 
Topics  for  discussion  include  etiology,  diagnosis  and  pathology 
of  bone  tumors  (osteogenic,  Ewing,  chondrosarcoma  and  giant 
cell).  Discussion  of  soft  tissue  sarcoma  will  include  Rhabdomy- 
osarcoma. 

Contact:  Stephen  C Stuyck  or  Margaret  Davis,  MD,  M.D. 
Anderson  Hospital  and  Tumor  Institute,  Houston  77030 


SOUTHERN  MEDICAL  ASSOCIATION, 
70th  Annual  Scientific  Assembly,  The 
Rivergate,  New  Orleans,  Nov  7-10,  1976. 
Theme:  Improving  the  Quality  of  Medical 
Care.  Nineteen  postgraduate  courses  deal 
with  ENT  emergency  care  for  the  non- 
otolaryngologist,  morphology  of  peripheral 
blood  smears  and  bone  marrow  sections, 
gynecologic  oncology  for  the  practicing 
physician,  serious  infections  in  obstetrics 
and  gynecology,  ischemic  heart  disease. 
Paul  M Stevens,  MD,  Houston,  is  pro- 
gram director  for  postgraduate  course  on 
respiratory  therapy.  All  courses  acceptable 
for  Category  I credit  toward  AMA  Physi- 
cian’s Recognition  Award.  Contact:  2601 
Highland  Ave,  Birmingham,  Ala  35205. 

For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  32-33. 
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Calendar  of  Listings 

■ Denotes  Texas  Meetings 


NOVEMBER 


AMERICAN  ACADEMY  OF  MAXILLOFACIAL  PROS- 
THETICS, San  Diego,  Calif,  Nov  8-10,  1976.  110  S Jerge 
Dr,  Elma,  NY  14069. 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Newton,  Mass,  Nov  8-12,  1976,  430  N Michigan 
Ave,  Chicago  60611. 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  San  Diego,  Calif,  Nov  7-12, 
1976.  30  N Michigan  Ave.  Ste  922,  Chicago  60602. 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMU- 
NOLOGY AND  ALLERGY,  Tucson,  Ariz,  Nov  28-Dec  2. 
1976.  Box  912,  Omaha  68101. 

AMERICAN  ASSOCIATION  OF  GYNECOLOGICAL 
LAPAROSCOPISTS,  Atlanta.  Nov  17-21,  1976.  11239  S 
Lakewood  Blvd,  Downey,  Calif  90241. 

AMERICAN  ASSOCTATION  FOR  RESPIRATORY  THER- 
APY, Miami  Beach.  Fla,  Nov  5-10,  1976.  Robert  R Weila- 
cher.  Exec  Dir,  7411  Hines  Place,  Dallas  76236, 

AMERICAN  BOARD  OF  PATHOLOGY.  Chicago,  Nov 

18- 20,  1976.  1820  Ehtchange  Natl  Bank  Bldg,  610  N Flori- 
da Ave,  Tampa,  Fla  33602. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, San  Diego,  Calif,  Nov  7-12,  1976.  30  N Michigan 
Ave,  Ste  922,  Chicago  60602. 

AMERICAN  HEART  ASSOCIATION,  Miami  Beach,  Fla, 
Nov  16-19,  1976.  44  E 23rd  St.  New  York  10010. 

■ AMERICAN  SOCIETY  OF  CYTOLOGY,  Houston,  Nov 
3-6,  1976.  Warren  R Lang,  MD,  Sec-Treas,  Health  Sci- 
ences Center,  130  S Ninth  St.  Suite  1006,  Philadelphia 
19107. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
San  Francisco,  Nov  11-16,  1976,  One  Dupont  Circle, 
NW,  Washington,  DC  20036. 

FLORIDA  CHAPTER,  AMERICAN  COLLEGE  OF 
EMERGENCY  PHYSICIANS,  Orlando,  Fla,  Nov  21-24, 
1976.  Registrar,  Pediatric  Emergencies,  1919  Beechway 
Rd,  Suite  5C,  Jacksonville,  Fla  32207. 

■ MD  ANDERSON  HOSPITAL  AND  TIFMOR  INSTI- 
TUTE. Houston,  Nov  11-12,  1976.  Stephen  C Stuyck  or 
Margaret  Davis,  MD,  MD  Anderson  Hospital  and  Tumor 
Institute,  Houston  77030. 

MEDICAL  ASSOCIATION  OF  GEORGIA,  Atlanta,  Nov 

19- 20,  1976.  938  Peachtree  St,  NE,  Atlanta  30309. 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK. 
New  York,  Nov  7-11,  1976.  420  Lakeville  Rd,  Lake  Suc- 
cess, NY  11040. 

MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND 
MEXICO.  Guadalajara,  Mexico,  November,  1976.  c/o 
Virginia  Bryant,  333  W Thomas  Rd,  Phoenix,  Ariz  86013. 

MEDICAL  SOCIETY  OF  VIRGINIA,  Williamsburg,  Va, 
Nov  4-7,  1976.  4206  Dover  Rd,  Richmond,  Va  23221. 

MID-AMERICAN  BREAST  CANCER  SYMPOSIUM. 
Madison,  Wis,  Nov  6-6,  1976.  William  B Hobbins,  Pres, 
Wisconsin  Breast  Cancer  Detection  Foundation,  Inc. 
7803  Mineral  Point  Rd,  Madison,  Wis  63717. 


NATIONAL  ASSOCIATION  FOR  MENTAL  HEALTH. 
Philadelphia,  Nov  16-19,  1976.  1800  N Kent  St,  Arlington, 
Va  22209. 

NATIONAL  EYE  RESEIARCH  FOUNDATION,  Las 
Vegas,  Nev,  Nov  7-11,  1976.  18  S Michigan  Ave,  Chicago 
60603. 

NATIONAL  KIDNEY  FOUNDATION.  Washington,  DC, 
Nov  17-21,  1976.  116  E 27th  St.  New  York  10016. 

NEW  YORK  STATE  SOCIETY  OF  DERMATOLOGY, 

New  York,  Nov  8,  1976.  420  Lexington  Ave,  Ste  443, 
New  York  10017. 

NEW  YORK  STATE  SOCIETY  OF  INTERNAL  MEDI- 
CINE, New  York,  Nov  10,  1976.  420  Lexington  Ave,  Ste 
443,  New  York  10017. 

OKLAHOMA  HOSPITALS  BREAST  CANCER  CON- 
TROL NETWORK,  Oklahoma  City,  Nov  10-11,  1976. 
825  Northeast  13th  St,  Oklahoma  City  73104. 

PAN  AMERICAN  ASSOCIATION  OF  OTO-RHINO- 
LARYNGOLOGY  AND  BRONCHOESOPHAGOLOGY, 
New  Orleans,  Nov  7-11,  1976.  10921  Wilshire  Blvd,  Los 
Angeles  90024. 

PENNSYLVANIA  MEDICAL  SOCIETY,  Hershey,  Pa, 
Nov  3-6,  1976.  20  Erford  Rd,  Lemoyne,  Pa  17043. 

PUERTO  RICO  MEDICAL  ASSOCIATION.  Santurce, 
PR,  Nov  16-20,  1976.  1306  Fernandez  Juncos  Ave,  Box 
9387,  Santurce,  PR  00908. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA.  Chi- 
cago, Nov  28-Dec  3,  1976.  1 MONY  Plaza,  16th  Floor, 
Syracuse.  NY  13202. 

SOUTHERN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov  8-11,  1976.  2601  Highland  Ave,  Birmingham,  Ala 
36206. 

■ TEXAS  CHAPTER.  FLYING  PHYSICIANS  ASSO- 
CIATION, Del  Rio,  Nov  12-14,  1976.  .loseph  E Darsey. 
MD.  Sec-Treas,  160  W Parker  Rd,  Suite  307,  Houston 
77022. 

■ TEXAS  DISTRICT  BRANCH,  AMERICAN  PSYCHIA- 
TRIC ASSOCIATION,  El  Paso/Juarez,  Nov  12-14,  1976. 
Iris  Wenzel,  1801  N Lamar,  Austin  78701. 

■ TEXAS  MEDIC.YL  ASSOCIATION,  House  of  Dele- 
gates, Austin,  Nov  6-7,  1976.  C Lincoln  Williston,  Exec 
Dir,  1801  N Lamar  Blvd,  Austin  78701. 


DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY.  Chicago, 
Dec  4-9,  1976.  820  Davis  St,  Evanston,  HI  60201. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  At- 
lanta, Dec  6-8,  1976.  Charlotte  Bruskin,  Exec  Sec,  40 
Gramercy  Park  North,  New  York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Philadelphia, 
Dec  4-8,  1976.  635  N Dearborn  St,  Chicago  60610. 
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AMERICAN  SOCIETY  OF  HEMATOLOGY.  Boston,  Dec 
3-6,  1&76.  Thomas  Bradley,  MD,  Sec,  Veterans  Admin- 
istration Hospital,  4160  Clement  St,  San  Francisco 
94121. 

■ THE  CHILDREN’S  HEART  PROGRAM  OF  SOUTH 
'TEXAS,  DRISCOLL  FOUNDATION  CHILDREN’S 
HOSPITAL,  Conference  on  Rural  Health  in  South  Tex- 
as, Corpus  Christi,  Dec  9-10,  1976,  Box  6630,  Corpus 
Christi  78411. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Las 
Vegas,  Nev,  Dec  12-16,  1976.  1616  N Lake  Shore  Dr, 
Chicago  60610. 

■ SOUTHWES’TERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec  2-4,  1976.  Reuben  H Adams,  MD,  Pres,  3630  Noble 
Ave,  Dallas  76204. 

■ TEXAS  ACADEMY  CHAP’TER,  AMERICAN  COL- 
LEGE OF  PHYSICIANS,  Houston,  Dec  2-3,  1976.  RD 
Bone,  MD,  Sec,  Box  841,  Corsicana,  Tex  76110. 


JANUARY,  1977 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NE’W  MEXICO  CHAPTER,  Vail,  Colo,  Jan  6-8,  1977. 
2660  Yale  Blvd,  SE.  Suite  106,  Albuquerque,  NM  87106. 

AMERICAN  HEART  ASSOCIATION,  ARIZONA  AF- 
FILIATE, Scottsdale,  Ariz,  Jan  21-22,  1977.  1446  E 
Thomas  Rd,  Phoenix.  Ariz  86014. 

AMERICAN  SOCIE’TY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Hollywood,  Fla.  Jan  30-Feb  6, 
1977.  Virginia  Kendall,  Sec,  30  N Michigan  Ave,  Chicago 
60602. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  OPH- 
THALMOLOGY. Hollywood,  Fla,  Jan  30-Feb  6.  1977. 
John  Bellows.  MD,  Dir,  6 N Michigan  Ave,  Suite  1110, 
Chicago  60602. 

US  VIRGIN  ISLANDS  MEDICAL  SOCIETY,  St  Croix, 
VI,  Jan  13-16,  1977.  James  S Glenn,  MD,  Chairman,  US 
Virgin  Islands  Medical  Society,  Box  620,  Christiansted, 
St  Croix,  US  Virgin  Islands  00820. 


FEBRUARY,  1977 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Nev,  Feb  3-8,  1977.  Charles  V Heck- 
MD,  Exec  Dir,  430  N Michigan  Ave,  Chicago  60611. 

AMERICAN  COLLEGE  OF  CARDIOLOGY.  Philadel- 
phia, Feb  28-Mar  3,  1977.  William  D Nelligan,  9660 
Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS. 
New  Orleans,  Feb  9-13,  1977.  K Nicolas,  1730  Penn- 
sylvania Ave  NW,  Suite  1160,  Washington,  DC  20006. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS.  Atlanta, 
Feb  2-6,  1977.  JC  Nemiah,  MD,  Beth  Israel  Hospital, 
330  Brookline  Ave,  Boston  02216. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS,  Wash- 
ington, DC,  February,  1977.  JL  Garcia-Oller,  MD,  3422 
Bienville  St,  New  Orleans  70119. 


AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
New  Orleans,  Feb  6-9,  1977.  BF  Alfano,  MD,  Exec 
Sec,  676  Main  St,  Melrose,  Mass  02176. 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE 
HAND,  Las  Vegas,  Nev,  Feb  1-3,  1977.  JA  Boswick, 
Jr,  MD,  Sec,  University  of  Colorado  Medical  Center, 
4200  E 9th  Ave,  Denver  80220. 

ASPEN  RADIOLOGY  CONFERENCE.  Aspen,  Colo.  Feb 
28-Mar  4,  1977.  Emanuel  Salzman,  MD,  Conference 

Chairman,  Division  of  Radiology,  Beth  Israel  Hospital, 
Denver  80204. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  Pecos,  Tex, 
Feb  7,  1977.  LN  Nickey,  MD,  1515  N Oregon  St,  El 
Paso,  Tex  79902. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Kuala  Lumpur,  Singapore,  Bali,  Hong  Kong  and  Taipei, 
Feb  17-Mar  7,  1977.  Alfred  J Cantor,  MD,  96  Wildwood 
Rd,  Great  Neck,  NY  11024. 

TAOS  MEDICAL  SYMPOSIUM,  Taos,  NM,  Feb  16-19, 
1977.  Thomas  A Bodnar,  Exec  Dir,  Albuquerque  & 
Bernalillo  County  Medical  Association,  2660  Yale  Blvd 
SE  #103,  Albuquerque,  NM  87106. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Corpus 
Christi,  Feb  27-Mar  2,  1977.  Robert  E Monroe,  Exec 
Sec,  4107  Medical  Parkway  #201.  Austin  78766. 


MARCH,  1977 


AMERICAN  ACADEMY  OF  ALLERGY,  New  York, 

Mar  26-31,  1977.  DL  McNeil,  Exec  Dir,  226  E Michi- 
gan St,  Milwaukee  63202. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 

NEW  MEXICO  CHAPTER,  Durango,  Colo,  Mar  18-19, 
1977.  2650  Yale  Blvd,  SE,  Suite  106,  Albuquerque, 
NM  87106. 

AMERICAN  COLLEGE  OF  SURGEONS.  Los  Angeles. 
Mar  28-31,  1977.  CR  Hanlon,  MD,  Dir,  65  E Erie  St, 
Chicago  60611. 

AMERICAN  MEDICAL  ASSOCIATION  NATIONAL 

CONFERENCE  ON  RURAL  HEALTH.  Seattle,  Mar 

30-Apr  1,  1977.  AMA  Department  of  Rural  and  Com- 
munity Health,  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION,  Chi- 
cago, Mar  30-Apr  3,  1977.  LR  Giancola,  Exec  Dir, 
1171  Tower  Rd,  Schaumburg,  111  60196. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY. 
New  Orleans,  Mar  28-31,  1977.  1430  ’Tulane  Ave,  New 
Orleans  70112. 

■ SOCIETY  OF  NUCLEAR  MEDICINE,  SOUTHWEST 
CHAPTER,  El  Paso,  Mar  18-20,  1977.  RJ  Gorten,  MD, 
916  Strand,  Galveston  77660. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Little  Rock,  Ark,  Mar  16-18,  1977.  Exec 
Sec,  4300  N Lamar  Blvd,  Austin,  Tex  78766. 

■ ST  LUKE’S  EPISCOPAL  HOSPITAL/BAYLOR 
COLLEGE  OF  MEDICINE,  13th  Annual  Orthopedic 
Symposium,  Houston,  Apr  1-2,  1977.  Alexander  E Brodsky, 
MD,  505  Medical  Towers  Bldg.  Houston  77025. 
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■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Houston.  Mar  4-B,  1977.  Iris  Wen- 
zel, 1801  N Lamar,  Austin  78701. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Dallas,  Mar  17- 
19,  1977.  Iris  Wenzel,  1801  N Lamar,  Austin  78701. 

■ UT  SYSTEM  MD  ANDERSON  HOSPITAL  AND  TU- 
MOR INSTITUTE,  Symposium  on  P'undamental  Cancer 
Research,  Houston.  Mar  2-4,  1977.  Stephen  C Stuyck, 
MD,  MD  Anderson  Hospital  and  Tumor  Institute,  Hous- 
ton 77030. 


APRIL,  1977 


AMERICAN  ACADEMY  OF  NEUROLOGY,  Atlanta. 
Apr  25-30,  1977.  Stanley  A Nelson,  Exec  Dir,  4015  W 
65th,  Suite  302A,  Minneapolis  55435. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Toronto,  Apr  18-20,  1977.  WT  Maloney,  6 Bea- 
con St,  Suite  620,  Boston  02108. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Phil- 
adelphia, Apr  19-22,  1977.  James  W Dilley,  Exec  Dir, 
2807  Central,  Evanston,  111  60201. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS,  Dallas, 
Apr  18-21,  1977.  EC  Rosenow,  Exec  Vice-pres,  4200 
Pine  St,  Philadelphia  19104. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Houston. 
Apr  17-22,  1977.  WC  Stronach,  Exec  Dir,  20  N Wacker 
Dr,  Chicago  60606. 

AMERICAN  GERIATRICS  SOCIETY,  San  Francisco, 
Apr  13-14,  1977.  10  Columbus  Circle,  New  York  10019. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Boston,  Apr  24-28,  1977.  Howard  N Schulz,  Exec 
Dir,  150  N Wacker  Dr,  Chicago  60606. 

AMERICAN  PEDIATRIC  SOCIETY,  San  Francisco.  Apr 
26-29,  1977.  David  Goldring,  MD,  Sec,  500  S Kingshigh- 
way,  St  Louis  63110. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC,  Chi- 
cago, Apr  24-28,  1977.  Richard  J Hannigan,  Exec  Of- 
ficer, 1120  N Charles  St,  Baltimore  21201. 

ARKANSAS  MEDICAL  SOCIETY,  Little  Rock,  Apr 
24-27,  1977.  CC  Long,  MD,  Exec  Vice-pres,  214  N 12th, 
Box  1208,  Fort  Smith,  Ark  72901. 

ARIZONA  MEDICAL  ASSOCIATION,  Phoenix,  Ariz, 
Apr  26-30,  1977.  BE  Robinson,  Exec  Dir,  810  W Bethany 
Home  Rd,  Phoenix,  Ariz  86013. 

ASSOCIATION  FOR  RESEARCH  IN  VISION  AND 
OPHTHALMOLOGY,  Sarasota,  Fla,  Apr  25-29,  1977. 
RD  Reinecke,  MD,  Sec-Treas,  Albany  Medical  College, 
Albany,  NY  12208. 

NEW  YORK  ROENTGEN  SOCIETY,  New  York.  Apr 
28-30,  1977.  TC  Beneventano,  MD,  Sec-Treas,  Monte- 
fiore  Hospital  and  Medical  Center,  111  E 210th  St, 
Bronx.  NY  10467. 

NORTH  AMERICAN  CLINICAL  DERMATOLOGIC  SO- 
CIETY, Monterey,  Calif,  Apr  17-24,  1977.  EF  Finnerty, 
MD,  Sec  Gen,  510  Commonwealth  Ave,  Boston  02216. 

■ SOUTHWEST  ALLERGY  FORUM,  Lakeway  Inn, 
Austin,  Apr  30-May  4,  1977.  Theo  S Painter,  Jr,  MD, 
Suite  107,  Medical  Park  Tower,  Austin  78705. 
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RECENT  CHANGES 


Health 

InMirancc 


firms  ch#W®"9* 


‘^3'’®  doesn’t  S 
need  nK>re  red  tape  * 


SubsdnaioH 


THERE AREA 
LOTOFPEOPLE 

GETTING  BETWEEN 
VOUANDYOUR 
PMIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples. 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drU^  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 


years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard-among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  'Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


nil 


Pharmaceutical  Manufacturers  Association 

1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


The  one 

the  patient  takes 


never  tested. 


Surprising,  perhaps,  hut  it  makes  sense  when  you  think  about  it. 

Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  he  tested  because  it  would  have  to  be  broken  down  for 
analysis  — after  which  it  could  never  be  used  by  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  of  a Lilly  dnig, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  trrdered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
dnigs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 


600128 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 
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Rheumatoid  arthritis:  an  overview 

Kenneth  E.  Sack,  MD;  Stuart  H.  Rosenthal,  MD 


Rheumatoid  arthritis,  although  a disease 
of  antiquity,  continues  to  cause  signifi- 
cant morbidity  among  the  general  popu- 
lation. It  is,  therefore,  useful  to  review 
some  of  the  characteristic  features  of  this 
disorder  as  well  as  the  currently  accepted 
modes  of  therapy. 

Definition 

In  general,  rheumatoid  arthritis  is  a 
symmetric,  deforming  arthritis  with  a 
predilection  for  young  and  middle-aged 
women,  characterized  by  proliferation  of 
synovium,  destruction  of  adjacent  car- 
tilage and  bone,  and  the  presence  of 
anti-IgG  antibodies  (rheumatoid  factors). 
Since  there  are  significant  variations  on 
this  theme,  it  is  essential  to  summarize 
some  of  the  important  clinical  features  of 
this  disease  as  well  as  the  standard  cri- 
teria for  making  the  diagnosis. 

Criteria 

Because  of  the  variable  nature  of  the 
disease,  the  American  Rheumatism  Asso- 
ciation (ARA)i  and  the  New  York 
Academy^  have  developed  criteria  for  the 
diagnosis  of  rheumatoid  arthritis  (sum- 
marized in  Fig  1).  Three  or  four  of  the 
ARA  criteria  are  necessary  for  the  diag- 
nosis of  “probable”  and  five  or  more  for 
the  diagnosis  of  “definite”  rheumatoid 
arthritis.  The  New  York  criteria  empha- 
size the  symmetrical  involvement  of  a 
greater  number  of  joints  and  deempha- 
size  joints  predisposed  to  degenerative 
arthritis.  These  definitions  are  important 
in  determining  the  prevalence  of  rheu- 
matoid arthritis  in  our  society.  Using 
modified  ARA  criteria,  O’Sullivan  and 
Cathcart,  studying  an  adult  population 
in  Sudbury,  Mass,  found  that  while  the 


prevalence  of  probable  or  definite  rheu- 
matoid arthritis  in  1964  was  3.8%  for 
women  and  1.3%  for  men,  follow-up 
three  to  five  years  later  revealed  that 
75%  of  these  patients  were  normal.  Us- 
ing the  New  York  criteria  on  the  same 
population,  the  prevalence  was  0.5% 
and  0.1%  respectively,  but  only  33% 
were  considered  normal  on  follow-up.^ 
These  data  raise  the  question  of 
whether  rheumatoid  arthritis  is  a rela- 
tively common  but  often  benign  disease, 
or  rather  an  overly-diagnosed  condition 
when  considered  by  some  of  our  current 
criteria. 

1.  Criteria  for  the  diagnosis  of  rheumatoid 
arthritis. 


American  Rheumatism  Association  Criteria 


1.  Morning  stiffness. 

2.  Joint  tenderness  or  pain  on  motion. 

3.  Soft-tissue  swelling  of  one  joint. 

4.  Soft-tissue  swelling  of  a second  Joint  (within  3 months). 

5.  Soft-tissue  swelling  of  symmetric  joints  (excluding 
distal  interphalangeal  joints). 

6.  Subcutaneous  nodules. 

7.  X-ray  changes  typical  of  rheumatoid  arthritis. 

8.  Serum  positive  for  rheumatoid  factors. 

9.  Poor  mucin  precipitation  in  synovial  fluid. 

10.  Characteristic  histologic  changes  in  synovium. 

11.  Characteristic  histologic  changes  in  nodules. 

In  criteria  1-5  the  joint  signs  or  symptoms  must  be 
continuous  for  at  least  6 weeks. 

The  above  joint  changes  should  be  observed  by  a physician. 
Three  or  four  points  = probable  rheumatoid  arthritis. 

Five  or  more  points  = definite  rheumatoid  arthritis. 


New  York  Criteria 


1.  History  of  episode  of  three  painful  limb  joints.* 

2.  Swelling,  limitation  of  motion,  subluxation  or  ankylosis 
of  three  limb  joints  (must  include  a hand,  wrist  or  foot 
and  symmetry  of  one  joint  pair  and  must  exclude  distal 
interphalangeal  joints,  fifth  proximal  interphalangeal 
joints,  first  metatarsophalangeal  joints,  and  hips). 

3.  X-ray  changes  (erosions). 

4.  Serum  positiye  or  rheumatoid  factors. 


*Count  each  joint  group  as  one  joint  (for  example,  proxi- 
mal interphalangeal  joints)  and  score  each  side  separately. 
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Clinical  Features 

Age  of  the  patient  is  variable  with  onset 
ranging  from  approximately  20-60  years 
and  a peak  between  ages  35  and  45. 

Sex  ratio  of  females  to  males  affected 
is  about  two  or  three  to  one.-"^ 

The  influence  of  genetics  is  unknown, 
but  familial  clustering  is  now  being  re- 
ported.^ 

Course  of  the  disease  can  be  benign 
but  is  often  characterized  by  remissions 
and  exacerbations  resulting  in  progres- 
sive deformity. 

Joints  most  frequently  involved  are  the 
proximal  interphalangeal  (PIP),  metacar- 
pophalangeal (MCP),  toes,  wrists,  elbows, 
knees,  ankles,  shoulders,  hips,  and 
temporomandibular.  Involvement  is  usual- 
ly symmetrical  but  this  is  not  always  the 
case,  especially  early  in  the  disease.  Joint 
pain,  soft-tissue  swelling,  effusion,  and 
limitation  of  motion  may  be  present  in 
varying  degrees.  When  rheumatoid  arthri- 
tis involves  the  spine  there  is  a predilec- 
tion for  the  cervical  region,  and  atlanto- 
axial subluxation  is  not  uncommon.  If  the 
distance  between  the  anterior  margin  of 
the  odontoid  exceeds  2.5  mm  with  cervi- 


cal flexion,  subluxation  should  be  sus- 
pected (Fig  2).® 

Stiffness  is  characteristic  following  any 
prolonged  period  of  inactivity.  Morning 
stiffness  must  last  longer  than  one-half 
hour  to  be  considered  significant. 

Systemic  symptoms  may  include 
weight  loss,  fatigue,  low-grade  fever,  and 
muscle  weakness. 

Extra-articular  manifestations:  Nodules 
are  usually  subcutaneous  and  often  occur 
in  areas  of  repeated  trauma,  for  example, 
over  the  olecranon,  Achilles  tendon,  or 
metacarpophalangeal  joints.  They  may 
occur  in  tendons  or  other  connective  tis- 
sues. They  may  be  transient  and  are 
usually  asymptomatic.  Treatment  is 
usually  unnecessary,  but  excision  may 
be  indicated  if  there  is  unusual  pain  or 
limitation  of  motion. 

Lymphadenopathy  is  common  and  often 
found  in  patients  showing  positive  results 
on  serological  examination.  It  frequently 
involves  nodes  draining  affected  joints.® 

Ocular  manifestations  are  as  follows: 

1 . Anterior  uveitis,  a rare  occurrence  in 
adult  rheumatoid  patients,  is  more  com- 
monly seen  in  juvenile  rheumatoid  arthri- 
tis and  ankylosing  spondylitis. 


2.  Ailanlo-axial  subluxation.  (Left)  Flexion.  of  Dr.  William  Martel  and  Lea  & Febiger.’’ 

(Right}  Neutral.  Reproduced  with  the  permission 
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2.  Episcleritis,  scleritis,  and  scleroma- 
lacia  perforans  represent  different  de- 
grees of  scleral  involvement.  The  acute 
varieties  behave  like  a vasculitis,  while 
the  chronic  lesions  may  represent  a form 
of  rheumatoid  nodule. 

3.  The  sicca  syndrome,  consisting  of 
decreased  lacrimal  secretion,  can  lead  to 
keratoconjunctivitis  and  may  be  consider- 
ed part  of  Sjogren’s  syndrome.  These 
complications  require  ophthalmologic 
consultation. 

Laryngeal  manifestations  may  be 
present.  Cricoarytenoid  joint  disease  is 
found  histologically  in  more  than  50% 
of  patients.  It  occasionally  causes  hoarse- 
ness, dyspnea,  stridor,  or  dysphagia,  but 
is  often  asymptomatic.'^  Rarely,  laryngeal 
obstruction  has  been  observed,  and  it 
has  catastrophic  consequences.® 

Pulmonary  manifestations:  1.  Pleural 
involvement  has  been  reported  in  a high 
percentage  of  cases.  It  seems  to  be  more 
common  in  men.  The  onset  may  precede 
the  arthritis  and  its  presence  does  not 
necessarily  correlate  with  the  severity  of 
arthritis.  It  may  be  asymptomatic  or  pres- 
ent as  chest  pain,  dyspnea,  cough  or 
fever.  The  pleural  fluid  is  an  exudate, 
often  containing  less  than  25  mg/100  ml 
of  glucose,  decreased  complement,  and  a 
positive  rheumatoid  factor.®  !® 

2.  Interstitial  pneumonitis  may  be 
asymptomatic,  but  upto40%  of  patients 
with  rheumatoid  arthritis  have  abnormal 
diffusion  and  lung  volumes.  Roentgeno- 
grams of  the  chest  may  show  changes 
consistent  with  interstitial  pneumonitis 
or  fibrosis.  As  with  other  pulmonary 
changes,  it  does  not  correlate  with  the 
severity  of  disease  and  may  precede  the 
onset  of  arthritis.  Women  with  this  in- 
volvement tend  to  have  more  severe 
arthritis,  and  men  tend  to  be  heavier 
smokers.!! 


3.  Pulmonary  nodules  are  not  com- 
mon. They  are  seen  more  often  in  sero- 
positive men,  and  when  associated  with 
pneumoconiosis,  they  may  present  as 
multiple  large  nodules  which  can  cavi- 
tate (Caplan’s  syndrome).®  !® 

Treatment  of  pulmonary  manifestations 
is  symptomatic.  The  lesions  may  subside 
spontaneously.  However,  severe  involve- 
ment may  necessitate  the  use  of 
steroids.® 

Cardiac  manifestations:  1.  Pericarditis 
may  occur  clinically  in  a small  percent- 
age of  patients  and  is  usually  benign. 
Echocardiography  has  indicated  asymp- 
tomatic pericardial  involvement  in  about 
50%  of  patients.!® 

2.  Endocardial  lesions  can  look  like 
rheumatic  heart  disease,  however  clinical 
valvular  disease  is  rare.  Echocardio- 
graphic  evidence  of  abnormal  mitral 
valve  motion  is  controversial.!®  !! 

3.  Myocardial  lesions  are  probably  un- 
common. Mononuclear  inflammatory  cells 
and  arteritis  have  been  reported,!®  but 
their  significance  is  unclear.  Occasional- 
ly, granulomata  cause  valvular  incom- 
petence or  conduction  abnormalities.!® 

Neurologic  manifestations:  1.  Diffuse 
peripheral  neuropathy  or  mononeuropa- 
thy, which  may  progress  to  mononeuropa- 
thy multiplex,  is  occasionally  seen.!'! 

The  cause  is  obscure,  and  the  condition 
is  often  refractory  to  conventional  treat- 
ment. 

2.  Entrapment  neuropathies,  such  as 
atlanto-axial  subluxation!®  and  carpal 
tunnel  syndrome  are  also  seen.!® 
diagnosis  may  be  confirmed  by  nerve 
conduction  studies.  Surgery  is  indicated 
if  conservative  measures  are  not  success- 
ful. 

Vasculitis:  Arteritis  can  be  demonstrated 
pathologically®®  or  angiographically®!  in 
a significant  percentage  of  cases.  Clinical 
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involvement  is  less  common  and  ranges 
from  localized  disease  (for  example, 
episcleritis,  leg  ulcers,  digital  lesions) 
to  the  rarer,  but  more  lethal,  multisystem 

disease.22-23 

Normocytic,  normochromic  anemia  in- 
volving diminished  release  of  iron  from 
the  reticuloendothelial  system  is  seen  in 
rheumatoid  arthritis  as  in  other  chronic 
diseases. In  addition,  as  a result  of 
therapy  (vide  infra),  a microcytic  anemia 
secondary  to  gastrointestinal  blood  loss 
may  be  encountered. 

Felty’s  syndrome:  The  picture  is  that 
of  severe  rheumatoid  arthritis,  splen- 
omegaly and  leukopenia.  Other  elements 

J.  RlieumatokJ  arthritis.  Note  tissue  swell  na, 
generalized  loss  of  hone  density,  symmetric 
destruction  of  PIP  foints  (a),  foint  space  nar- 
rowing of  several  MCP  joints  (h),  marginal 
erosions  (c),  and  poor  definition  of  carpal  bones. 


of  pancytopenia  may  be  present.  It  oc- 
curs in  about  1 % of  patients  with  rheu- 
matoid arthritis,  although  splenomegaly 
occurs  in  approximately  5-10%. 25  Splen- 
ectomy is  indicated  only  for  recurrent  in- 
fections, severe  hemolytic  anemia  or 
thrombocytopenic  purpura. 26 

Extra-articular  involvement  suggests 
on-going  activity  of  disease,  and,  with  the 
possible  exception  of  nodules  and  anemia, 
may  be  associated  with  increased  mor- 
tality.2" 

Laboratory  Diagnosis 

Many  of  the  laboratory  abnormalities 
common  in  rheumatoid  arthritis  reflect 
the  presence  of  chronic  disease,  for 
example,  anemia  (vide  supra)  and  ele- 
vated acute  phase  reactants  (sedimenta- 
tion rate,  C-reactive  protein,  alpha-2  and 
gamma  globulins,  fibrinogen,  hapto- 
globin). 

Rheumatoid  factor  is  present  in  the 
majority  of  patients  with  adult  onset  rheu- 
matoid arthritis.  This  is  usually  an  IgM 
antibody  with  activity  against  IgG,  al- 
though other  antibodies  have  similar 
properties.  It  is  commonly  measured  by 
an  agglutination  reaction  involving  an 
IgG-coated  substance  (latex  particles, 
sheep  red  blood  cells).  As  a rule,  the 
latex  fixation  test  is  more  sensitive  but 
less  specific  than  the  sheep  cell  agglu- 
tination reaction  in  making  the  diagnosis 
of  rheumatoid  arthritis. 28  In  most  labora- 
tories, a titer  of  1/160  or  greater  is  con- 
sidered significant.  Rheumatoid  factor 
has  been  reported  in  a variety  of  inflam- 
matory and  infectious  diseases  as  well 
as  in  the  normal  population  and  is,  there- 
fore, not  of  absolute  diagnostic  signifi- 
cance. Similarly,  its  absence  should  not 
mitigate  against  the  diagnosis  of  rheu- 
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matoid  arthritis  in  the  presence  of  a typi- 
cal clinical  picture.  In  general,  however, 
high  titers  of  rheumatoid  factor  seem  to 
be  associated  with  rather  severe  disease 
and  may  also  accompany  certain  compli- 
cations of  rheumatoid  arthritis. 

Radiology 

Soft  tissue  swelling  from  effusions  or 
synovial  thickening  is  a common  early 
finding  in  rheumatoid  arthritis.  Uniform 
joint  space  narrowing  due  to  cartilage 
loss,  marginal  erosions  secondary  to 
synovitis,  juxta-articular  osteoporosis, 
and  eventually,  subluxation  and  bony 
ankylosis  are  all  part  of  the  radiologic 
spectrum  of  rheumatoid  arthritis.  The 
presence  of  characteristic  x-ray  changes 


may  lend  support  to  making  the  correct 
diagnosis  when  the  clinical  picture  is  un- 
clear (Fig  3). 

Differential  Diagnosis 

In  the  acute  stages,  many  of  the  arthri- 
tides  can  resemble  early  rheumatoid  ar- 
thritis, but  careful  follow-up  usually  leads 
to  the  correct  diagnosis.  In  the  chronic 
stages  the  most  frequent  sources  of  con- 
fusion are  probably  osteoarthritis,  gouty 
arthritis,  psoriatic  arthritis,  systemic 
lupus  erythematosus,  and  Reiter’s  disease 
(Figs  4-6).  Careful  attention  to  the  pre- 
viously mentioned  details  is  mandatory 
for  accurate  diagnosis,  but  an  occasional 
case  will  remain  undiagnosed  despite  the 
most  diligent  effort. 


4.  Rheumatoid  arthritis.  Swelling,  subluxation  from  the  Clinical  Slide  Collection  on  the  Rheu- 
and  ulnar  deviation  of  the  metacarpophalangeal  matic  Diseases  produced  by  The  Arthritis  Foun- 
joints.  Note  dorsal  muscle  atrophy.  {Reproduced  dation,  New  York,  copyright  1972.) 
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Treatment 

The  principles  of  therapy  must  include: 
relief  of  pain,  prevention  of  deformities, 
maintenance  of  strength  and  function 
and,  above  all,  education  of  the  patient. 
This  requires  a multidisciplinary  ap- 
proach involving  proper  use  of  rest, 
physical  therapy,  medication,  and  sur- 
gery. A systematic  progression  beginning 
with  conservative  measures  is  the  foun- 
dation of  any  treatment  program  for 
rheumatoid  arthritis. 

Rest:  This  is  necessary  for  relief  of 
both  physical  and  emotional  stress.  In 
milder  cases,  it  may  simply  require  de- 
creasing work  load,  afternoon  naps,  and 
a sound  night’s  sleep.  During  a more 
severe  flare,  hospitalization  may  be  neces- 


sary to  provide  the  proper  environment 
for  recovery. 

When  a joint  is  acutely  inflamed  or 
lacks  stability,  immobilization  or  splint- 
ing is  an  important  principle  of  treatment. 

Physical  Therapy:  Heat  is  helpful  for 
symptomatic  relief  of  pain  and  stiffness. 
At  home  this  may  take  the  form  of  a 
morning  shower  or  bath  or  a heating  pad 
applied  to  a specific  joint.  The  physical 
therapist  may  wish  to  use  additional 
modalities  such  as  paraffin  baths,  hydro- 
colator  packs,  Hubbard  tanks,  or  ultra- 
sound. 

Exercise  therapy  emphasizing  range 
of  motion  and  preservation  of  muscle 
strength  can  help  prevent  deformity  and 
preserve  function,  but  it  is  important  to 


5.  Degenerative  joint  disease.  Bony  enlarge-  produced  from  the  Clinical  Slide  Collection  on 

ment  in  distal  (Heberden’s  nodes)  and  proximal  the  Rheumatic  Diseases  produced  by  the  Arthri- 
(Bouchard's  nodes)  interphalangeal  joints.  (Re-  tis  Foundation,  New  York,  copyright  1972.) 
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avoid  stressing  the  acutely  inflamed 
joint. 

Medications:  Aspirin  continues  to  be 
the  mainstay  of  drug  therapy  in  rheuma- 
toid arthritis.  Eight  to  12  tablets  per  day 
in  divided  doses  is  the  usual  starting 
regimen.  It  is  helpful  to  administer  these 
with  meals  or  antacids  in  order  to  avoid 
gastric  irritation  and  possible  significant 
gastrointestinal  bleeding.  In  some  cases 
a higher  dose  may  be  indicated,  and  this 
may  be  accomplished  by  an  increase  of 
two  tablets  per  day  until  relief  of  symp- 
toms or  signs  of  salicylism  appear.  Tin- 
nitus is  an  early  indication  of  aspirin  tox- 
icity and  calls  for  a reduction  in  dose  by 
1 or  2 tablets  per  day.  In  general,  plain 
or  buffered  aspirin  is  the  preparation  of 
choice. 


Nonsteroidal  anti-inflammatory  drugs, 
such  as  indomethacin  (Indocin)  and 
phenylbutazone  (Butazolidin)  have  been 
used  as  adjuncts  to  salicylate  therapy  with 
mixed  success.  While  it  may  be  useful 
to  try  these  agents  before  moving  to  other 
treatment  modalities,  the  potential  bene- 
fit must  be  weighed  against  their  known 
side  effects. 29  The  newly  available  pro- 
pionic acid  derivative,  ibuprofen  (Motrin), 
is  probably  anti-inflammatory  in  the  high- 
er dose  range29  but  has  as  yet  offered  no 
clear  advantage  over  salicylates.  While  it 
may  be  associated  with  fewer  gastroin- 
testinal side  effects,  it  gives  a less  pre- 
dictable therapeutic  response  and  is,  at 
present,  much  more  expensive. 

Gold  is  considered  by  most  to  be  the 
therapeutic  modality  of  choice  following 


6.  Polyarticular  gout  with  tophi  (arrows)  in  a patient  mistakenly  diagnosed  as  having 
rheumatoid  arthritis. 
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the  use  of  anti-inflammatory  agents.  A 
response  may  be  expected  in  a signifi- 
cant number  of  patients  given  this  agent. 
The  mechanism  of  action  is  not  clear, 
but  gold  is  known  to  inhibit  lysosomal 
enzymes,  reduce  other  connective  tissue 
enzyme  activity,  bind  to  immune  com- 
plexes, and  is  often  associated  with  a 
decrease  in  the  titer  of  rheumatoid 

factor.^1’32 

An  initial  test  dose  of  10  mg  intra- 
muscularly is  given  either  as  gold  sodium 
thiomalate  (Myochrysine)  or  sodium  thio- 
glucose  (Solganal).  if  there  are  no  adverse 
reactions,  25  mg  is  given  in  one  week  fol- 
lowed by  50  mg  weekly  thereafter.  If  no 
response  is  noted  after  20  weeks  (1  gm, 
total  dose),  there  is  usually  no  reason  to 
continue,  although  some  authors  report  a 
small  number  of  additional  responses  if  a 
higher  dose  is  administered  forthree  more 
months.  If  a favorable  response  has  been 
achieved  at  this  point,  the  dose  interval 
usually  can  be  increased  to  every  other 
week  and  then  gradually  to  as  long  as  one 
month.  Relapse  may  occur  if  the  one- 
month  interval  is  attained  too  early;  there- 
fore, close  observation  is  in  order  during 
this  transition. 32  The  value  of  obtaining 
serum  gold  levels  duringtherapy  is  still 
controversial, 33.34  but  several  authors  sug- 
gestthis  may  aid  in  achieving  better  clini- 
cal response  and  avoiding  toxicity.34.35 
A complete  blood  count  and  urinalysis 
should  be  obtained  priorto  each  injection 
in  an  attempt  to  pick  up  early  adverse  drug 
reactions  (vide  infra).  Undesirable  side 
effects  occur  in  a significant  percentage 
(about  30%)  of  patients  treated  with 
gold, 33  but  these  are  usually  transient  and 
respond  to  temporary  or  permanent  dis- 
continuation of  the  injections  depending 
on  the  reaction.  There  are  essentially 
three  important  areas  to  consider  concern- 
ing gold  toxicity; 


1.  Dermatologic:  Any  lesion,  especially  if 
pruritic,  or  stomatitis  should  be  considered 
a possible  sign  of  gold  toxicity.  Occasional- 
ly, a biopsy  is  helpful  in  distinguishing  a 
gold-related  eruption  from  other  lesions.3'^ 
Gold  should  be  discontinued  orthe  dose 
decreased  until  the  reaction  clears.  It  may 
later  be  reinstituted  at  lower  doses.  Severe, 
exfoliative  dermatitis  necessitates  perman- 
ent cessation  of  gold  therapy. 

2.  Renal:  Mild  proteinuria  may  occur  in 
patients  with  rheumatoid  arthritis.  The  de- 
velopment of  transient  proteinuria  may 
simply  require  close  monitoring  in  the 
gold-treated  patient.  However,  the  sudden 
onset  of  proteinuria,  especially  in  signifi- 
cant quantity,  requires  discontinuation  of 
gold  and,  occasionally,  the  use  of 
steroids.33 

3.  Bone  marrow:  Significant  depression 
of  blood-forming  elements  secondary  to 
gold  therapy  is  rare.  However,  severe 
thrombocytopenia,  leukopenia  and  anemia 
with  devastating  consequences  have  been 
reported.  There  is  some  suggestion  in  the 
literature  thatthis  complication  may  be 
preceded  by  mild  depression  of  any  of  the 
previously  mentioned  elements. 33  It  is  for 
this  reason  that  careful  following  of  blood 
counts  is  mandatory  during  gold  therapy. 

Hydroxychloroquine  (Plaquenil)  is 
occasionally  used  in  an  attempt  to  relieve 
symptoms.  A response,  if  it  occurs,  may 
not  be  apparent  for  one  to  three  months. 
Despite  the  low  dose  employed  (200  mg/ 
day)  ocular  toxicity  is  still  a concern,  and 
periodic  ophthalmologic  examinations  are 
mandatory.^® 

Penicillamine  has  been  shown  to  be  ef- 
fective in  the  amelioration  of  symptoms  in 
a sizeable  number  of  patients  with  rheu- 
matoid arthritis.  The  side  effects,  however, 
are  significant  and  have  probably  kept  the 
use  of  this  drug  confined  to  those  whose 
disease  is  progressive  despite  convention- 
al therapy.^i  Newer  low-dose  regimens 
may  make  the  use  of  penicillamine  more 
common  in  the  future.^^ 

Steroids  are  known  to  reduce  inflamma- 
tion in  the  rheumatoid  patient;  however, 
because  of  major  side  effects  associated 
with  long-term  use  of  these  agents  and  the 
lack  of  prolonged  benefit,  their  use  should 
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probably  be  restricted  to  a low-dose,  rela- 
tively short-term  program  in  order  to  pro- 
vide temporary  relief  while  awaiting  the 
effects  of  another  medication  (such  as 
gold  or  hydroxychloroquine.  Intermittent 
intra-articular  steroid  injection  may  pro- 
vide relief  for  the  acutely  inflamed  rheu- 
matoid joint  provided  infection  has  been 
excluded. 

Cytotoxic  drugs  (such  as  cyclophos- 
phamide or  azathioprine)  have  recently 
received  considerable  attention. 

While  they  are  effective  in  the  induction 
of  a clinical  response  in  a large  proportion 
of  patients,  the  dose  required  to  achieve 
control  is  usually  in  the  range  associated 
with  significant  side  effects.  The  long- 
range  effects  of  these  agents,  especially 
with  regard  to  their  neoplastic  potential, 
are  unknown.  Their  use  should  be  restrict- 
ed to  the  treatment  of  patients  with  re- 
fractory, progressive  disease  in  the  setting 
of  a large  medical  center. 

Surgery:  The  orthopedic  surgeon  may 
have  an  important  role  in  the  management 
of  the  rheumatoid  patient.  Restoration  of 
function  and  relief  of  pain  are  the  prime 
objectives  in  rheumatoid  joint  surgery. 

This  may  be  accomplished  by  arthrodesis 
(joint  fusion),  osteotomy  (cutting  and  re- 
modeling of  bone),  or  arthroplasty  (use  of 
prosthetic  joints).  Experience  with  the  lat- 
ter procedure  has  increased  tremendously 
in  recent  years  with  excellent  results  re- 
ported for  replacement  of  hips,  knees, 
and  joints  of  the  upper  extremities.  The 
reader  is  referred  to  two  recent  articles 
in  Texas  Medicine  for  more  specific  infor- 
mation.^®’^’^ 

The  role  of  synovectomy  in  the  rheuma- 
toid joint  is  somewhat  controversial.  In 
general,  this  operation  should  be  consider- 
ed for  the  patient  with  normal  articular 
cartilage  but  in  whom  evidence  of  con- 
tinued synovitis  exists  despite  medical 
therapy.  The  immediate  effects  of  this  pro- 
cedure appear  to  be  quite  good,  but  the 
long-term  results  may  be  somewhat  less 
promising.^® 

Etiology  and  Pathogenesis 

It  is  postulated  that  immunoreactants 
in  synovial  fluid  (for  example,  IgG  and 


rheumatoid  factors)  activate  complement 
and  attract  phagocytic  leukocytes  which 
ingest  these  complexes.  Hydrolytic  en- 
zymes are  thereby  released  stimulating  a 
further  inflammatory  response. Cellular 
and  vascular  proliferation  in  the  synovial 
membrane  results  in  a thickened,  invasive 
structure  (pannus)  which  is  responsible 
for  the  erosive  bone  changes  observed  in 
the  subacute  and  chronic  states  of  the 
disease.  The  inciting  agent  for  this  enti re 
process  is  unknown,  but  it  is  conceivable 
that  in  a susceptible  host  the  presence 
of  an  infectious  agent  (bacterial  or  viral) 
is  sufficient  to  initiate  this  sequence  of 
events.®®’®^ 


References 

1.  Ropes  MW,  Bennett  GA,  Cobb  S,  et  al:  1958  Re- 
vision of  diagnostic  criteria  for  rheumatoid  arthritis. 

Bull  Rheum  Dis  9(4);175-176,  1958. 

2.  Bennett  PH,  Burch  TA;  Ne\«  York  symposium  on 
population  studies  in  the  rheumatic  diseases:  new 
diagnostic  criteria.  Bull  Rheum  Dis  17:453-458,  1967. 

3.  O'Sullivan  JB,  Cathcart  ES:  The  prevalence  of 
rheumatoid  arthritis.  Follow-up  evaluation  of  the  effect 
of  criteria  on  rates  in  Sudbury,  Massachusetts.  Ann 
Intern  Med  76:573-577.  1972. 

4.  Lawrence  JS:  Heberden  Oration,  1969.  Rheumatoid 
arthritis — nature  or  nurture?  Ann  Rheum  Dis  29:357- 
379,  1970. 

5.  Martel  W:  Radiology  of  the  rheumatic  diseases, 
in:  Hollander  J,  McCarty  D (Eds):  Arthritis  and  allied 
conditions.  Philadelphia,  Lea  and  Febiger,  1972,  p.82- 
135. 

6.  Hart  FD:  Rheumatoid  arthritis:  extra-articular 
manifestations.  Brit  Med  J 3:131-136,  1969. 

7.  Bienenstock  H,  Ehrlich  GE,  Freyberg  RH:  Rheuma- 
toid arthritis  of  the  cricoarytenoid  joint:  a clinico- 
pathologic  study.  Arthritis  Rheum  6:48-63,  1963. 

8.  Polisar  lA,  Burbank  B,  Levitt  LM,  et  al:  Bilateral 
midline  fixation  of  cricoarytenoid  joint  as  a serious 
medical  emergency.  JAMA  172:901-906,  1960. 

9.  Walker  WC,  Wright  V:  Pulmonary  lesions  and 
rheumatoid  arthritis.  Medicine  (Balt)  47:501-520,  1968. 

10.  Martel  W,  Abell  MR,  Mikkelsen  WM,  et  al:  Pul- 
monary and  pleural  lesions  in  rheumatoid  disease. 
Radiology  90:641-653,  1968. 

11.  Frank  ST,  Weg  JG,  Harkleroad  LE,  et  al:  Pul- 
monary dysfunction  in  rheumatoid  disease.  Chest 
63:27-34,  1973. 

12.  Benedek  TG:  Rheumatoid  pneumoconiosis.  Docu- 
mentation of  onset  and  pathogenic  considerations. 

Am  J Med  55:515-524,  1973. 

13.  Nomeir  A,  Turner  R,  Watts  E,  et  al:  Cardiac 
involvement  in  rheumatoid  arthritis.  Ann  Intern  Med 
79:800-806,  1973. 


Volume  72,  November  1976 


Rheumatoid  arthritis 


14.  Davia  JE,  et  al:  Absence  of  echocardiographic 
abnormalities  of  the  anterior  mitral  valve  leaflet  in 
rheumatoid  arthritis.  Ann  Intern  Med  83:500-502,  1975. 

15.  Cruickshank  B:  Arteritis  of  rheumatoid  arthritis. 
Ann  Rheum  Dis  13:136-145,  1954. 

16.  Gowans  JD:  Complete  heart  block  with  Stokes- 
Adams  syndrome  due  to  rheumatoid  heart  disease:  re- 
port of  a case  with  autopsy  findings.  New  Engl  J Med 
262:1012-1014,  1960. 

17.  Chamberlain  MA,  Bruckner  FE:  Rheumatoid  neu- 
ropathy. Clinical  and  electrophysiological  features.  Ann 
Rheum  Dis  29:609-616,  1970. 

18.  Conlon  PW,  et  al:  Rheumatoid  arthritis  of  the 
cervical  spine:  an  analysis  of  333  cases.  Ann  Rheum 
Dis  25:120-126,  1966. 

19.  Yamaguchi  DM,  Lipscomb  PR,  Soule  EH:  Carpal 
tunnel  syndrome.  Minnesota  Med  48:22-33,  1965. 

20.  Sokolotf  L,  Wilens  SL,  Bunim  JJ:  Arteritis  of 
striated  muscle  in  rheumatoid  arthritis.  Am  J Pathol 
27:157-173,  1951. 

21.  Scot*  JT,  el  Sallab  RA,  Laws  JW:  The  digital  artery 
design  in  rheumatoid  arthritis — further  observations. 

Brit  J Radiol  40:748-754,  1967. 

22.  Bywaters  EG,  Scott  JT:  The  natural  history  of 
vascular  lesions  in  rheumatoid  arthritis.  J Chronic  Dis 
16:905-914,  1963. 

23.  Johnson  RL,  Smyth  CJ,  Holt  GW,  et  al:  Steroid 
therapy  and  vascular  lesions  in  rheumatoid  arthritis. 

Arth  Rheum  2(3):224-229,  1959. 

24.  Cartwright  GE,  Lee  GR:  Annotation:  the  anemia 
of  chronic  disorders.  Br  J Hem  21:147-152,  1971. 

25.  Collier  RL,  Brush  BE:  Hematologic  disorder  in 
Felty’s  syndrome.  Prolonged  benefits  of  splenectomy. 
Amer  J Surg  112:869-873,  1966. 

26.  Barnes  CG,  Turnbull  AL,  Vernon-Roberts  B:  Felty's 
syndrome.  A clinical  and  pathological  survey  of  21  pa- 
tients and  their  response  to  treatment.  Ann  Rheum  Dis 
30:359-374,  1971. 

27.  Gordon  DA,  Stein  JL,  Broder  I:  The  extra-articular 
features  of  rheumatoid  arthritis.  A systematic  analysis 
of  127  cases.  Am  J Med  54:445-452,  1973. 

28.  Vaughn  JH:  The  rheumatoid  factors.  In:  Hollander 
J,  McCarty  D (Eds):  Arthritis  and  allied  conditions.  Phila- 
delphia, Lea  and  Febiger,  1972,  p.  153-171. 

29.  Mills  JA:  Nonsteroidal  anti-inflammatory  drugs, 
(first  of  two  parts).  N Engl  J Med  290:781,  1974. 

30.  Godfrey  RG,  delaCruz  S:  Effect  of  ibuprofen 
dosage  on  patient  response  in  rheumatoid  arthritis. 
Arthritis  Rheum  18(2):135-137,  1975. 

31.  Persellin  RH,  et  al:  Mechanism  of  action  of  gold 
salts.  Arthritis  Rheum  6:787-788,  1963. 

32.  Gold  revalued.  Editorial.  Lancet  1:789-790,  1974. 

33.  Gottlieb  NL,  Smith  PM,  Smith  EM:  Pharmacody- 
namics of  197  Au  and  195  Au  labeled  aurothiomalate  in 
blood.  Correlation  with  course  of  rheumatoid  arthritis, 
gold  toxicity  and  gold  excretion.  Arthritis  Rheum  17:171- 
183,  1974. 

34.  Lorber  A,  et  al:  Four  years  of  individualized  weekly 
chrysotherapy:  laboratory  and  clinical  results.  Arthritis 
Rheum  16:557-558,  1973. 

35:  Young  P,  Rardin  TE:  Letter:  Serum  gold  determina- 
tions. Arthritis  Rheum  17(6):1059-1060,  1974. 

36.  Freyberg  RH,  et  al:  Gold  therapy  for  rheumatoid 
arthritis.  In;  Hollander  J,  McCarty  D (Eds):  Arthritis  and 
allied  conditions.  Philadelphia,  Lea  and  Febiger,  1972, 
p.  455-482. 

37.  Pennys  NS,  Ackerman  AB,  Gottlieb  NL:  Gold  der- 
matitis. A clinical  and  histopathological  study.  Arch 
Dermatol  109:372-376,  1974. 


38.  Silverberg  DS,  Kidd  EG,  Shnitka  TK,  et  al:  Gold 
nephropathy.  A clinical  and  pathologic  study.  Arthritis 
Rheum  13:812-825,  1970. 

39.  Kay  A:  Depression  of  bone  marrow  and  throm- 
bocytopenia associated  with  chrysotherapy.  Ann  Rheum 
Dis  32:277-278,  1973. 

40.  Mackenzie  AH:  An  appraisal  of  Chloroquine. 
Arthritis  Rheum  13:280-291,  1970. 

41.  Multicentre  trial  groups.  Controlled  trial  of  D-peni- 
cillamine  in  severe  rheumatoid  arthritis.  Lancet  1:275- 
280,  1973. 

42.  Jaffe  lA:  The  technique  of  penicillamine  admin- 
istration in  rheumatoid  arthritis.  Arthritis  Rheum  18:513- 
514,  1975. 

43.  Cooperating  clinics  committee  of  the  American 
Rheumatism  Association.  A controlled  trial  of  cyclo- 
phosphamide in  rheumatoid  arthritis.  N Engl  J Med 
283:883-889,  1970. 

44.  Urowitz  MB,  Gordon  DA,  Smythe  HA,  et  al:  Aza- 
thioprine  in  rheumatoid  arthritis.  A double-blind,  cross- 
over study.  Arthritis  Rheum  16:411-418,  1973. 

45.  Hunter  T,  Urowitz  MB,  Girdon  DA,  et  al:  Azathio- 
prine  in  rheumatoid  arthritis:  a long-term  follow-up 
study.  Arthritis  Rheum  18(1)15-20,  1975. 

46.  Leonard  MH:  Surgical  management  of  rheuma- 
toid arthritis  of  the  upper  extremity.  Tex  Med  69:89-99, 
1973. 

47.  Lipscomb  PR:  Surgery  for  the  patient  with  rheu- 
matoid arthritis.  Tex  Med  70:56-60,  1974. 

48.  Ranawat  CS,  Desai  K:  Role  of  early  synovectomy 
of  the  knee  joint  in  rheumatoid  arthritis.  Arthritis  Rheum 
18(2):117-121,  1975. 

49.  Zvaifler  NJ:  Further  speculation  on  the  patho- 
genesis of  joint  inflammation  in  rheumatoid  arthritis. 
Arthritis  Rheum  13:895-901,  1970. 

50.  Williams  MH,  Brostoff  J,  Roitt  IM:  Possible  role 
of  Mycoplasma  fermentans  in  pathogenesis  of  rheuma- 
toid arthritis.  Lancet  2:277-280,  1970. 

51.  Ziff  M:  Viruses  and  connective  tissue  diseases. 

Ann  Intern  Med  75:951-958,  1971. 

Dr.  Sack,  Assistant  Professor;  Dr.  Rosenthal,  Clin- 
ical Associate,  Department  of  Internal  Medicine, 
The  University  of  Texas  Medical  School  at  Hous- 
ton, Houston,  TX  77025. 


TEXAS  MEDICINE 


Sjogren’s  syndrome:  current  concept 


John  C.  Barber,  MD 

Parts  of  Sjogren’s  syndrome  have  been 
described  since  1882,  but  it  was  not  until 
1933  that  Henrik  Sjogren^  recognized  the 
classic  triad  of  keratoconjunctivitis  sicca, 
xerostomia,  and  rheumatoid  arthritis. 

This  was  41  years  after  Mikulicz  described 
the  histology  of  lymphocytic  infiltration  in 
simultaneous  salivary  and  lacrimal  gland 
enlargement.  These  two  syndromes  were 
considered  different  entities  until  1953 
when  Morgan  and  Castleman^  demonstrat- 
ed the  histologic  similarity  or  identity  of 
the  disease  processes,  concludingthat 
Mikulicz’s  syndrome  was  a subunit  of 
Sjogren’s  syndrome. 

The  current  classification,  however,  di- 
vides the  disease  into  two  subgroups. 
Sjogren’s  syndrome  refers  to  all  combina- 
tions of  dry  eyes,  dry  mouth,  and  connec- 
tive tissue  disease,  whereas  the  occur- 
rence of  dry  eyes  and  dry  mouth  without 
connective  tissue  disease  is  referred  to  as 
the  sicca  syndrome.  This  is  of  clinical  im- 
portance sinceTalaP  has  shown  that  pa- 
tients with  sicca  syndrome  have  a higher 
incidence  of  lymphoproliferative  disorders 
than  thosewith  the  full  Sjogren  syn- 
drome. 

Syndrome  Characteristics 

The  eyes  and  mouth  are  not  the  only  tis- 
sues involved  by  xerosis.  Dryness  of  other 
mucous  membranes  may  lead  to  dryness 
of  the  nasal  passages,  which  causes  dis- 
comfort, altered  sense  of  smell,  epistaxis, 
and  even  nasal  septum  perforation.  Eusta- 
chian tube  obstruction  may  cause  otitis 
media  and  deafness.  Laryngeal  and  bron- 
chial involvement  leads  to  hoarseness, 
bronchitis,  cough,  pneumonitis,  and  atelec- 
tasis. Skin  dryness  secondary  to  lymphocy- 
tic infiltration  and  atrophy  of  the  sweat 
glands  is  not  uncommon.  Vaginal  dryness 
occurs  in  upto  half  of  the  patients  but  may 


be  related  to  estrogen  deficiency  in  the  age 
group  involved. 

The  sicca  components  are  quite  varia- 
ble. Keratoconjunctivitis  sicca  occurs  in 
95%  of  patients  with  sicca  or  Sjogren’s 
syndrome.^  Xerostomia  is  less  common, 
occurring  in  about  70%,  and  a measured 
decrease  in  stimulated  salivary  flow  oc- 
curs in  only  50%.^  Salivary  gland  enlarge- 
ment is  often  episodic  and  unilateral  and 
occurs  in  only  one-fourth  of  the  patients. 
Lacrimal  gland  enlargement  and  skin  dry- 
ness are  less  frequent. 

The  third  part  of  the  triad  has  been 
expanded  from  rheumatoid  arthritis  to  in- 
clude all  of  the  connective  tissue  diseases 
and  many  lymphoproliferative  disorders. 
Approximately  one-half  of  the  patients 
with  keratoconjunctivitis  sicca  and  xeros- 
tomia have  rheumatoid  arthritis  and  an 
additional  small  percentage  have  other 
connective  tissue  diseases.  These  are  often 
accompanied  by  hypergammaglobulinem- 
ia, rheumatoid  factor,  antinuclear  anti- 
bodies, and  other  autoantibodies.  Connec- 
tive tissue  diseases  which  have  been  as- 
sociated with  Sjogren’s  syndrome  include 
systemic  lupus  erythematosus,  polymyosi- 
tis, periateritis,  scleroderma,  celiac  dis- 
ease, autoimmune  thyroiditis,  psoriatic 
arthritis,  primary  biliary  cirrhosis,  perni- 
cious anemia,  and  Behcet’s  disease. 

Approximately  90%  of  patients  with 
Sjogren’s  syndrome  are  women  between 
the  ages  of  40  and  60. ^ Most  men  with 
Sjogren’s  syndrome  have  rheumatoid  ar- 
thritis. While  50%  of  patients  with 
Sjogren’s  syndrome  have  rheumatoid  ar- 
thritis, only  15  to  25%  of  patients  with 
rheumatoid  arthritis  develop  Sjogren’s  syn- 
drome. About  2%  of  patients  with  sicca 
syndrome  develop  malignant  lymphopro- 
liferative diseases.® 

Morgan  and  Castleman^  described  the 
histopathologic  lesion  of  Sjogren’s  syn- 
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drome  as  a gradual  lymphoid  infiltration 
within  the  lobule  leading  to  atrophy  and 
loss  of  acinar  tissue  with  complete  replace- 
ment of  the  glandular  tissue  by  lymphoid 
elements.  There  is  also  hyperplasia  of 
ductal  epithelium  with  gradual  narrowing 
of  the  ductal  lumens  forming  compact  cel- 
lular units  called  myoepithelial  islands. 
While  this  picture  is  characteristic  it  is 
not  pathognomonic  as  several  inf  lamma- 
tory  diseases  can  cause  a similar  picture. 

Since  Rothman  and  associates^  describ- 
ed reticulum  cell  sarcoma  in  a patient  with 
long-standing  Sjogren’s  syndrome  in  1951 
there  have  been  many  reports  of  lympho- 
proliferative  disease  associated  with 
Sjogren’s  syndrome.  These  range  from  the 
lymphoid  infiltrates  confined  to  the  glandu- 
lartissue,  as  previously  described,  to  ex- 
traglandular  extension  of  benign  lympho- 
proliferation,  to  widespread  lymphoreticu- 
lar  malignancy. 

Diagnosis 

Sjogren’s  syndrome  should  be  suspected 
whenever  a patient  has  sicca  complaints, 
a connective  tissue  disease,  ora  lympho- 
proliferative  disease.  The  diagnosis  of 
Sjogren’s  syndrome  currently  requires  the 
presenceof  two  of  the  following;  (1)  kera- 
toconjunctivitis sicca,  (2)  xerostomia  or 
salivary  gland  enlargement,  and  (3)  a con- 
nective tissue  disease.®  If  only  the  first 
two  are  present,  the  term  sicca  syndrome 
is  used,  but  the  patient  is  considered  to 
have  the  same  disease  as  Sjogren’s  syn- 
drome. 

A careful  history  should  include  investi- 
gation of  ocular,  oral,  and  nasal  symptoms 
of  dryness:  hearing  problems;  dysphagia; 
skin  or  vaginal  dryness;  cough;  hoarse- 
ness; purpura;  vitiligo;  Raynaud’s  phe- 
nomenon; neuropathy;  muscle  weakness; 
drug  allergy:  preexisting  autoimmune  dis- 


ease, includingthyroiditisand  pernicious 
anemia:  and  the  presence  of  abnormal 
swelling  of  lymph  nodes  or  other  glands. 

Keratoconjunctivitis  Sicca 

The  most  common  presenting  symptoms 
of  dry  eyes  are  foreign  body  sensation  and 
burning,  but  dryness  may  manifest  as 
tiredness,  irritation  by  smoke  or  chemicals, 
chronic  redness,  transient  visual  blurring, 
pain,  ropy  ocular  secretions,  or  mild  itch- 
ing. Examination  may  show  interpalpebral 
vascular  injection  with  particular  peri- 
corneal injection,  irregularity  of  the  light 
reflection  from  the  cornea,  decreased  tear 
meniscus  at  the  lower  lid,  debris  in  the 
tearfilm,  or  epithelial  filaments  on  the 
cornea.  Blepharitis  caused  by  Staphylococ- 
cus aureus  \siour\6  in  two-thirds  of  pa- 
tients with  dry  eyes  and  adds  to  the  severity 
of  symptoms.  The  presence  of  the  Staphy- 
lococcus is  shown  by  ring  concretions  on 
the  lashes,  ulceration  of  the  skin  in  the  lash 
line,  mild  lid  margin  erythema,  and  if  the 
infection  is  severe,  by  subepithelial  white 
corneal  infiltrates. 

The  Schirmertest  is  helpful  in  docu- 
menting lacrimal  function  but  is  not  re- 
liable as  a sole  diagnostic  test.  Normal 
tear  flow  varies  with  age  and  sex  so  that 
a minimum  normal  value  is  difficult  to 
establish.  Foryoung  people,  15  mm  of  wet- 
ting of  the  paper  strip  in  five  minutes  is 
considered  normal.  This  value  decreases 
to  5 mm  in  five  minutes  by  age  80.  Most 
patients  become  symptomatic  when  basal 
tear  secretion  falls  below  5 mm  in  five 
minutes.  To  determine  basal  secretion  the 
eye  is  anesthetized  with  topical  drops 
several  minutes  priortothe  Schirmertest 
to  block  reflex  tearing. 

A more  clinically  applicable  method  of 
detecting  dry  eyes  is  by  rose  bengal  stain- 
ing. Part  of  a drop  of  rose  bengal  is  placed 
on  the  wooden  end  of  an  applicator  stick 
and  touched  to  the  inside  of  the  lower  lid 
margin.  Blinkingspreadsthe dye,  which 
stains  epithelial  cells  that  have  been  dam- 
aged by  drying.  Clinically  important  dam- 
age is  seen  as  macroscopic  red  staining 
of  the  conjunctiva  and  cornea  confined  to 
the  interpalpebral  area.  The  extent  of  stain- 
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ing  correlates  well  with  the  severity  of  the 
disease.  Anesthetics  and  excessive  manip- 
ulation must  be  avoided  before  rose  bengal 
staining  as  they  may  cause  false  positive 
results.  Care  should  be  taken  to  use  only 
part  of  a drop  of  dye,  as  a whole  drop  in- 
stilled directly  into  the  eye  may  cause 
severe  pain  and  overflow  which  stains  the 
skin  of  the  lids  and  face. 

Normal  tears  contain  lysozyme  which  is 
bactericidal  to  some  bacteria.  Its  produc- 
tion in  the  lacrimal  gland  is  lost  early  in 
the  disease.®  The  presence  of  lysozyme 
can  be  tested  by  collecting  tears  on  a 
Schirmer  strip  or  by  capillary  tube  and 
placing  them  on  cultures  of  Micrococcus 
lysodeikticus,  which  is  very  sensitive  to 
lysozyme. 

Xerostomia 

A history  for  xerostomia  should  include 
past  or  present  salivary  gland  enlarge- 
ment, increased  fluid  intake,  continuous 
use  of  mints,  oral  soreness,  abnormal 
taste,  and  dysphagia.  Often  a question  on 
the  ability  to  eat  a cracker  without  some- 
thingtodrinkwill  elicit  positive  history. 
Examination  may  show  loss  of  salivary 
pooling  or  velvety  appearance  of  the  muco- 
sa. The  mucosa  may  be  dry  to  touch  and 
may  even  appear  like  parchment.  Dental 
caries  adjacent  to  the  gingiva  and  on  the  in- 
cisional edges  become  severe  and  rapidly 
progressive.  There  may  be  loss  of  filiform 
papillae  of  the  dorsal  tongue  with  f issur- 
ing  and  erythema.  Candida  albicans  is  a 
frequent  invader  under  these  circum- 
stances. 

Documentation  of  decreased  salivary 
gland  function  may  bedone  in  a number 
of  ways.  One  of  the  better  methods  is  by 
measurement  of  parotid  salivary  flow  rate. 
This  isdone  by  applying  a suction  cupto 
the  salivary  duct  to  collect  the  saliva  while 
thetongue  is  stimulated  with  lemon  juice. 
Interpretation  of  results  is  complicated  by 
the  variation  of  salivary  flow  rate  with  age 
and  sex.  Hydrostatic  sialography  with  the 
injection  of  radiopaque  dye  into  the  duct  is 
more  helpful  late  in  the  disease  when  it 
shows  damage  to  the  duct  which  has  caus- 
ed duct  deformity.  Biopsy  of  the  parotid 


gland  is  considered  dangerous,  but  labial 
biopsy  of  the  accessory  salivary  glands 
shows  the  typical  lymphocytic  infiltration® 
and  is  the  only  test  which  shows  the  nature 
of  the  disease  involvingthe  salivary 
glands. 

Other  Organ  System  Involvement 

The  number  of  diseases  that  have  been  as- 
sociated with  Sjogren's  syndrome  con- 
tinues to  increase.  As  more  research  is 
done,  the  extent  to  which  Sjogren's  syn- 
drome is  known  to  involve  the  other  organ 
systems  becomes  increasingly  impressive. 
All  of  the  major  organ  systems  are  affected 
by  the  lymphocytic  infiltrations  of  this 
syndrome. 

Chronic  bronchitis  with  chronic  produc- 
tive cough  occurred  in  more  than  half  of 
the  patients  studied  by  Whaley  and  as- 
sociates.4  jhis  was  associated  with  restric- 
tive ventilatory  defects,  pneumonia,  and 
pulmonary  fibrosis. 

The  gastrointestinal  system  involvement 
includes  esophageal  webs,  atrophic  gastri- 
tis, and  pancreatitis.  Liver  diseases  have 
been  associated  with  Sjogren's  syndrome, 
according  to  several  investigators,  and  in- 
clude active  chronic  hepatitis,  primary 
biliary  cirrhosis,  and  cryptogenic  cirrho- 
sis. Pernicious  anemia  has  been  found  in 
Sjogren's  syndrome  and  is  associated  with 
the  presence  of  gastric  parietal  cell  anti- 
body.^® 

Lymphocytic  infiltration  of  the  kidney 
may  lead  to  interstitial  nephritis  or  renal 
tubular  defects  which  cause  renal  tubular 
acidosis,  uricosuria,  phosphaturia,  and 
aminoaciduria. 

Nervous  system  involvement  includes 
cranial  nerve  dysfunction  and  peripheral 
neuropathy,  probably  secondary  to  arteri- 
tis in  or  near  nerves.  Several  cases  of 
myasthenia  gravis  have  been  reported.  A 
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type  of  late-onset  myopathy  has  been  seen 
by  several  investigators. “ 

About  5%  of  patients  with  Sjogren’s 
syndrome  also  have  or  have  had  Hashi- 
moto’s  thyroiditis. 12  0oth  primary  hypo- 
thyroid disease  and  simple  goiter  are  also 
increased.  Autoantibody  studies  have 
shown  both  thyroglobulin  and  thyroid  mi- 
crosomal antibodies. 

Vascular  problems  include  Raynaud’s 
phenomenon,  purpura,  and  arteritis.  The 
Raynaud’s  phenomenon  is  not  associated 
with  cryoglobulins  and  affects  one-fourth 
to  one-third  of  patients.  Up  to  20%  of  pa- 
tients with  hyperglobulinemic  purpura  of 
the  lower  extremities  will  develop 
Sjogren’s  syndrome,  although  the 
Sjogren’s  syndrome  may  occur  first.  Both 
simple  arteritis  and  polyarteritis  nodosa 
have  been  found  with  Sjogren’s  syndrome, 
and  arteritis  is  thought  to  be  the  basis  for 
the  neuropathies. 

Normochromic  or  hypochromic  anemia 
is  fairly  common  and  is  more  frequent  with 
connective  tissue  diseasethan  sicca  syn- 
drome. Leukopenia  and  eosinophilia  are 
occasionally  encountered. The  erythro- 
cyte sedimentation  rate  is  usually  elevated 
and  may  be  high.  The  lymphoproliferative 
disorder  of  Sjogren’s  syndrome  may  be 
mild  and  benign  or  fulminantly  malignant. 
Hughes  and  Whaleyi^  feel  that  the  patient 
with  Sjogren’s  syndrome  who  develops 
lymphoma  has  certain  characteristics 
which  distinguish  his  as  a high-risk  case. 
These  patients  have  a sicca  syndrome  that 
is  long-standing  and  severe  with  increased 
lymphadenopathy,  splenomegaly,  leuko- 
penia, vasculitis,  neuropathy,  Raynaud’s 
phenomenon  and  hyperglobulinemia,  but 
arthritis  is  very  mild  or  absent.  They  also 
have  high  titers  of  rheumatoid  factor  and 
other  autoantibodies  and  may  have  a dis- 
proportionate increase  in  IgM  as  compared 
to  IgG.  Talal,2  however,  states  that  IgM  is 


particularly  high  only  when  associated  with 
Waldenstrom’s  macroglobulinemia,  and 
tends  to  become  abnormally  low  during 
the  development  of  a lymphoma  or  reti- 
culum cell  sarcoma.  A sudden  drop  in  IgM 
may  herald  the  presence  or  development 
of  a malignant  lymphoproliferation. 

Immunologic  changes  are  a definite  part 
of  Sjogren’s  syndrome  and  may  be  the 
common  thread.  The  rate  of  occurrence  of 
serum  autoantibodies  is  exceeded  only  in 
systemic  lupus  erythematosus. Hyper- 
gammaglobulinemia is  almost  always  pres- 
ent and  is  usually  polyclonal. i®  A mono- 
clonal variety  involving  IgM  is  seen  only  in 
Waldenstrom’s  macroglobulinemia  with 
Sjogren’s  syndrome.  Rheumatoid  factor  is 
seen  in  75%  to  100%  of  patients,  depend- 
ing on  the  method  of  assay.  This  is  true 
even  in  those  without  clinical  arthritis.  An- 
tinuclear antibodies  are  found  in  two- 
thirds,  whereas  typical  lupus  cells  are 
found  in  10%.^  Antibodies  to  native  DNA 
are  not  found,  which  is  useful  in  differen- 
tiating Sjogren’s  syndrome  from  systemic 
lupus  erythematosus  in  which  they  are 
almost  always  found.  Interaction  between 
IgG  and  rheumatoid  factor  has  produced 
large  aggregates  leading  to  a hypervis- 
cosity syndrome  in  several 
patients. 

Etiology 

The  rapid  expansion  of  the  concept  of 
Sjogren’s  syndrome  has  stimulated  con- 
siderable research  into  the  mechanism  of 
this  widespread  and  diverse  disease.  The 
many  immunoglobulin  changes  and  auto- 
antibodies have  given  rise  to  an  autoim- 
mune theory  that  is  now  widely  accepted. 

The  histopathologic  lesion  is  one  of  pro- 
nounced infiltration  of  the  exocrine  glands 
and  other  involved  organs  by  lymphocytes. 
The  excessive  production  of  immunoglobu- 
lins IgG  and  IgM,  but  not  IgA,  indicates 
that  these  are  B cell  lymphocytes  of  re- 
mote peripheral  origin  such  as  spleen  or 
lymph  nodes.  Immunofluorescence  study 
of  the  infiltrates,  however,  indicates  the 
presence  of  both  T and  B cell  lymphocytes. 

T cell  lymphocytes  are  known  to  regulate 
the  B cell  production  of  antibodies  by  both 
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stimulatory  and  inhibitory  activity.  There- 
fore, Sjogren’s  syndrome  is  possibly  a T 
cell  defect  with  loss  of  suppression  of  B 
cell  proliferation  and  antibody  production. 

There  is  still  some  feeling  that  this  is  a 
slow  virus  disease.^®  This  is  prompted  by 
the  fact  that  viral  disease  exists  in  mice 
which  is  clinically  and  histologically  simi- 
lar to  Sjogren’s  syndrome  in  humans,  and 
by  the  observations  by  several  investiga- 
tors of  so-called  virus-like  particles, 
tubular  arrays,  and  tubuloreticular  struc- 
tures. Histologic  studies  have  not  confirm- 
ed the  viral  nature  of  these  particles. 

There  is  yet  another  theory  which  com- 
bines both  of  the  previously  mentioned 
theories.®  This  theory  invokes  a chronic 
intense  stimulation  initiated  by  an  un- 
known stimulus,  possibly  a slow  or  latent 
virus,  which  alters  self  antigens  and  there- 
by evokes  an  immune  response.  The  local- 
ized response  could  become  generalized 
with  extraglandular  extension.  Exhaustion 
of  the  lymphoproliferative  system  could 
lead  to  neoplastic  transformation  or  dedif- 
ferentiation to  blast  cells. 

Treatment  of  Keratoconjunctivitis  Sicca 

Thetreatment  of  keratoconjunctivitis  sicca 
is  determined  by  the  degree  of  damage  and 
the  symptoms  of  the  patient.  Low  Schirmer 
test  values  are  not  adequate  justification 
for  treatment  in  the  absence  of  epithelial 
damage  or  symptoms.  The  majority  of  pa- 
tients with  Sjogren's  syndrome  will  re- 
spond well  to  any  artificial  tears,  since  in 
most  cases  only  the  aqueous  tear  layer  is 
depleted.  In  advanced  cases  in  which  the 
mucus  is  abnormal  and  has  poor  wetting 
qualities,  an  artificial  tearwith  mucin-like 
wetting  qualities  such  as  Adapette,  Ad- 
sorbotear,  or  Tears  Natureale  may  give 
better  results.  In  patients  for  whom  artifi- 
cial tears  are  ineffective,  a thermal  closure 
of  the  lacrimal  puncta  may  allow  sufficient 
pooling  to  alleviate  symptoms.  The  lids 
should  be  cultured  lor  Staphylococcus  since 
it  occurs  in  two-thirds  of  dry  eyes  and  must 
be  eradicated  for  complete  relief  of  dis- 
comfort. 

If  symptoms  persist,  a therapeutic  soft 
contact  lens  can  be  used  to  protect  the 


cornea  and  keep  it  moist.  Care  must  be 
taken  to  keep  the  lens  from  drying  and  to 
avoid  infection.  The  lens  wetness  is  main- 
tained by  frequent  saline  drops.  A 5% 
solution  of  N-acetylcysteine  (Mucomyst) 
may  be  used  once  ortwice  daily  to  prevent 
the  mucus  buildup  on  the  soft  lens. 

When  soft  lenses  are  ineffective  or  can- 
not be  worn,  Saran  Wrap  occlusion  of  the 
eye  may  be  tried  to  prevent  tear  evapora- 
tion. A piece  of  Saran  Wrap  is  applied  to 
the  face  from  brow  to  cheek  and  from  tem- 
ple to  temple.  Some  patients  prefer  diving 
goggles  to  obtain  a 100%  humidity  forthe 
eye.  A partial  tarsorrhaphy  may  decrease 
tear  evaporation  sufficiently  to  prevent 
damage  and  relieve  discomfort  with  or 
without  artificial  tears. 

If  all  else  fails,  an  electrolytic  pump  can 
be  used  with  percutaneous  or  spectacle- 
supported  plastic  tubing  to  supply  artificial 
tears  to  the  eye  at  a slow  continuous  rate. 
This  is  used  only  as  a last  resort  as  the 
logistics  of  the  system  greatly  limit  its 
use. 

Parotid  duct  transplant  to  the  conjunc- 
tiva is  usually  unsuccessful  in  this  disease 
because  of  parotid  involvement  by  the  dis- 
ease. In  patients  whose  mouth  is  not  dry,  a 
parotid  duct  transplant  leads  to  too  much 
tear  flow  at  meal  times  and  too  little  be- 
tween meals.^® 

Use  of  chronic  topical  steroid  therapy 
is  to  be  avoided  or  done  with  extreme  care 
to  prevent  corneal  perforation.  Chronic 
use  of  steroids  which  enhance  corneal  col- 
lagenase  activity  has  led  to  quiet  formation 
of  descemetocele  and  corneal  perfora- 
tion.i® 

Diuretics,  belladonna  alkaloids,  anti- 
hypertensives and  some  antidepressants 
may  decrease  lacrimal  gland  function  and 
should  be  avoided  or  kept  to  a minimum. 

Mild  cases  of  xerostomia  may  respond 
to  increased  or  frequent  fluid  intake.  If 
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this  fails,  a 2%  solution  of  methylcellu- 
lose  or  glycerin  lozenges  may  be  tried. 
Whaley  and  associates^  suggest  a mouth- 
wash containing  citric  acid  (25  gm),  es- 
sence of  lemon  (40  ml),  and  glycerin  (suf- 
ficient to  bringto  2 liters).  This  both 
stimulates  saliva  production  and  lubricates 
the  mouth. 

Scrupulous  oral  hygiene  must  be  employed 
to  decrease  dental  caries  and  avoid  ex- 
tensive dental  problems. 

Nasal  dryness  is  best  treated  with  saline 
drops  or  soaks.  Oilydrops  are  to  be  avoid- 
ed as  they  may  cause  aspiration  lipoid 
pneumonia. 

Patients  with  dysphagia  should  be 
checked  by  barium  swallow  for  an  esopha- 
geal web,  although  dysphagia  may  be  sec- 
ondary to  lack  of  saliva. 

Skin  dryness  may  be  treated  with  mois- 
turizing agents  as  needed  and  vaginal  dry- 
ness usually  responds  to  estrogens  or 
moisturizing  agents. 

The  many  diseases  associated  with 
Sjogren’s  syndrome  should  be  treated  in 
the  manner  appropriate  to  the  disease,  as 
though  Sjogren’s  syndrome  were  not  part 
of  it. 

Conclusion 

When  treatingthe  sicca  syndrome  in  any 
patient,  but  most  especially  in  the  young 
person,  it  is  important  to  remember  that 
numerous  other  systems  may  be  involved. 

It  may  be  the  first  indication  of  an  under- 
lying connective  tissue  disease  or  lym- 
phoma. A thorough  work-up  should  be  per- 
formed with  the  associated  pathologic  con- 
ditions in  mind.  Laboratory  tests  should  in- 
clude erythrocyte  sedimentation  rate,  com- 
plete blood  count,  serum  protein  and  pro- 
tein electrophoresis,  rheumatoid  factor, 
and  antinuclear  antibodies. 

It  is  important  to  follow  patients  with 


Sjogren’s  syndrome,  especially  those  with 
severe  sicca  syndrome  without  arthritis, 
for  the  development  of  lymphoproliferative 
malignancy. 
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Transsphenoidal  microsurgery 
for  selective  removal  of 
functional  pituitary  microadenomas 


Karl  D.  Nielson,  MD;  Kemp  Clark,  MD 

Late  manifestations  of  pituitary  tumors 
are  well  known  to  most  physicians.  Until 
comparatively  recently,  treatment  was  de- 
signed for  removal  of  mass  lesions.  Most 
pituitary  surgery  or  radiation  was  perform- 
ed on  patients  demonstrating  signs  and 
symptoms  of  rather  large  tumors.  Surgery 
was  done  transcranially.  Stigmata  of  ad- 
vanced acromegaly,  Cushing’s  disease, 
and  visual  field  deficits  from  chromophobe 
adenomas  of  sufficient  size  to  encroach  on 
the  optic  chiasm  were,  and  remain,  the 
prime  indications  for  pituitary  surgery. 
Recent  endocrinological  and  neuroradio- 
logical  advances  have  made  possible  detec- 
tion of  small,  minimally  symptomatic 
hypophyseal  tumors  in  early  stages  of  their 
development.  In  parallel,  the  development 
of  transsphenoidal  neurosurgery  has  evolv- 
ed for  treatment  of  these  tumors.  These 
technological  advances  bring  with  them 
the  added  responsibility  for  primary  physi- 
cians and  internists  to  increase  their 
clinical  index  of  suspicion  and  diagnostic 
acumen  to  detect  patients  with  such  treat- 
able pituitary  tumors. 

Transsphenoidal  surgery  has  become 
the  safest  and  most  effective  procedure 
in  the  management  of  pituitary  tumors.  De- 
veloped in  1905^^  and  improved  duringthe 
next  few  years,®  this  technique  was  used 
by  Cushingfor  many  of  the  patients  in  his 
large  series.®  He  abandoned  it  because  of 
poor  visualization  and  a high  incidence  of 
postoperative  cerebrospinal  fluid  (CSF) 
rhinorrhea  and  meningitis.  The  use  of  the 
operative  microscope,  televised  fluoro- 
scopy, and  microneurosurgical  instru- 
ments and  techniques  have  revivified  the 
operation.  Guiot,®-'^  initially,  and  Hardy,®’^® 
have  made  important  contributions  to  the 
development  of  the  present  transspheno- 
idal operation.  This  approach  has  been 
used  on  the  Neurosurgical  Service  in 
Southwestern  Medical  School  almost  ex- 


clusively during  the  past  three  years. 
Transcranial  surgery  has  been  reserved 
for  large  or  eccentrically  placed  tumors. 
Twenty-nine  cases  of  pituitary  tumors  have 
been  operated  upon.  These  include  10 
cases  of  nonhormonally  active  chromo- 
phobe adenomas,  and  19  functional  ade- 
nomas. This  latter  group  includes  15 
growth-hormone-secreting  tumors,  three 
prolactin-secreting  neoplasms,  and  one 
adrenocorticotropin-secreting tumor.  In  ad- 
dition to  our  patients  with  tumors,  three 
patients  with  CSF  rhinorrhea^^  have  under- 
gone successful  transsphenoidal  surgery, 
and  three  patients  have  undergone  trans- 
sphenoidal hypophysectomy  for  palliation 
of  metastatic  carcinoma. 

Each  patient  in  this  series  was  referred 
by  the  Department  of  Obstetrics  and  Gyne- 
cology or  the  Department  of  Internal  Medi- 
cine. Thorough  endocrinological  evalua- 
tion had  been  done  before  referral.  To  this 
was  added  sellar  polytomography  in  two 
planes,  fractional  pneumoencephalogra- 
phy, and  occasionally  cerebral  arteri- 
ography. 

Technique  of  Surgery 

The  patient  is  placed  in  a semisitting  posi- 
tion with  the  head  turned  slightly  towards 
the  operator.  A mobile  C arm  radiofluoro- 
scopic  image  intensifier  is  placed  to  allow 
a lateral  view  of  the  sella  turcica  on  the 
television  monitoring  screen.  The  image 
intensifier  is  activated  briefly  as  the  vomer 
bone  is  approached,  but  more  frequently 
as  the  transsphenoidal  and  intrapituitary 
phases  of  the  operation  are  performed. 

This  provides  rapid  and  safe  access  tothe 
desired  site,  with  close  monitoring  pre- 
venting improper  placement  of  instru- 
ments laterally  nearthe  cavernous  sinus 
or  too  deeply  through  the  diaphragma  sel- 
lae  into  the  optic  chiasm  or  brain  stem. 
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The  operating  microscope  is  placed  within 
the  circle  of  the  image  intensifier  arms  for 
visualization  of  the  opened  sphenoid  sinus 
and  the  sellar  contents. 

General  endotracheal  anesthesia  was 
used  in  all  cases.  The  oral-pharyngeal  cavi- 
ty is  packed  with  moistened  2-inch  gauze. 
The  patient’s  face  below  the  eyes,  his 
nasal  cavities,  and  upper  gingiva  are  clean- 
ed with  Betadine  solution.  The  medial  and 
inferior  nasal  mucosa  and  the  upper  an- 
terior oral  gingiva  and  mucosa  are  infil- 
trated with  sterile  normal  saline  solution 
containing  aqueous  epinephrine  in  a con- 
centration of  1:250,000.  A small  area  on 
the  anterolateral  rightthigh  is  draped 
separately  after  routine  surgical  prepara- 
tion to  obtain  fascia  lata  femoris  and  mus- 
cle for  packing  the  opened  pituitary  fossa 
at  closure. 

A horizontal  incision  is  made  through 
the  mucosa  of  the  upper  lip  from  one 
canine  fossa  to  the  other.  The  upper  maxil- 
lary ridge  and  frontal  nasal  spinous  proc- 
ess are  exposed  by  submucosal  elevation 
with  staphylorrhaphy  dissectors  (Fig  lA). 
The  maxillary  ridge  and  the  frontal  nasal 
spinous  process  are  removed  with  a small, 
sharp  osteotome.  A submucous  resection 
of  the  inferior  one-third  of  the  cartilagin- 
ous nasal  septum  is  performed.  The 
mucosa  should  be  elevated  intact  as  per- 
foration may  allow  potential  contamina- 
tion. A bivalve  nasal  speculum,  directed 
towards  the  floor  of  the  sphenoid  sinus 
underfluoroscopic  control,  is  inserted  into 
the  submucosal  cavity  thus  created.  The 
septum  is  removed  sharply  with  a swivel 
or  piecemeal  with  small  Jansen-Middleton 
rongeurs.  A larger  Cushingtranssphenoi- 
dal  self-retaining  retractor  is  substituted 
forthe  nasal  speculum  afterthe  vomer 
is  exposed  (Fig  B).  The  keel-shaped  vomer 
is  detached  by  grasping  it  with  a pituitary 
rongeur.  This  bone  is  saved,  as  are  the 


portions  of  the  septum,  to  insert  in  the 
open  floor  of  the  pituitary  fossa  during 
closure. 

The  operating  microscope  is  brought  in- 
to use  at  this  time,  and  the  remainder  of 
the  operation  is  performed  using  magni- 
fied three-dimensional  vision.  The  excel- 
lent illumination  provided  is  most  benefi- 
cial. Further  removal  of  the  floor  of  the 
sphenoid  process  is  done  with  the  Kerri- 
son  punch.  The  suction  cautery  is  em- 
ployed to  exenterate  all  visible  sphenoid 
sinus  mucosa. 

Access  to  the  anterior  and  inferior  sec- 
tions of  the  floor  of  the  sella  is  gained.  A 
midline  window  is  made  in  the  sella  floor 
with  a small  osteotome.  Bone  is  then  re- 
sected until  an  adequate  opening  for  intra- 
sellar manipulation  is  provided  (Fig  1C). 
This  is  usually  about  a 1 to  1.5  cm  open- 
ing. The  dura  in  the  sella  is  protected  to 
permit  a controlled  opening  of  the  gland. 
Atransverse  orT-shaped  dural  incision  is 
made  and  the  dura  is  separated  from  the 
pituitary  gland.  A small  adenoma,  or  total- 
ly replaced  adenomatous  pituitary  gland, 
may  extrude  itself,  separating  easily  from 
the  firm,  normal  anterior  pituitary  paren- 
chyma. Sometimes  it  is  necessary  to  sepa- 
rate a firm  adenoma  or  microadenoma 
from  the  gland  with  blunt  instruments 
(Figs  1 D and  E).  We  routinely  save  speci- 
mens of  our  hormonally  active  pituitary 
tumors  for  routine  pathological  studies, 
electron  microscopy,  and  cell  culture. 

Closure  is  simple.  Muscle  and  fascia 
lata,  obtained  from  the  thigh,  are  placed 
in  the  pituitary  fossa  (Fig  1 F),  and  secured 
by  a piece  of  cartilaginous  septum  or  vom- 
er, slightly  larger  than  the  opening  in  the 
sella.  This  bone  is  inserted  underthe  rim 
of  opened  sellar  floor  (Fig  lG).This  man- 
euver helps  prevent  CSF  leakage  by  keep- 
ing the  muscle  from  falling  into  the  sub- 
mucous space.  The  nose  is  packed  with  a 
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1.  A-C.  Illustrating  the  approach,  sublabially  and  through  the  sphenoid  sinus. 


D-G.  The  technique  of  tumor  removal  and  of  closure  of  the  sella. 
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gauze  strip  soaked  in  antibiotic  ointment. 
Closure  of  the  labial  mucosal  incision  is 
optional. 

Results 

In  the  group  of  15  patients  with  acrome- 
galy, postoperatively  all  but  four  patients 
achieved  normal  growth  hormone  levels 
(less  than  5 ng/ml).  Two  of  the  four  had 
growth  hormone  levels  below  10  ng/ml, 
and  the  other  two  achieved  near  normal 
levels  after  reoperation.  The  patients  with 
prolactin-secretingtumors  have  shown 
decreasing  levels  of  prolactin  (starting 
with  greater  than  120  ng/100  ml  at  the 
height  of  the  disease)  and  decreased  galac- 
torrhea, but  have  not  achieved  normal 
prolactin  levels  (less  than  20  ng/100  ml). 
Two  patients  in  the  entire  series  had  nau- 
sea, vomiting,  and  low  serum  sodium  and 
potassium  levels  transiently  one  week 
postoperatively.  This  was  easily  corrected 
by  fluid  and  electrolyte  therapy.  There 
were  no  other  complications  to  date  (Au- 
gust 1975). 

Discussion 

Clinical  cases  of  excessive  secretion  of 
anterior  pituitary  mediated  hormones  have 
been  reported  which  involve  prolactin 
(galactorrhea,  amenorrhea,  and  infertil- 
ity), ACTH  (Cushing’s  disease  and  Nel- 
son’s syndrome),  somatotrophic  hormone 
(gigantism  and  acromegaly),  rarely  thyro- 
tropin (hyperthyroidism),  and  even  more 
rarely  excessive  follicle  stimulating  hor- 
mone (FSH)  associated  with  eunuchoidism. 
The  present  series  includes  the  first 
three  types.  Our  experience  with  acrome- 
galy will  be  published  in  detail  separate- 
ly.i®  Well  established  and  reproducible 
assays  are  available  for  each  pituitary 
hormone;  and  in  combination  with  provoca- 


tive and  suppressive  tests,  it  is  now  possi- 
ble to  diagnose  secreting  tumors  with 
accuracy  and  confidence.  Polytomography 
of  the  sella  in  two  planes  is  the  initial 
step  in  determining  if  a microadenoma  is 
the  source.  Selective  angiography  with 
substraction  and  magnification,  and  pneu- 
moencephalography (especially  with  poly- 
tomography) are  most  helpful  procedures 
in  further  evaluation  of  the  patients. 

The  establishment  of  the  diagnosis  of  a 
hypersecretingtumor  is  usually  indication 
for  its  surgical  removal.  No  other  therapy 
is  capable  of  returning  the  patient  to  a 
normal  endocrinologic  status  in  a large 
number  of  cases.  Transsphenoidal  surgery 
for  such  tumors  allows  successful  removal 
of  the  functional  adenoma  and  preserva- 
tion of  normal  pituitary  function  in  a grati- 
fying number  of  patients.  This  series  of 
transsphenoidal  operations,  like  others,  is 
free  of  significant  morbidity  with  no  mor- 
tality to  date  (August). 

Prolactin-secreting  adenomas  are  the 
most  frequently  diagnosed  functional  pitui- 
tary neoplasms,  and  represent  perhaps 
25%  of  all  pituitary  tumors. 12,16  In  ^he 
past  they  have  not  been  treated  surgically 
because  craniotomy  and  complete  hypo- 
physectomy  entail  excessive  risk.  First 
described  in  1954,  sometimes  called  the 
Forbes-Albright  syndromes,®  the  syndrome 
of  nonpuerperal  galactorrhea,  amenor- 
rhea, low  urinary  FSH  levels,  and  infertility 
should  alertthe  physician  to  the  possible 
existence  of  a microadenoma.  Baseline 
serum  prolactin  levels  greater  than 
25ng/ml  (N  = 10-20ng/ml),  and  failure 
of  phenothiazine  drugs  to  induce  a sig- 
nificant rise  in  prolactin  levels  establish 
the  diagnosis.  T ranssphenoidal  surgery 
allows  removal  of  the  adenoma  with  pres- 
ervation of  normal  pituitary  function  and 
reversal  of  the  clinical  signs.  Our  three 
cases  illustratethis  point. 
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These  tumors  (usually  acidophilic  ade- 
nomas) are  present  in  both  men  and  wom- 
en. Surgery  may  be  indicated  in  patients 
strongly  desirous  of  fertility,  and  in  order 
to  avoid  the  annoyance  of  galactorrhea 
and  amenorrhea.  Radiation  therapy  and 
drugs  have  been  ineffective.  The  ultimate 
role  of  surgery  is  yet  to  be  fully  determined. 
However,  at  the  present  state  of  the  art, 
we  recommend  that  primary  physicians, 
internists,  and  gynecologists  or  other  prac- 
titioners who  encounter  infertility,  men- 
strual irregularities  (especially  secondary 
amenorrhea),  orwho  discover  galactor- 
rhea during  breast  examination,  evaluate 
their  patients  with  routine  skull  and  hand 
films,  sellar  polytomography,  and  thorough 
endocrinological  evaluation. 

Somatotropic  (growth)  hormone  results 
in  gigantism  in  prepubertal  patients  and  in 
acromegaly  thereafter.  Correct  and  early 
diagnosis  is  possible  because  of  the  availa- 
bility of  human  growth  hormone  assay. 
Significant  morbidityand  shortening  of 
life  complicate  the  courses  of  patients  with 
these  tumors,  making  effective  treatment 
clearly  indicated. 

Early  clinical  clues  which  should  alert 
the  primary  physician  are  complaints  of 
fatigue  without  apparent  cause,  mild  or 
equivocal  adult  onset  diabetes  mellitus  or 
hypertension,  coarsening  of  facial  features, 
enlargement  of  hands  (especially  glove 
or  ring  size),  and  enlargement  of  the  head 
(hat  size).  Comparison  of  the  patient  with 
his  old  photographs  may  be  illuminating 
to  both  the  patient  and  his  physician.  X-ray 
evidence  of  enlarged  mandible,  hands,  and 
frontal  sinuses  advance  the  clinical  suspi- 
cion. Again, a high  index  of  suspicion  on 
the  part  of  the  physician  regularly  seeing 
such  a patient  for  varied  problems  may 
indeed  save  the  patient  extended  mor- 
bidity and  even  earlier  than  expected  de- 
mise by  detecting  early  subtle  changes  of 


endocrine  dysfunction.  Serious  diabetes, 
bone,  muscle,  and  cardiovasculardisease 
are  late  manifestations. 

T ranssphenoidal  surgery  is  the  prefer- 
red treatment.  Standard  irradiation  thera- 
py does  not  reduce  growth  hormone  levels 
to  normal  and  bringthe  disease  under  con- 
trol. Heavy  particle  irradiation  appears  to 
be  effective  but  is  available  in  only  a few 
centers.  The  long-term  effects  of  such 
radiation  on  surroundingtissues  is  unsure. 
Other  surgical  methods,  such  as  cryo- 
surgery, are  less  sure,  or,  like  craniotomy, 
less  safe  than  transsphenoidal  microsur- 
gery. 

Cushing’s  syndrome  may  be  caused  by 
multiple  sources  of  increased  adrenal  cor- 
ticosteroids. Cushing’s  disease,  which  is 
hypersecretion  of  pituitary  adrenocorti- 
cotropic hormone,  is  most  likely  due  to  a 
functional  microadenoma  of  the  anterior 
hypophysis.  Cushing’s  syndrome,  on  the 
other  hand,  may  be  due  to  adrenal  hyper- 
function or  adenomas.  Early  clinical  sus- 
picion on  the  part  of  the  primary  physician 
should  be  aroused  by  patient’s  reports  of 
fatigue,  change  in  body  habitus  toward 
centripetal  obesity,  polyuria,  polydipsia, 
hyperthyroidism.  Somewhat  later,  the 
patient  may  demonstrate  the  classical 
moon  facies,  abdominal  striae,  and  dia- 
betes characterizingthe  full  Cushing’s 
syndrome.  The  early  symptoms  are  cer- 
tainly common  ones,  but  if  patients  are  to 
be  saved  the  serious  consequences  of 
advanced  disease,  more  early  attention 
needs  to  be  paid  to  such  constellations  of 
symptoms  and  signs.  Many  confirmatory 
endocrinological  tests  can  be  performed 
outside  the  major  medical  centers.  Cush- 
ing’s disease  can  be  differentiated  from 
Cushing’s  syndrome  by  determination  of 
elevated  serum  ACTH  and  by  the  dexa- 
methasone  suppression  test.  Corticos- 
teroid is  suppressed  when  high  doses  of 
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dexamethasone  are  given  for  several  days 
if  an  adrenal  adenoma  is  present.  If  a pitui- 
tary adenoma  is  present,  transsphenoidal 
excision  is  the  treatment  of  choice. 

Nelson’s  syndrome, consisting  of  ele- 
vated ACTH  levels  and  related  skin  hyper- 
pigmentation, occurs  in  a small  percentage 
of  patients  following  bilateral  total  adrenal- 
ectomy for  Cushing’s  syndrome.  Long  term 
followup  by  the  primary  physician  with 
care  taken  to  document  increase  in  skin 
color  after  the  patient  leaves  the  major 
center  may  be  the  first  or  only  chance  to 
detect  early  changes  of  this  serious  con- 
dition. A pituitary  microadenoma,  prob- 
ably present  before  adrenalectomy,  is  the 
cause.  Again,  the  transsphenoidal  ap- 
proach is,  by  all  criteria,  the  treatment  of 
choice. 
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^ facts  about  auditory  testing  and  hearing  losses  and  how 
/ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of^ 
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^ 4201  West  Victoria  Street,  Chicago,  Illinois  60646 


What  Makes  A Hospital 
Great  For  Doctors? 

• Doctor  Management? 

• A Growing  Metropolitan  Area? 

• Close  Linkage  With  Medical  — Research  Facilities? 

• Constant  Addition  Of  New  Ideas,  Young  Ideas? 

• All  The  Above? 
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We  Think  So! 


That’s  why  Pasadena  Bayshore  is  the  ideal  place  to  begin  your  practice. 

You’ll  help  us  continue  to  build  greatness.  You’ll  begin  building  your  practice  — your  career  — as  you  help  the  continued  building  of 
this  379  bed  (soon  to  be  470  bed)  hospital,  situated  in  Pasadena,  Texas  — just  north  of  the  Space  Craft  Center  — a few  miles  east  of 
the  Houston  Medical  Center. 

Built  by  physicians,  Bayshore  has  move-in  options,  services,  and  many  special  facilities  designed  to  meet  the  individual  physician’s 
relocation  needs.  Check  these  advantages,  then  check  with  the  Pasadena  Bayshore  Hospital. 


• Ninety  acre  complex  — space  for  growth. 

• Ample  office  space  presently  available  in  modern, 
professional  building. 

• Importantly  for  young  doctors  — you  are  assured  of  an 
immediate  practice.  Talk  with  us  about  your  income 
assurance  during  that  first  critical  year. 

• Lots  available  — room  for  your  own  office  buildings. 


• Doctor  Management  — doctors’  needs  are  paramount. 

• Highly-trained  staff  — superior  general  services. 

• Specialized  services  and  facilities  — including  nuclear 
medicine,  obstetrics,  cardiology  (and  psychiatry  located  in 
our  separate  Psychiatric  Annex). 

• For  your  convenience  - answering  service,  full  line  of  doctors’ 
office  supplies,  and  more. 


For  information  call  (713)  944-6666  EXT  221 
Charles  M.  Cooper,  Jr.,  Administrator 


PASADENA  BAYSHORE  HOSPITAL 


4000  Spencer  Highway 


Pasadena,  Texas  77504 
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Narrowing  down  pneumonias 


Upjohn 


Bacterial  or  nonbacterial? 


Mycoplasmal  or  viral? 


In  the  early  stages  of  mild  to  moderate  pneumonia,  it 
is  often  difficult  to  reach  an  accurate  bacteriologic 
diagnosis.  A tentative  differentiation  may  be  made  on 
history-taking,  plwsical 
examination,  CBC  with 
differential  analysis,  and 
microscopic  study  of 
the  sputum  smear. 

Specimens  should  be 
obtained  for  culture 
and  sensitivity  testing, 
but  when  a bacterial 
pneumonia  is  diagnosed, 
therapy  is  often  instituted 
before  the  etiological 
agent  is  positively 
identified. 

Bacterial  pneumonias 
may  have  a sudden  onset 
with  a shaking  chill,  rapid 
development  of  fever,  pleuritic  pain,  and  cough 
productive  of  rust-colored  sputum.  The  Gram-stained 
sputum  smear  generally  shows  polymorphonuclear 
neutrophils  as  well  as  a predominance  of  the  causative 
organisms.  These  are  likely  to  be  Streptococcus 
pneumoniae,  still  by  far  the  most  frequently 
encountered  agent  in  bacterial  pneumonia.’  The  CBC 
reveals  marked  leukocytosis  with  a shift  to  the  left. 

In  nonbacterial  pneumonias  — mycop\asvr\a\  or 
viral  — classical  symptoms  tend  to  develop  more 
slowly,  with  myalgia,  lassitude,  and  headache 
predominating.  Sputum  production  is  usually  scanty, 
and  the  sputum  smear  is  relatively  uninformative, 
showing  gram-positive  cocci  and  other  organisms 
which  are  part  of  the  normal  pharyngeal  flora.  The 
leukocyte  count  is  normal  or  slightly  elevated. 


Direct  Gram-stained  sputum  smears,  (a)  Pneumococcal  pneumonia- 
note  abundant  polymorphonuclear  leukocytes,  as  well  as  gram- 
positive diplococci.  (b)  Nonspecific  — consistent  with  viral  or 
mycoplasmal  pneumonia.  Note  large  mononuclear  cell,  as  well  as  a 
few  polymorphs  and  mixed  bacterial  flora  (pharyngeal  contaminants). 


Differentiation  between  mycoplasmal  and  viral 
pneumonias  may  be  impossible  in  the  acute  stage 
Serologic  testing  and  culture  methods  for 
Mycoplasma  pneumoniae  are  complex  and  time- 
consuming,  taking  as  long  as  two  weeks  after 
obtaining  samples.  The  sensitivity  and  specificity  c 
the  test  for  cold  agglutinins  have  been  questioned. 
The  complement-fixing  antibody  test  may  reflect 
previous  infection.  Furthermore,  facilities  for  culturi 
M.  pneumoniae  are  not  widely  aval lable.^ 

If  treatment  is  to  be  initiated,  therefore,  it  may  b 
necessary  to  start  on  the  basis  of  a presumptive 
diagnosis  of  mycoplasmal  pneumonia. ’-3  In  reachii 
such  a diagnosis,  the  physician  relies  on  clinical 
judgment,  considering  such  factors  as  the  age  of  tf 
patient  and  the  history  of  exposure.  For  example. 
Mycoplasma  pneumoniae  is  considered  the  most 
common  oause  of  pneumonia  among  ambulatory 
patients  aged  20  to  35.’ 


Chest  x-rays  of  patients  with  (a)  pneumococcal  pneumonia  — 
classically  heavy,  extensive  infiltration  of  left  lung; 

(b)  mycoplasmal  pneumonia— mild  irifiitrate  confined  to  left 
lower  lobe.  Roentgenography  usually'does  not  help  in 
differential  diagnosis,  since  both  types  of  pneumonias  may 
present  with  a wide  spectrum  of  x-ray  as  well  as  clinical  findings. 


Summary 


f 


i (a)  Distinct  mucoid  colonies  of  type  3 pneumococci  (Streptococcus 
pneumoniae)  on  sheep  blood  agar  showing  greenish  discoloration 
I (alpha-hemolysis)  of  medium,  (b)  Typical  "fried-egg"  colonies  of 
Mycoplasma  pneumoniae  consisting  of  dense  central  core  with 
lighter  periphery.  Cultural  and  serologic  methods  for  detecting 
< M.  pneumoniae  are  complex,  time-consuming,  and  not  widely 
I available. 


Expectant  therapy 


in  the  patient  with  a presumptive  diagnosis  of 
Inycoplasmal  pneumonia  or  bacterial  pneumonia,  it 
jnay  be  desirable  to  initiate  antibiotic  therapy  before 
;ulture  and  sensitivity  results  are  available. 

Aoourse  of  erythromycin  or  tetracycline  is 
;onsidered  effective  in  the  treatment  of  mycoplasmal 
Dneumonia  to  help  speed  the  clearing  of  infiltrate  and 
shorten  the  duration  of  symptoms.^  In  pneumococcal 
pneumonia,  erythromycin  is  an  effective  alternative  to 
penicillin,  the  drug  of  choice.  A recent  report,  based 
iPn  data  from  200  hospitals  of  100  beds  or  more,  found 
)87o  of  S.  pneumoniae  sensitive  in  vitro  to 
prythromycin.^ 

Among  these  therapeutic  agents,  only 
prythromycin  provides  effective  coverage  of  both 
Mycoplasma  pneumoniae  and  S.  pneumoniae.  The 
penicillins  are  not  effective  against  Mycop/asma,  and 
IS.  pneumoniae  has  shown  a relatively  high  incidence 
pf  resistance  to  tetracycline. 

!_  When  erythromycin  is  selected  for  therapy, 

E-Mycin  (erythromycin  enteric-coated  tablets,  Upjohn) 
s a good  choice.  E-Mycin  is  administered  and 
absorbed  as  active  erythromycin  base,  and  may  be 
aken  q.i.d.,  q 6h,  or  b.i.d.,  immediately  after  meals  or 
Detween  meals.  Thus,  patients  can  use  mealtimes  to 
nelp  them  remember  their  medication.  The  enteric 
seating  on  E-Mycin  tablets  helps  ensure  efficient 
absorption  in  the  intestinal  traot,  and  bioavailability 
studies  show  that  E-Mycin  can  be  expected  to 
produce  predictable,  acceptable  blood  levels.  The 
[low  cost  of  E-Mycin  helps  assure  economical  therapy. 

E-Mycin  rarely  causes  serious  side  effects  and  is 
not  associated  with  liver  toxicity.*  The  most  frequent 
iSide  effects  are  upper  gastrointestinal,  such  as 
labdominal  cramping  and  discomfort,  and  are  dose- 
irelated.  Nausea,  vomiting,  and  diarrhea  occur 
infrequently  with  usual  oral  doses.  Serious  allergic 
reactions,  including  anaphylaxis,  have  rarely  been 
reported. 

'Use  cautiously  in  patients  with  severe  liver  impairment 

REFERENCES:  1.  Chusid  EL,  Dalrymple  W,  Holloway  WJ,  etal:  Managing  the  infectious 
pneumonias.  Patient  Care  9 122-167, 1975.  2.  The  occasional  might  of  mycoplasma. 
Emergency  Med  7:82, 85, 1975.  3.  Stevens  DA:  Viral  and  Mycoplasma  pneumonias. 
Postgrad  Med  55:81-86, 1974  4.  Data  source:  PMR  Bacteriologic  Report.  Winter  Series 


Because  pneumonias  may  be  difficult  to 
differentiate  at  the  outset,  treatment  is  often 
initiated  before  a causal  diagnosis  is  made. 
However,  readily  available  diagnostic  criteria 
occasionally  allow  early  differentiation  between 
bacterial  and  nonbacterial  pneumonias.  When 
the  diagnosis  appears  to  be  nonbacterial 
pneumonia,  further  differentiation  between 
mycoplasmal  pneumonia  and  viral  pneumonia 
is  more  complex  and  time-consuming.  Therefore, 
therapy  is  often  initiated  on  the  basis  of  a 
presumptive  d iagnosis  of  mycoplasmal 
pneumonia. 

Erythromycin  is  an  effective  antibiotic  against 
Mycoplasma  pneumoniae,  Streptococcus 
pneumoniae, \ and  Streptococcus  pyogenes.\ 
E-Mycin  (erythromycin  enteric-coated  tablets, 
Upjohn)  is  administered  and  well  absorbed  as 
the  active  base,  may  be  taken  immediately  after 
meals  or  between  meals,  and  is  essentially 
nontoxic. 


f Although  penicillin  remains  the  drug  of  choice  against  these  organisms, 
erythromycin  is  an  effective  alternative 
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1975-1976  Data  are  a compilation  of  laboratory  reports  submitted  during  December  1975 
and  January  and  February  1976  by  200  acute  care  hospitals  of  100  beds  or  more. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Wide-ranging  usefulness 
in  pneumonia' 

E-Mycin‘».. 

erythromycin  enteric-coated 
tabiets,  Upjohn 


Upjohn 


• For  miid  to  moderateiy  severe  infections  due  to  susceptibie  organisms  that  commoniy 

invade  the  respiratory  tract 

• Essentiaiiy  nontoxic  (see  Precautions  and  Adverse  Reactions  beiow) 

• Documented  bioavaiiabiiity 

• May  be  taken  immediateiy  after  meais  or  between  meais 

• Active  base  formuia  produces  predictabie  biood  ieveis 

• Formuiated  for  quaiity...  priced  for  economy 


E-MYCIN"^  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
thromycin enteric-coated  tablets,  Upjohn) 

E-MycinTabletsarespecially  coated  to  protect  the  contents  from  the 
inactivating  effects  of  gastric  acidity  and  to  permit  efficient  ab- 
sorption when  administered  either  immediately  after  meals  or  when 
given  between  meals  on  an  empty  stomach. 

Indications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
streptococci):  Upper  and  lower  respiratory  tract,  skin,  and  soft- 
tissue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
thine penicillin  G is  considered  by  the  American  Heart  Associa- 
tion to  be  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
rheumatic  fever.  When  oral  medication  is  necessary  (betause 
the  parenteral  route  is  contraindicated)  or  if  there  is  known 
allergy  to  penicillin,  the  following  recommendations  made  by 
the  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
(where  no  allergy  exists)  — This  is  the  drug  of  choice.  Give  for 
a minimum  of  10  days;  2)  Erythromycin  — Give  for  a minimum 
of  10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
mycin have  been  reported. 

Alpha-hemolytic  streptococci  (viridans  group):  Short-term  pro- 
phylaxis against  bacterial  endocarditis  prior  to  dental  or  other 
operative  procedures  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease  who  are  hypersensitive  to 
penicillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
surgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
gram-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
Staphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
of  mild  to  moderate  severity.  Resistance  may  develop  during 
treatment. 

Diplococcus  pneumoniae:  Upper  respiratory  tract  infections  (eg, 
otitis  media,  pharyngitis)  and  lower  respiratory  tract  infections 
(eg,  pneumonia)  of  mild  to  moderate  degree. 

Mycoplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
of  primary  atypical  pneumonia,  when  due  to  this  organism. 
Treponema  pallidum:  Infections  due  to  this  organism. 
Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 


carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only. Extraenteric  amebiasis  requires  treatment  with  other  agents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  nonsusceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mgenteric-coated  tablets  — in  bottles  of  100  and 
500  tablets,  and  in  unit-dose  packages  of  100  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 
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■Mild  to  moderately  severe,  due  to  susceptible  organisms. 


Keep  your  office  in  good  health. 


Give  it  regular  checkups. 


Just  like  a patient,  your  office 
deserves  proper  attention.  Equipment 
and  supplies  should  be  given  regular 
checkups  to  make  sure  it’s  readily 
available  and  in  good  working  order.  And 
when  you  come  up  short,  the  Gentec 
Hospital  Supply  phone  number  should  be 
close  at  hand. 

Gentec  provides  a complete  line  of 
office  supplies  and  equipment,  plus 
training  for  your  staff  in  the  operation  of 
all  medical  equipment.  A periodic  safety 
inspection  program  we  call  '’Safety 
Through  Service"  to  insure  the  opera- 


tional efficiency  of  your  equipment  and 
machines.  And  fast  delivery  because  you 
require  it. 

We  know  you  have  your  share  of 
emergencies.  But  when  you  rely  on 
Gentec  — supplies  and  equipment  won't 
be  among  them. 

GGHTGC 

Hospital  Supply  Company 

Division  of  Foremost -McKesson,  Inc, 

TERRELL  SUPPLY  DIVISION 


P.O.  Box  310,  Fort  Worth/Dallas  76101 
Phone:  AC  817  336-8731 
Metro:  AC  214  429-2566 

P.O.  Box  1587,  Amarillo  79106 
Phone:  AC  806  376-4696 


P.O.  Box  4415,  Austin  78723 
Phone:  AC  512  478-2559 


P.O.  Box  2913,  Lubbock  79408 
Phone:  AC  806  763-4655 


P.O.  Box  32107,  San  Antonio  78216 
Phone:  AC  512  344-0213 


P.O.  Box  1609,  Houston  77001 
Phone:  AC  713  237-9678 


Volume  72,  November  1976 


73 


Use  of  fiberoptic  colonoscope 
to  reduce  volvulus  of  colon 

K.  L.  Jorns,  MD;  W.  S.  Lorimer,  Jr.,  MD;  H.  V.  Birdwell,  Jr.,  MD 


As  the  use  of  the  fiberoptic  colonoscope 
becomes  more  widespread,  applications 
expand  to  include  situations  heretofore 
regarded  as  beingtreatable  only  by  open 
operative  procedures.  We  treated  a case  of 
a massively  dilated  sigmoid  colon  volvulus 
with  the fibroptic  flexible  colonoscope,  and 
thereby  delayed  definitive  surgery  in  a 
poor-risk  patient  until  he  could  be  prepar- 
ed for  surgery.  Review  of  the  literature  re- 
veals only  one  previously  reported  similar 
case  treated  in  this  manner.^ 

Case  Report 

A 74-year-old  black  man  was  hospitalized 
on  March  18, 1976,  because  of  a distend- 
ed abdomen  associated  with  diffuse, 
colicky,  abdominal  pain  and  constipation 
without  nausea,  vomiting,  or  fever.  He  did 
not  know  when  he  last  had  a bowel  move- 
ment. This  patient  also  had  Parkinson’s 
disease  with  a pronounced  tremor.  He  was 
taking  Parsidol,  Cogentin,  Larodopa,  Etha- 
quin,  and  Norflex.  A physical  examination 
on  admission  revealed  an  enormously  dis- 
tended abdomen  with  hyperactive  bowel 
sounds  and  tenderness  across  the  left  and 
middle  portions  of  the  abdomen.  The  rec- 
tum was  empty.  Roentgenograms  showed 
a large  but  distended  sigmoid  colon  ex- 
tending across  the  abdomen  and  upward 
to  the  level  of  the  xiphoid  process.  Barium 
enema  confirmed  the  presence  of  volvulus 
of  the  sigmoid  colon.  There  was  noclinical 
evidence  of  bowel  strangulation  nor 
infarction. 

We  tried  to  reduce  the  sigmoid  volvulus 
with  the  proctosigmoidoscope,  and  the  at- 
tempt was  only  partially  successful.  On  the 
following  day,  distention  had  recurred  and 
a flexible  fiberoptic  colonoscope  was  pass- 
ed rectally  tothesite  of  the  volvulus.  By 
insufflating  small  amounts  of  air,  we  were 


able  to  distend  the  bowel  lumen  gradually 
at  the  site  of  its  constriction  at  the  twist, 
and  to  introduce  the  colonoscope  into  the 
markedly  dilated  sigmoid  loop.  Large 
amounts  of  liquid  stool  and  gas  were  as- 
pirated, eliminating  the  distention  and  at 
the  same  time  allowing  visualization  of  the 
bowel  mucosa  to  determine  thatthe  bowel 
wall  was  viable.  The  medium-bundle  Olym- 
pus fiberoptic  colonoscope  was  the  instru- 
ment used,  and  it  was  passed  upward 
through  the  sigmoid  loop,  examiningthe 
bowel  wall  and  aspiratingthe  liquid  stool 
and  air;  on  downward  to  the  point  of  the 
twist,  crossing  over  itself;  and  into  the 
proximal  end  of  the  sigmoid  colon  where  a 
large  amount  of  formed  stool  was  encoun- 
tered. At  this  point,  a hook  was  created  in 
the  distal  end  of  the  fiberoptic  colonoscope 
to  stabilize  its  tip.  The  instrument  was  then 
twisted  clockwise  and  withdrawn  slowly, 
maintainingthe crook  inthedistal  end. 

As  the  sigmoid  loop  straightened  out,  the 
crook  in  the  instrument  tip  was  released, 
and  the  scope  was  slowly  removed,  utiliz- 
ingthe  suction  channel  to  totally  decom- 
press the  volvulus.  An  x-ray  flat  plate  of 
the  abdomen  was  taken  when  the  colon- 
oscope was  introduced  to  its  greatest 
depth.  Immediately  after  removal  of  the 
colonoscope,  another  flat  plate  was  taken 
to  confirm  complete  disappearance  of  the 
dilated  sigmoid  loop.  The  patient  was  re- 
turned to  the  recovery  room  and  a Levine 
nasogastric  tube  was  inserted  and  intra- 
venous therapy  continued  to  build  up  his 
markedly  depleted  store  of  electrolytes 
and  nutritional  needs.  Six  days  laterthe 
volvulus  began  to  recur,  and  on  the 
seventh  day  he  underwent  colon  resection. 

Discussion 

The  use  of  rigid  sigmoidoscope  to  decom- 
press a sigmoid  volvulus  is  a well-estab- 
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1 . Kidney s-ureters-bladder  film  showing 
volvulus  distention. 


3.  The  colonoscope  is  passed  through  the  com- 
plete volvulus  loop. 


2.  Kidneys-ureters-bladder  film  showing  site  of 
twist. 


4.  Complete  decompression  of  volvulus  after 
rotating. 
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lished  procedure.  If,  however,  the  rigid  sig- 
moidoscope cannot  reach  the  volvulus,  the 
flexible  fiberoptic  scope  may  be  used  in- 
stead. Thecolonoscopist  must  be  especial- 
ly careful  duringthis  procedure  to  prevent 
bowel  perforation  because  of  the  distend- 
ed, edematous,  and  friable  condition  of  the 
sigmoid  loop.  If  the  physical  examination 
or  laboratory  evidence  indicates  that  the 
volvulus  loop  is  strangulated  or  devitalized 
the  fiberoptic  procedure  should  not  be 
started,  but  rather  a laparotomy  should  be 
performed  immediately.  Sigmoid  volvulus 
occurs  mostly  in  elderly  persons,  and  an 
emergency  resection  is  accompanied  by  a 
high  mortality.  If  the  appearance  of  the 
mucosa  shows  normal  vascularity,  the  pro- 
cedure can  be  pursued  to  complete  de- 
compression and  reduction  of  the  twisted 
loop.  If,  however,  the  sigmoid  loop  in  the 
volvulus  is  dusky  or  dark  purple,  or  if 
bloody  drainage  is  present,  the  procedure 
should  determinated  and  operative  inter- 
vention begun. 

Conclusion 

The  use  of  the  flexible  fiberoptic  colon- 
oscope  to  reduce  and  decompress  a dis- 
tended sigmoid  colon  volvulus  in  a poor- 
risk  elderly  patient  has  been  presented.  A 
similar  case  was  reported  by  Ghazi,  Shin- 
ya,  and  Wolfe. ^ When  surgery  is  required 
for  repeated  episodes  of  sigmoid  colon 
volvulus,  colonoscopy  decompression  of- 
fers a means  of  buying  time  to  prepare  the 
bowel  and  correct  the  patient’s  systemic 
disturbances  and  electrolyte  imbalances. 
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Coxsackievirus  B infections  in  adults 


A.  W.  McCracken,  MD;  G.  J.  Race,  MD 

A wide  range  of  clinical  signs  and  symp- 
toms, referable  mainly  to  the  heart  and  the 
nervous  and  respiratory  systems,  was  ob- 
served in  69  adults  with  confirmed  cox- 
sackievirus B infections.  All  but  two  pa- 
tients, who  had  persistent  cardiac  abnor- 
malities, were  thought  to  have  recovered 
completely.  The  only  fatal  case  occurred 
in  a group  of  165  patients  in  whom  the 
diagnosis  of  coxsackievirus  B infection 
was  suspected  but  unconfirmed.  Despite 
the  benign  outcome  of  nearly  all  the  infec- 
tions described  here,  the  role  of  this  com- 
mon group  of  viruses  in  chronic  heart  dis- 
ease, diabetes  mellitus,  and  otherdiseases 
remains  an  important  subject  for  future 
investigation. 

Viruses  belonging  to  the  Coxsackie  B group 
have  been  associated  with  human  disease 
since  shortly  after  their  initial  isolation  in 
1949.^  It  was  quickly  recognized  that  these 
agents  were  capable  of  causing  serious  dis- 
ease in  neonates  and  children  but  it  was 
some  years  before  their  significance  in 
causing  severe  adult  infections  was  realiz- 
ed.^ Much  of  the  investigative  work  on  cox- 
sackievirus disease  has  centered  on  out- 
breaks which  have  almost  always  occur- 
red in  children.  Recently  however,  more 
attention  has  been  given  to  adult  infec- 
tions, particularly  those  in  which  the  heart 
has  been  involved,  although  it  is  evident 
that  many  other  organs  may  have  been  af- 
fected to  varying  degrees.^  ® 

During  1968-1974,  234  cases  of  cox- 
sackievirus B infection  were  tentatively 
diagnosed  in  patients  14  years  and  older 
admitted  to  Baylor  University  Medical  Cen- 
ter. Diagnoses  were  based  on  virus  isola- 
tion or  serology,  or  both,  performed  in  the 
Sammons  Virology  Laboratory.  From  these 

From  The  Departments  of  Clinical  Microbiology 
and  Pathology,  Baylor  University  Medical  Center, 
Dallas. 


234  cases,  69  fulfilled  definitive  criteria 
for  coxsackievirus  B infection  (Fig  1).  Data 
obtained  duringthe  hospital  stay  of  these 
69  patients  were  examined  to  determine 
the  main  clinical  and  laboratory  findings 
associated  with  proven  coxsackievirus  B 
infection. 

Virological  Methods 

Specimens  of  stool,  body  fluids,  throat 
washings,  and  tissues  usually  were  proces- 
sed in  the  virology  laboratory  within  an 
hour  of  sampling.  Serum  samples  were  ob- 
tained at  the  same  time  and  further  serum 
samples  were  requested  to  be  taken  14  to 
21  days  later.  Most  of  the  165  patients  who 
had  “unconfirmed”  coxsackievirus  infec- 
tions were  excluded  because  the  second 
serum  sample  was  not  obtained.  Virus  iso- 
lation was  achieved  by  inoculation  of 
primary  Rhesus  monkey  kidney  cells.  Cox- 
sackievirus isolates  were  identified  by  the 
use  of  combination  pools  of  enterovirus 
antisera."  Neutralizing  antibodies  against 
coxsackieviruses  B1  to  B5  were  assayed  in 
the  patients’  sera  by  standard  techniques.® 

Results 

The  age  range  of  the  69  patients  was  14 
to  72  years  (mean  31);  39  were  males,  30 
females.  The  presenting  signs  and  symp- 
toms and  clinical  diagnoses  are  shown  in 

1.  Criteria  for  diagnosis  of  coxsackievirus  B in- 
fection in  69  cases. 


1.  Four-fold  or  greater  rise  in  titer  of  neutralizing 

antibodies  to  Coxsackie  B viruses  with  or  without 
isolation  of  the  virus  59 

2.  Isolation  of  Coxsackie  B viruses  with  neutralizing 

titer  of  1/40  or  greater  (single  serum  only  tested)  7 

3.  Isolation  of  Coxsackie  B viruses  from  cerebrospinal 

fluid  3 

Total  69 
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Figs  2 and  3.  Seven  patients  had  underly- 
ing or  concurrent  diseases,  two  of  which 
were  viral  infections  (infectious  mononu- 
cleosis and  viral  hepatitis).  One  patient 
was  diabetic,  one  had  systemic  lupus 
erythematosus,  one  had  cirrhosis,  and  one 
had  been  treated  for  a cerebral  glioma. 

The  laboratory  findings  are  summarized 
in  Fig  4.  With  the  exception  of  the  diabetic 
patient,  none  had  elevation  of  blood  glu- 
cose levels  or  glycosuria  and  all  had  nor- 
mal results  of  urinalysis.  The  patient  with 
concurrent  mononucleosis  (Fig3)  had  a 
positive  heterophiletest,  a transient  false 
positive  VDRL  test,  and  a typical  mono- 
nuclear blood  smear.  Both  patients  with 
concomitant  hepatitis  A or  B (Fig3)  had 
elevations  of  SGOT  and  lactic  dehydro- 
genase (LDH)  in  excess  of  2,000  and 
1,300  mU/ml,  respectively.  Procedures 
for  the  detection  of  hepatitis  B antigen 
were  not  available  at  the  time.  The  re- 


2.  Presenting  signs  and  symptoms  in  69  patients 
with  coxsackievirus  B infections. 


Signs  and 

Symptoms 

No. 

Patients 

Remarks 

Fever 

69 

Range  37. 8-40. 6C,  (100- 
105  F)  mean  38. 9C 
Duration  3-35  days 
(mean  8) 

Headache 

40 

Cough 

16 

1 patient  had  hemoptysis 

Myalgia 

21 

Chest  pain 

15 

Rash 

12 

Maculopapular, 
trunk,  face,  limbs 

Pharyngitis 

10 

Neck  stiffness 

9 

Photophobia 

7 

Pericardial  rub 

7 

Dyspnea 

6 

Cervical  adenopathy 

5 

Rhinitis 

4 

Central  abdominal  pain 

3 

Conjunctivitis 

2 

Hepatomegaly 

2 

Otitis 

2 

Splenomegaly 

2 

suits  of  chest  X-rays  are  shown  in  Fig  5. 

The  ECG  findings  in  19  patients  who  had 
cardiac  or  cardiorespiratory  illnesses  are 
summarized  in  Fig6.  In  the  remaining  50 
patients,  normal  ECG  patterns  were  found 
in  29  and  evidence  of  old  myocardial  in- 
farction in  2.  In  19  patients,  ECG  examina- 
tion was  not  performed.  The  sources  of  the 
viral  isolates  and  the  serotypes  of  the  cox- 
sackievirus infections  are  shown  in  Figs  7 
and  8.  No  infections  by  coxsackievirus  B6 
were  detected.  Follow-up  data  were  incom- 
plete. No  deaths  occurred  in  the  69  pa- 
tients, but  one  death,  with  autopsy  findings 
of  viral  myocarditis,  occurred  in  the  re- 
maining 165  patients  who  had  "uncon- 
firmed” coxsackievirus  B infection.  Two 
patients  had  persistent  cardiac  abnormali- 
ties on  discharge.  Both  had  a degree  of 
cardiomegaly,  and  one  had  premature  ven- 
tricular contractions.  All  other  patients 
were  considered  to  be  quite  well  and  re- 
covering satisfactorily  at  the  time  of  dis- 
charge, but  no  later  information  was  avail- 
able. No  immediate  sequelae  were  noted 
in  the  18  patients  with  nervous  system  in- 
fection. 

Eleven  patients  received  antibiotic 
therapy  on  an  empirical  basis.  None  of  the 
patients  with  cardiac  involvement  received 
steroids. 

Discussion 

Coxsackieviruses  are  small  RNA  viruses, 
which,  along  with  polioviruses,  echo- 
viruses,  and  a few  recently  classified 
agents  comprise  the  enteroviruses  of 
man.  Coxsackieviruses  of  groups  A and  B 
are  less  similar  to  each  other  than  their 
names  imply.  They  are  distinguished  by 
their  different  pathological  effects  on  new- 
born mice.  All  six  types  of  coxsackievirus 
B grow  readily  in  a variety  of  cultured  cells, 
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whereas  only  a few  of  the  24  coxsackie- 
virus A group  are  cultivable  in  cell  culture 
on  primary  isolation.  At  present  it  seems 
likely  that  of  the  more  than  60  types  of 
enteroviruses  which  may  affect  man,  the 
coxsackievirus  B types  1 to  5 are  the  most 
important  causes  of  serious  illness.  A wide 
range  of  clinical  manifestations  has  been 
recognized  (Fig  9),  and  many  of  these 
were  exemplified  in  the  69  patients  de- 
scribed. 

The  pathogenesis  of  coxsackievirus  in- 
fections in  man  can  be  summarized  as 

3.  Clinical  diagnosis  in  69  patients  with  cox- 
sackievirus B infection. 


No.  No. 

Diagnosis  Patients  Diagnosis  Patients 


Cardiovascular: 

Alimentary: 

Viral,  idiopathic,  or 

nonspecific  pericarditis  7 

Gastroenteritis 

2 

Viral  myocarditis 

8 

Hepatitis 

3* 

Allergic  vasculitis 

1 

Mesenteric  adenitis 

1 

Respiratory: 

Other: 

Pleurodynia 

6 

Fever,  unknown  origin 

9 

Influenza 

2 

Infectious  mononucleosis  1 

Viral  pneumonia 

5 

Total 

69 

Viral  bronchitis 

2 

Combined  cardio- 
respiratory infection 

A 

Central  Nervous  System: 

Viral  encephalitis 

5 

Viral  meningitis 

6 

Aseptic  meningitis 

4 

Neurotropic  viral 
infection 

2 

Muscle  weakness 

1 

*Two  patients  had  had  the  clinical  and  laboratory  features 
of  viral  hepatitis  A or  B. 


shown  in  Fig  10.  Approximately  75%  of 
infected  persons  are  asymptomatic.®  The 
pathological  changes  which  occur  in  a num- 
ber of  organs  in  the  infected  mouse  show 
a remarkable  similarityto  those  found  in 
human  coxsackievirus  infection.  This  has 
provided  an  excellent  animal  model  to 
study  infections  bythese  viruses.  The 
severe  combined  effects  of  exercise  and 
coxsackievirus  infection  on  the  myocar- 
dium of  the  mouse^®  is  one  important  ap- 
plication of  this  animal  model  that  may 
apply  to  human  infection  and  the  effect  of 
postinfection  physical  exertion.  The 
cardiac  effects  of  coxsackievirus  B infec- 
tions in  adults  have  been  well  documented. 


4.  Laboratory  findings  in  patients  with  cox- 
sackievirus B infections. 


Procedure 

No. 

Abnormal 

Remarks 

Erythrocyte  sedimentation 

rate 

38/60 

Range  15-110  mm/hour 

White  blood  cell 

count 

1.  20/69 

Elevated  WBC  with 
polymorph  leukocytosis 

2.  8/69 

Normal  WBC  with 
relative  lymphocytosis 

Cerebrospinal  fluid 

cell  count 

16/18 

Range  70-1,300  lympho- 
cytes/cu  mm 

Protein 

1/18 

Serum  enzymes 

(GOT,  LDH,  AP) 

28/69 

Maximum  GOT  elevation, 
330  mU/mIt 

Maximum  LDH  elevation, 
550  mU/mIt 

Maximum  AP  elevation, 
100  mU/mIt 

*G0T:  glutamic  oxalacetic  transaminase;  LDH:  lactic 
dehydrogenase;  AP:  alkaline  phosphatase. 

t Excludes  two  patients  with  concurrent  hepatitis  A or  B. 
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Abnormality 

No. 

Patients 

Pneumonia 

8 

Cardiomegaly 

8 

Pulmonary  congestion 

3 

Pneumonia  + pleural  effusion 

2 

Atalectasis 

2 

Pneumonia  + cardiomegaly 

1 

Normal 

45 

Total 

69 

5.  Chest  x-ray  findings  in  69  patients. 

6.  Electrocardiograph  patterns  in  19  patients 
with  coxsackievirus  B infection  and  clinical  find- 
ings suggesting  cardiac  involvement. 


ECG  Changes Patients 

ST  and  T wave  8 

ST  and  T wave  with  ectopic  beats  2 

ST  and  T wave  with  atrial  flutter  1 

Nonspecific  T wave  3 

Normal  ECG  5 

Total  19 


Not  only  is  there  evidence  of  direct  viral 
invasion  of  the  myocardial  cells^^andthe 
pericardium,  but  also  of  involvement  of 
the  endocardium. It  is  not  unlikely 
that  pancarditis  with  predominance  of 
myocarditis  or  pericarditis,  or  both,  occurs 
in  coxsackievirus  B infection  and  that  this 
may  resemble  more  closely  than  has 
been  previously  realized  the  pancarditis 
of  rheumatic  fever,  both  clinically  and 
pathologically.!®  Again,  the  clear-cut  dis- 
tinction that  is  usually  made  between 
adult  patients  with  acute  febrile  myoperi- 
carditis  and  myocardial  infarction  may  not 
always  be  valid.  Of  233  patients  with 
transmural  infarction  described  by  Woods 
and  associates,!!  9%  ^gd  good  evidence 
of  associated  active  coxsackievirus  B in- 
fection. Although  the  follow-up  studies  in 
our  group  of  patients  were  incomplete,  it 
appears  from  other  descriptions  of  adults 
with  viral  myopericarditis  that  the  majority 
of  adults  recover  completely  from  the 
carditis  but  that  some  do  not.  A few  die 
in  the  acute  stages  of  the  illness  or 
shortly  thereafter,®-!!  gnd  some  have  re- 
sidual cardiac  abnormalities  which  include 
arrythmias,  conduction  defects,  and  cardi- 
omegaly.  Coxsackieviruses  should  there- 
fore be  considered  as  one  of  the  important 
causes  of  adult  myocardiopathy.!® 


7.  Sources  and  serotypes  of  coxsackievirus  B isolates  from  81  specimens  from  69  patients. 


Source 

IS  Serotype 
B3 

Total 

Positive 

Cultures 

Total 

Negative 

Cultures 

B2 

B4 

B5 

Feces 

1 

4 

5 

2 

2 

14 

27 

Spinal  fluid 

- 

- 

- 

1 

2 

3 

18 

Throat  swab 

- 

- 

1 

1 

- 

2 

15 

Pericardial  fluid 

- 

- 

- 

1 

- 

1 

1 

1 

4 

6 

5 

4 

20 

61 
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Involvement  of  the  pancreas,  which 
is  a typical  finding  in  the  infant  mouse 
model, is  also  found  in  human  adults 
with  coxsackievirus  B infection.  It  may 
only  be  manifested  as  a dull,  aching  pain 
in  the  central  abdominal  area,  which  was 
present  in  three  of  the  patients  described 
here,  or  in  some  instances  as  fulminating, 
acute  pancreatitis  with  characteristic  ele- 
vations of  serum  and  urinary  amylase 
levels. Involvement  of  the  endocrine 
component  of  the  pancreas  by  coxsackie- 
virus B infection  has  been  postulated  on 
epidemiological  grounds  as  having  a re- 
lationship to  diabetes  mellitus  of  juvenile 
onset. There  was  no  obvious  evidence  of 
disturbance  of  glucose  metabolism  in  68 
of  the  69  patients  in  our  study.  A recent 
careful  follow-up  five  years  after  a cox- 
sackievirus B4  epidemic  in  a closed  island 
community  failed  to  show  any  alteration 
in  the  prevalence  of  diabetes  mellitus  in 
the  population. 18  Further  investigations  are 
required  to  determine  the  effects  of  these 
viruses  on  the  exocrine  and  endocrine  por- 
tions of  the  pancreas.  Moderate  elevations 
of  serum  GOT  and  LDH  levels  are  common 
in  coxsackievirus  B infections,  and  these 
elevations  appear  to  be  of  relatively  short 
duration.  Of  the  28  patients  who  had 
abnormal  elevations  of  serum  enzymes 
(Fig4),  all  had  improved  or  normal  en- 


zyme patterns  before  discharge  from  the 
hospital.  Smith®  found  that  6 of  42  patients 
with  myopericarditis  had  elevated  en- 
zymes, all  of  which  rapidly  returned  to 
normal.  Four  of  the  14  patients  in  our 
series  who  had  ECG  abnormalities  had 
raised  serum  enzyme  levels.  Whetherthe 
heart  or  the  liver  is  the  main  source  of 
elevated  serum  enzymes  in  any  particular 
case  may  be  difficult  to  determine  even 
with  isoenzyme  estimations. 

Coxsackievirus  B infection  of  the  central 
nervous  system  may  occur  as  an  isolated 
clinical  syndrome  or  in  combination  with 
manifestations  in  other  systems.  The  most 
typical  illness  is  aseptic  meningitis,  which 
is  accompanied  by  cerebrospinal  fluid 
lymphocytosis  and  which  runs  a benign 
course.  Rarely,  encephalomyelitis  may 
develop.®True  muscular  paralysis  is  rare 
although  myalgia  and  transient  sympto- 
matic muscle  weakness  are  common. 

In  view  of  their  diverse  clinical  manifes- 
tations, coxsackievirus  B infections  can 
only  be  differentiated  with  certainty  from 
a wide  variety  of  other  infections  and  in- 
flammatory processes  by  identification  of 
the  causative  agent  in  a diagnostic  labora- 
tory. For  clinical  purposes,  viral  isolation 
is  the  method  of  choice;  stools  or  rectal 
swabs  are  the  most  productive  of  positive 
isolates,  while  pleural  and  pericardial  fluid 


8.  Distribution  of  coxsackievirus  B serotypes  in  69  infected  patients. 


Coxsackievirus 

Serotypes 

No.  Diagnosed  by 

Virai  Isoiation  -f 
Seroiogy 

No.  Diagnosed  by 
Seroiogy  Aione 

Total  No. 
Patients 

Bl 

1 

5 

6 

B2 

4 

12 

16 

B3 

6 

12 

18 

B4 

5 

12 

17 

B5 

4 

8 

12 

B6 

0 

0 

0 

Total 

69 
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or  biopsy  material  are  occasionally  valu- 
able. Isolation  of  virus  from  cerebrospinal 
fluid,  although  diagnostic,  is  infrequently 
achieved. Serologic  diagnosis  is  of  much 
less  immediateclinical  value  than  culture, 
and  should  be  regarded  only  as  a measure 
complementary  to  viral  isolation. 

T reatment  is  of  necessity  supportive 
or  symptomatic.  Antibiotics  are  clearly 
of  no  value  in  the  absence  of  secondary 
bacterial  infection,  and  an  early  rapid 
viral  diagnosis  may  helpto  preclude  the 
use  of  unnecessary  antimicrobial  agents. 
In  severe  cases  of  cardiac  involvement, 
standard  regimens  for  the  control  of  fail- 
ure, arrythmia,  and  pain  are  indicated. 

The  use  of  steroids  in  coxsackievirus 
myocarditis  is  somewhat  controversial, 
but  the  balance  of  opinion  at  present 
seems  to  favor  steroid  therapy  in  severe 
cases. 

The  spectrum  of  clinical  infection  in 
adults  by  the  coxsackievirus  B group  is 
wide  and  variable  but  includes  a number 
of  severe,  sometimes  life-threatening  ill- 
nesses and  a potential  for  causing  chronic 
diseases  of  the  heart  and  perhaps  other 
organs.  The  significance  of  concurrent  in- 
fections with  other  viruses,  such  as  occur- 
red in  two  patients  with  hepatitis  and  one 
with  infectious  mononucleosis  (Fig4)  is 

9.  Clinical  manifestations  associated  with 
coxsackievirus  B infection  in  adults. 


Arthritis 

Hemolytic-uremic  syndrome 
Hepatitis 

Intercostal  myalgia 

Myopericarditis 

Nephritis 

Orchitis 

Pancreatitis 

Pleuropneumonitis 

Skin  rashes 

Upper  respiratory  infection 


poorly  understood  and,  along  with  many 
unsolved  questions  about  coxsackievirus 
B infections,  will  be  hard  to  answer  unless 
such  cases  are  appropriately  investigated 
from  a viral  standpoint. 
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malpractice 


Doctor,  if  you’re  in  active  practice,  you 
need  American  Physicians  Insurance 
Exchange!  If  you  can  qualify,  then  you 


may  participate  in  the  benefits  enjoyed 
by  the  select  group  of  Texas  doctors  who 
make  up  the  membership  of  API. 


■ API  is  the  ONLY  Texas  insurance 
company  organized,  owmed  and  con- 
trolled by  all  its  physician  members 
exclusively. 

■ The  ONLY  Texas  company  where  all 
earnings  — investment  income,  under- 
writing profits,  unpaid  reserves  — go  to 
DIRECT  benefit  of  the  doctor  policy 
holders. 

■ No  commissions  paid  to  agents. 

■ A-f-AAAAA  reinsurance  protection. 


■ API  writes  PROFESSIONAL  LIABIL- 
ITY — up  to  $100,000  each  claim  oc- 
currence, $300,000  aggregate. 

■ Tough  legal  representation  — a na- 
tionally recognized  law  firm  with  a his- 
tory of  successful  defense  of  malpractice 
suits. 

■ Benefit  of  peer  review  group  to  screen 
out  claim-prone  applicants  and  provide 
claim  review  with  defendant  doctor  and 
attorney. 

call  or  write 


AMERICAN  PHYSICIANS  INSURANCE  EXCHANGE 
PHONE:  (214)  350-6661 

1400  FRITO-LAY  TOWER  ■ DALLAS,  TEXAS  75235 
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The  pediatric  nurse  practitioner 
as  provider  of  well  child  care 
in  a rural  area  of  Texas 

John  W.  Griffin,  MD;  Juanita  Conkin,  RN,  PNP;  Julie  Lang,  BA 


The  ability  of  the  pediatric  nurse  practi- 
tioner to  examine  and  evaluate  patients 
has  been  well  documented. This  report 
concerns  the  pediatric  nurse  practitioner 
as  a provider  of  well  child  care  in  a rural 
area  of  Texas. 

History 

This  child  health  service  program  (desig- 
nated PEDIA)  was  funded  by  the  Office  of 
Early  Childhood  Development  in  the  Texas 
Department  of  Community  Affairs.  The 
commissioners  court  of  Navarro  County 
designated  the  Navarro  County  Consulta- 
tion Center  (a  mental  health/mental  re- 
tardation project)  as  administrator  of  this 
project. 

The  program  began  in  September  1973, 
and  this  report  represents  the  results  of 
the  first  two  years  of  a three-year  funding. 

Area  Served 

Navarro  County,  population  31,150,  is  a 
rural  county  in  North  Central  Texas  ap- 
proximately 40  miles  southeast  of  Dallas. 
Two-thirds  of  the  population  is  in  Corsi- 
cana, the  county  seat.  The  population  is 
74.3%  white,  22.8%  black,  and  2.9% 
brown.  As  of  1970,  21.3%  of  the  popula- 
tion was  in  poverty,  including  65%  of  the 

1.  Navarro  County  Memorial  Hospital  deliveries. 


blacks  and  15%  of  the  whites.  The  median 
family  income  in  the  county  is  $4,600  year- 
ly, and  74%  of  the  black  families  have  an 
income  of  less  than  $4,000  annually.  In  ad- 
dition, 18.5%  of  the  people  in  Navarro 
County  live  in  overcrowded  housing. 

The  county  has  one  hospital  with  a cap- 
acity of  154  beds,  and  is  served  by  32 
physicians,  or  one  physician  per  973  per- 
sons. In  1971,  there  were  28.4  infant 
deaths  per  1,000  live  births,  21.8  neonatal 
deaths  per  1,000  live  births,  and  8.7  fetal 
deaths  per  1,000  live  births  in  Navarro 
County. 

Obstetrical  Care 

In  1970,  a prenatal  clinic  for  indigent  preg- 
nant women  was  begun  at  the  Navarro 
County  Memorial  Hospital.  It  was  initially 
funded  by  a local  trust.  After  the  local 
funds  were  exhausted,  the  hospital  assum- 
ed the  operation  of  the  clinic.  In  September 
1973,  PEDIA  began  offering  services  to 
the  prenatal  clinic  through  a subcontract 
with  the  Navarro  County  Memorial  Hos- 
pital. PEDIA  provided  the  hospital  with  ex- 
tra fundsto  helpfinancethe  obstetrical 
clinic  for  a period  of  three  years.  The  clinic 
operates  under  the  supervision  of  the  ob- 
stetrics committee  of  the  hospital.  Preg- 
nant women  who  are  unable  to  pay  for  care 


No. 

Service  Patients 

% Service 

Patients  Having 

Prenatal  Care 

Private 

Deliveries 

Total 

Deliveries 

1970 

91 

37% 

333 

424 

1971 

103 

60% 

376 

479 

1972 

97 

48% 

367 

464 

1973 

137 

82% 

444 

581 

1974 

113 

90% 

421 

534 

1975 

145 

85% 

511 

656 

Years  before  1973:  48%  service  patients  had  prenatal  care 
Years  1974  and  1975:  87%  service  patients  had  prenatal  care 
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Pediatric  nurse  Navarro  County  Memorial  Hospital.  The 

newborns  are  also  attended  by  a member 
of  the  staff. 


are  referred  to  the  hospital  by  private  phy- 
sicians, the  health  department,  Planned 
Parenthood,  and  PEDIA.  Eligibility  forcare 
is  determined  by  the  hospital  business 
office. 

Fig  1 shows  that  before  1973,  when  the 
obstetrics  clinic  was  instituted,  48%  of 
the  indigent  obstetrical  patients  had  pre- 
natal care.  Since  then,  87%  of  the  indi- 
gent patients  have  received  prenatal  care. 

A registered  nurse  employed  by  the  hos- 
pital is  in  charge  of  the  prenatal  clinic, 
which  meets  on  Monday  and  Tuesday 
mornings.  Routine  tests  are  performed 
duringeach  clinic  visit.  These  include 
urinalysis,  blood  pressure,  weight  check, 
and  fetal  heart  tones.  If  a woman  has  prob- 
lems and  needs  immediate  medical  atten- 
tion, she  is  seen  by  the  physician  on  emer- 
gency room  call  atthe  hospital.  Expectant 
mothers  who  are  already  enrolled  in  the 
prenatal  clinic  are  seen  on  Mondays.  Wom- 
en whoare  makingtheir  initial  visit  are 
seen  on  Tuesdays. 

The  PEDIA  program  provides  a pediatric 
nurse  practitioner  and  a licensed  vocation- 
al nurse  to  the  prenatal  clinic.  These 
nurses  show  educational  films,  give  group 
and  individual  counselingand  demonstra- 
tions, and  furnish  pamphlets  on  howto 
care  for  the  baby.  They  also  discuss  proper 
nutrition  for  the  pregnant  mother  and  her 
new  baby  and  discuss  individual  questions 
or  concerns  of  the  mother-to-be.  Fig  2 
shows  the  number  of  patients  served  by 
the  prenatal  clinic. 

The  pregnant  patients  are  delivered  by 
members  of  the  obstetrical  staff  of  the 


2.  Prenatal  clinic. 


Jan- 

Jan- 

Dec,  1974 

Dec,  1975 

New  patients 

142 

108 

Number  of  clinic 

visits 

503 

651 

Average  number 

of  unduplicated 

patients  per 

month 

29 

33 

Well  Baby /Well  Child  Care 

Until  this  program  began,  no  well  child 
care  had  been  available  to  the  indigent  citi- 
zens of  Navarro  County. 

The  PEDIA  staff  makes  its  initial  contact 
with  the  mothers  at  the  prenatal  clinic. 
They  also  see  these  mothers  in  the  hospital 
after  delivery,  at  which  time  they  make  ap- 
pointments for  the  well  baby  clinics. 

The  well  baby/well  child  clinic  is  held 
daily.  Four  days  a week  the  clinic  operates 
at  the  PEDIA  office  in  Corsicana.  On  Wed- 
nesdays, the  nurses  visit  Frost,  Dawson, 
or  Kerens;  each  of  these  outlying  com- 
munities is  visited  once  a month,  and  these 
county  clinics  are  held  in  Head  Start 
centers. 

Format  of  Clinics 

Children  are  seen  every  two  weeks  until 
they  are  two  months  old,  then  every  month 
until  age  1 year,  then  every  two  months  un- 
til age  2 years,  and  then  every  three 
months  until  age  6,  or  more  often  if 
necessary. 

The  licensed  vocational  nurse  obtains  a 
thorough  history  of  each  child,  including 
pregnancy  and  birth,  feeding  and  eating 
habits,  allergies,  infections  and  illnesses, 
development,  behavior,  immunizations, 
and  family  history.  She  also  obtains  the 
child’s  temperature,  height,  weight,  head 
circumference,  and  blood  pressure.  Each 
child  is  given  a Denver  Developmental 
Screening  Test.  The  pediatric  nurse  prac- 
titioner does  a routine  physical  examina- 
tion. If  a child  has  an  illness  or  possible  ab- 
normality such  as  a heart  murmur  or  visual 
or  hearing  loss,  he  is  referred  to  a physi- 
cian for  diagnosis  and  treatment.  Fig3 
shows  that  during  1974,  75  patients  were 
referred  for  medical  evaluation  and  during 
1975,  71  were  referred  for  that  reason.  A 
three-part  PEDIA  referral  sheet  is  sent  to 
the  physician  with  the  nurse’s  explanation 
of  her  findings  and  reason  for  referral.  The 
physician  writes  his  findings  and  reason 
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for  referral.  The  physician  writes  his  find- 
ings and  suggestions  or  treatment,  or 
both,  on  the  form  and  sends  it  back  to 
PEDIA  for  follow-up.  If  a family  does  not 
have  Medicaid  or  is  unable  to  pay  forthe 
physician’s  visit,  PEDIA  pays  for  the  first 
visit  and  diagnostic  work-up,  unless  care 
is  available  through  one  of  the  health  de- 
partment programs. 

Parents  receive  individual  counseling 
afterthe  child  is  examined.  This  includes 
discussion  of  the  child’s  growth  and  de- 
velopment. Suggestions  are  made  for  treat- 
ment of  any  problem  or  developmental  lag. 
Diet  counseling  is  emphasized  and  covers 
which  foods  are  allowed  and  when  to  start 
them;  and  how  much  to  give  the  child.  In- 
formation is  provided  on  general  health 
care  and  routine  well  child  care.  If  they  call 
or  come  in,  mothers  may  also  receive  in- 
dividual counseling  regarding  specific 
problems. 

The  child  health  and  parent  education 
services  began  in  February  1974.  Fig  3 
summarizes  the  services  rendered.  Rec- 
ords reveal  that  the  examining  team  aver- 
aged 246  patient  contacts  per  month  in 
1974  and  204  patient  contacts  per  month 
in  1975. 

Inoculation  programs  are  provided 
through  the  city  and  county  health  depart- 
ment facilities. 

All  pediatric  deaths  recorded  in  the 
Navarro  County  Memorial  Flospital  death 
register  and  on  death  certificates  filed  at 
the  Navarro  County  Courthouse  in  Corsi- 
cana have  been  reviewed  for  1973, 1974, 
and  1975.  No  deaths  were  found  which 

3.  Child  health,  parent  education. 


could  be  attributed  to  improper  evaluation 
by  members  of  the  staff. 

Summary 

A review  of  two  years’  well  child  care  pro- 
vided by  a pediatric  nurse  practitioner  in  a 
rural  Central  Texas  county  is  presented. 
This  study  demonstrates  the  effectiveness 
of  this  method  of  providing  well  child  care 
when  adequate  medical  consultation  is 
available.  The  program  has  been  well  re- 
ceived by  the  families  served  and  by  the 
local  medical  community. 
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CHILD  HEALTH 


Jan-Dec,  1974 

Jan-Dec,  1975 

New  patients 

299 

244 

Number  of  clinic  visits 

983 

1,257 

Average  number  of  unduplicated  patients  per  month 

118 

90 

Number  of  patients  referred  for  medical  consultation 

75 

71 

PARENT  EDUCATION 

New  patients 

147 

66 

Number  of  clinic  visits 

843 

1,151 

Average  number  of  unduplicated  patients  per  month 

99 

81 
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English  nurse-American  nurse: 
whose  feet  are  on  the  ground? 


Edith  L.  Hollan,  RN 

One  week  in  England  does  not  make  an 
expert  on  English  nursingeducation.  How- 
ever, when  that  week  is  largely  spent 
touring  hospitals  and  talkingto  nurse  edu- 
cators, public  health  officials,  and  nurses 
in  various  stages  of  education  and  experi- 
ence, it  serves  to  crystallize  disquieting 
thoughts  which  have  been  fermenting  for 
sometime.  As  the  diploma  schools  of 
nursing  in  the  United  States  fold  up,  one 
by  one;  as  the  practical  nurse  schools 
(LVN,  LPN,  and  others)  flourish,  turning 
out  products  of  uneven  quality;  as  the  bac- 
calaureate schools  flounder  among  their 
jealous  hierarchies  and  pretentious  defini- 
tions of  a nurse,  the  thoughtful  registered 
nurse  cannot  help  but  wonder  what  be- 
comes of  the  patient  amid  the  chaos. 

England’s  problems  with  its  health  care 
system  are  manifold;  that  much  is  obvious 
from  the  first  newspaper  one  picks  up  or 
the  first  flip  of  the  television  dial.  Barbara 
Castle  takes  to  the  airwaves  almost  daily 
in  sharp-tongued  defense  of  her  National 
Health  Service.  That  department  last  year 
numbered  among  its  headaches  a strike 
of  many  of  the  junior  doctors  in  London’s 
hospitals,  strikes  by  registered  nurses,  and 
closingof  entire  wings  of  hospitals  be- 
cause of  shortages  of  money,  personnel, 
and  equipment.  People  speak  of  waiting 
for  months  to  have  an  essential — but  non- 
emergency— operation;  but  when  people 
speak  of  nurses  and  ward  sisters  (head 
nurses)  speak  of  student  nurses,  the  story 
is  different.  Then,  words  like  “efficient,” 
“capable,”  and  “well-trained”  creep  into 
the  conversation. 

By  contrast,  some  of  the  comments  I 
have  heard  in  recent  years  about  Ameri- 
can nurses  came  to  mind.  From  a surgery 
patient  about  an  RN,  recent  graduate  of  a 
University  baccalaureate  program;  “Oh, 
please  don’t  let  her  come  near  me  again!” 


From  a brilliant  RN  who  had  taught  in 
three  of  the  country’s  most  prominent  uni- 
versity schools  of  nursing:  “The  situation’s 
frightening.  That’s  why  I got  out  of  nursing 
education.”  From  another  RN  who,  like 
me,  recently  dropped  out  of  a doctoral 
program  in  nursing  from  sheer  lack  of  de- 
sire to  be  part  of  today’s  educational 
scene:  “My  God!  If  I’m  ever  hospitalized,  I 
hope  I have  diploma-school  nurses  taking 
care  of  me!”  From  a university  graduate 
nurse  of  some  years  ago,  who  has  been 
hospitalized  frequently:  “The  only  really 
good  nurse  I’ve  had  was  from  Australia.” 

What  is  causing  all  this  apprehension? 
Nursing,  they  tell  you  in  the  university 
systems,  istryingtofind  its  identity  in  a 
new  world  of  health  care  delivery.  It  would 
take  a greater  sage  than  I to  foresee  what 
identity  they’ll  finally  settle  on,  but  I can 
trace  a few  current  explorations  in  which 
the  American  patient  is  the  loser. 

They  say  (in  this  article,  “they”  refers  to 
prominent  university  nursing  faculties) 
that  nurses  in  the  future  will  be  concerned 
with  the  “client’s”  entire  life  and  not  just 
his  hospital  experience.  With  this  in  mind, 
the  student  is  crammed  with  courses  in 
psychology,  psychiatry,  and  transactional 
analysis.  She  is  assigned  a family  in  the 
community  to  follow  for  a year  or  more, 
acting  as  analyst,  advisor,  and  mother  con- 
fessor. One  day  a week  she  is  sent  to  the 
hospital  wards  not  to  take  physical  care 
of  patients,  but  to  interview  one  single  pa- 
tient. Her  entire  being  is  focused  on  the 
psychological  problems  of  the  whole 
patient.  She  develops  either  a fine  disdain 
for  the  diploma  school  nurses  who  do  day 
by  day  patient  care,  or  she  becomes  frus- 
trated at  herown  lack  of  clinical  skills.  She 
may  be  disappointed  in  her  training,  but 
if  she  complains  through  channels  in  her 
nursingschool,  she  is  told,  “If  you  feel 
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that  way,  you  are  in  the  wrong  program. 
Perhaps  you  should  be  merely  a diploma 
nurse.”  In  one  case,  the  complaining  stu- 
dent was  given  an  appointment  with  a psy- 
chiatrist! 

I have  some  reservations  about  the 
original  premise  that  the  nurse  of  the  fu- 
ture will  be  a daily  ingredient  of  every- 
one’s life,  with  the  hospital  experience 
beingonly  a small  portion  of  nursing. 
Granted  that  health  delivery  systems  are 
changing  and  that  prevention  of  illness  is 
an  important  goal  of  any  medicine-related 
group,  human  nature  doesn’t  change.  It  is 
hard  to  visualize  the  ordinary  layperson 
callingon  a nurse  for  daily  help  and  advice. 
Americans  generallyare  independent 
souls;  for  better  orworse,  they  try  to  solve 
their  own  problems.  Most  of  them  even 
skiptheannual  physical  check-up  which 
their  doctors  have  been  recommending  for 
years,  and  now  some  reports  indicate  that 
perhaps  the  annual  check-up  is  not,  in- 
deed, the  final  answer,  and  that  it  may 
even  promote  a sense  of  false  security. 
Although  the  client  of  the  future  might  call 
a nursing-advisory  service  to  ask  how  best 
to  treat  a cut  on  Johnny’s  head,  I doubt 
that  he  or  she  will  sit  still  forfrequent, 
searching,  personal  interviews  by  the 
friendly  neighborhood  nurse.  Already,  wel- 
fare rights  organizations  are  rebelling 
against  similar  interviews  by  social  work- 
ers. I predict  that  for  many  years,  laypeople 
will  continue  to  associate  “nurse”  with  “ill- 
ness” and  “hospital,”  and  today  most  ac- 
tive nurses  are  in  hospitals. 

The  interview  system  is  striking  snags 
already.  Any  honest  student  will  admit  that 
many  of  these  hours  of  interview  are  faked. 
A student  is  assigned  four  hours  with  one 
postoperative  patient  in  one  morning.  She 
is  often  literally  incapable  of  performing 
nursing  procedures  on  that  patient;  indeed. 


she  is  taught  to  complain  if  the  staff  nurs- 
es delegate  any  physical  care  to  her.  There- 
fore, she  must  interview.  What  type  of  re- 
lationship does  the  patient  have  with  his 
wife,  his  children,  his  employer?  What  deep 
psychological  problems  does  he  have  that 
he  doesn’t  even  recognize?  And  on  and  on. 

If  I were  recovering  from  surgry  and  a stu- 
dent nursetried  to  analyze  my  life forfour 
hours.  I’d  scream  for  help!  Instead,  what 
happens  most  frequently  is  that  patient 
and  student  come  to  an  unspoken  agree- 
ment that  enough  is  enough;  afterSO  min- 
utes or  so,  the  student  goes  to  the  library 
and  finds  enough  material  to  convince  the 
instructor  that  she  was  interviewing  for 
four  hours.  In  other  cases,  when  students 
conduct  scrupulous  interviews,  patients 
complain  laterthatthe  amateur  interview 
left  them  exhausted  and  seriously  worried 
about  problems  they  never  knew  they  had! 
Aren’t  we  perhaps  underratingthe  ordinary 
human?  He’s  generally  tough  and  hardy 
and  has  satisfactorily  coped  with  or  com- 
pensated for  many  problems,  then  forgot- 
ten them.  Must  we  dredge  them  up  in  order 
to  manufacture  a field  of  nursing? 

Another  axiom  dear  to  the  hearts  of 
American  nurse  educators  is  that  basic 
nursingskills  are  easy  to  pick  up  in  a day 
ortwo.  “We  will  teach  her  holism,  and 
she  can  learn  howto  handle  a volume 
respirator  quickly  after  she’s  employed  as 
an  RN.”  True,  the  simpler  nursing  pro- 
cedures do  not  take  longto  learn,  and  it 
doesn’t  really  help  a patient  to  irrigate  his 
nasogastric  tube  without  noticing  that  he’s 
scared  to  death  of  tomorrow’s  surgery. 
Nevertheless,  it  is  questionable  that 
thoughtful  nurses  ever  were  quite  so  crass; 
certainly  ourtrainingfor  many  years  has 
emphasized  consideration  of  the  whole 
patient  as  well  as  manual  skills.  But  I’m 
thinkingof  the  education  and  self-as- 
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surancethat  come  only  from  experience. 
Days,  hours,  weeks  of  seeing  and  dealing 
with  the  varied  situations  that  arise  on  a 
hospital  ward,  in  a clinic,  or  during  a home 
visit  still  count.  Even  the  small  manual 
dexterities  such  as  skill  in  starting  an  in- 
travenous infusion  affect  the  nurse’s  self- 
assurance  and  communicate  themselves  to 
the  patient. 

The  woman  who  pled,  “Oh,  please  don’t 
let  her  come  near  me  again!”  was  the  vic- 
tim of  an  RN  who  had  never  drawn  blood 
for  a laboratory  test.  Brash  she  was;  train- 
ed she  was  not.  She  hacked  away  at  the  pa- 
tient’s arm  with  a cheery,  “Guess  I have 
to  learn  sometime,  don’t  I?”  I bit  backthe 
obvious  answer,  “Yes,  but  why  not  a year 
or  two  ago — on  your  roommate?”  Why 
spill  into  working  hospitals  a flood  of  new- 
ly-registered nurses  who  must  be  trained 
in  the  manual  skills  by  already  overworked 
staff?  Morale  is  hurt  on  both  sides  when 
the  experienced  LVN  or  LPN  watches  the 
new  RN  bumble  a procedure  that  she  her- 
self dashes  off  with  expertise.  The  new 
RN  may  console  herself  that  she  is  better 
educated  in  the  humanities,  but  she  has 
lost  ground  that  is  difficult  to  regain. 

Still  another  sacred  cowfortoday’s  bac- 
calaureate student  is  the  necessity  to  force 
the  patient  to  verbalize  his  problems  and 
fears.  The  word  “force”  is  never  used,  of 
course:  we  don’t  even  “encourage”  any 
more.  We  “give  positive  reinforcement.” 
But  heaven  help  the  student  who  has  in- 
terviewed a patient  and  has  not  positively 
reinforced  him  into  verbalizing  at  least 
half  a dozen  anxieties!  Again,  the  patient  is 
loser  more  often  than  winner.  There  are 
times  when  a person  wants  to  talk,  and  it 
is  important  notto  cut  him  off.  But  many 
times — illness  often  being  one  of  them — 
he  just  wants  to  be  left  in  peace  and  quiet! 
Receptive  empathy  from  the  nurse  will 


work  wonders,  and  trained  listening  is  in- 
valuable, but  I submit  that  true  empathy 
and  therapeutic  kindness  cannot  entirely 
be  taught.  I have  heard  vicious,  ego-shat- 
tering remarks  made  to  patients  by  nurses 
who  were  trained  long  ago,  and  equally 
vicious  ones  by  the  latest  graduates  of  the 
finest  schools,  and  even  a few  from  their 
PhD  instructors.  Likewise,  some  of  the 
quickest  empathy  and  most  sensitive  tact 
has  come  from  the  least  trained  aides  on 
the  staff. 

Another  problem  is  too-early  specializa- 
tion for  the  student  nurse,  to  the  point 
where  she  can  and  does  finish  training 
without  ever  being  inside  an  operating 
room  or  watching  a delivery.  I believe 
both  the  student  and  the  community  are 
victimized  by  this  practice.  The  student 
deserves  a taste  of  all  nursing  depart- 
ments so  that  she  may  more  intelligently 
select  her  specialty,  and  the  small  hospital 
or  community  deserves  nurses  who  can 
function  reasonably  well  wherever  they 
are  needed.  The  explosion  of  knowledge 
in  thefield  of  medicinefairly  well  justifies 
doctors’  specialization,  but  I think  it  is 
pretentious  to  assume  that  the  same  ap- 
plies to  nursing. 

In  this  country,  super-specialization  car- 
ries over  into  the  graduate  courses,  but 
there  a reverse  technique  enters:  Besides 
specializing,  the  master’s  or  doctoral  stu- 
dent in  nursing  is  swamped  with  so  many 
hours  of  required  credits  that  she  feels  as 
if  she  were  a freshman  again.  No  longer 
is  it  assumed  that  a student  who  has  quali- 
fied for  doctoral  work  is  capable  of  worth- 
while independent  study:  indeed,  most 
credit  hours  are  spoon-fed  and  nearly  al- 
ways include  pet  projects  of  the  current 
faculty.  Many  graduate  nursing  students 
drop  out  of  the  programs  not  because  of 
scholastic  difficulties,  but  because  they 
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are  bored.  They  assess  the  whole  muddled 
field  of  nursing  education  and  say,  “Who 
needs  it?  Or  wants  to  be  part  of  it?”  If  this 
drift  continues,  I fear  it  will  deprive  the  ed- 
ucational field  of  too  many  enthusiastic, 
innovative  teachers  and  leave  us  with  pure 
theoreticians  teaching  future  pure  theore- 
ticians. Carrying  the  thought  to  its  ultimate 
conclusion,  we  may  imagine  the  patient 
of  the  future  choking  to  death  because  his 
nurse  is  giving  him  very  skillful  positive 
reinforcement  but  cannot  suction  his  tra- 
cheostomy tube! 

The  English  nurse,  who  is  much  in  de- 
mand in  this  country,  cannot  take  full  cred- 
it for  the  fact  that  her  feet  are  more  firmly 
on  the  ground  than  ours.  English  student 
nurses  are  paid  employees  of  the  govern- 
ment and  must,  by  statute,  do  clinical 
work  40  hours  a week  except  for  designat- 
ed study  blocks.  The  National  Health  Ser- 
vice thus  forces  the  student  into  a posi- 
tion where  she  absorbs  experience  and  ma- 
tures in  her  judgment  concurrently  with 
her  studies.  We  did  that  once,  and  aban- 
doned it.  The  universities  of  Manchester, 
Edinburgh,  and  Hull  offer  baccalaureate 
programs,  but  with  the  NHS  work  require- 
ment intact.  Doctorates  are  available,  too, 
butthrough  a process  refreshingly  dif- 
ferent from  ours:  The  candidate  selects  her 
dissertational  subject  with  care,  then  must 
satisfy  a faculty  committee  that  it  is  of  a 
scope  and  nature  worthy  of  doctoral  study. 
From  that  time  on,  she  is  on  her  own;  if 
she  wins  her  PhD,  it  is  entirely  a product 
of  creative  independent  study.  The  over- 
all result  seems  to  be  better-rounded, 
more  self-assured  nurses  at  all  levels. 

In  England  too,  however,  the  educators 
are  making  comments  such  as;  “We  must- 
n’t take  on  too  much  of  the  doctor’s  work 
just  because  it’s  boringfor  him!’’  and  “Ed- 
ucation has  too  often  been  sacrificed  to 


service.”  Both  statements  are  true  to  some 
extent,  but  also  self-limiting.  Are  we  try- 
ing to  upgrade  ourselves  straight  out  of  a 
good  nursing  education?  Have  we  bitten 
off  too  much  in  the  attempt  to  provide  a 
full  liberal  arts  education  and  nurse  train- 
ing in  four  years’  time?  Yale  University 
School  of  Nursing  may  think  so;  it  has  just 
reintroduced  its  nurse-training  of  college 
graduates,  which  it  became  famous  for  and 
abandoned  some  years  ago. 

Florence  Nightingale  bears  the  onus  on 
both  sides  of  the  Atlantic  for  much  of  the 
modern  educators’  thinking.  She  was 
adamant  that  nursing  education  should  be 
independent  of  the  proprietary  hospital  in- 
stitution, and  she  also  said,  “Don’t  letthe 
doctor  become  head  nurse.”  We  may  be 
forgetting,  however,  that  she  did  most  of 
her  writing  in  another  century,  and  that  the 
sweatshop  and  workhouse  conditions  she 
so  valiantly  fought  are — partly  because  of 
her  efforts — ^things  of  the  past.  I would 
even  submit  the  revolutionary  idea  that  the 
proprietary  hospital  may  not  be  all  bad. 
Student  nurses  may  do  the  hospital’s  work 
at  cheap  wages,  but  they  receive  some- 
thing in  return:  a wealth  of  experience. 
Florence  Nightingale  also  said,  “I  do  not 
pretend  to  teach  her,  1 ask  her  to  teach 
herself  and  for  that  reason  I venture  to 
give  her  a few  hints.”  I suggest  that  to- 
day’s dedicated  student  might  prosper 
with  a bit  more  of  this  self-teaching,  and 
that  she  could  do  it  in  many  different  clini- 
cal settings. 

Both  England  and  the  United  States  re- 
cently have  made  broad  studies  of  nurse 
education,*  and  in  neither  country  have 
the  findings  been  implemented  to  any  great 
extent.  One  intriguing  feature  common  to 

* In  England  it  was  the  Briggs  Commission 
Report  of  1972,  and  in  the  United  States  it  was 
incorporated  into  reports  of  the  Secretary  of 
HEW  to  the  Congress  in  1964  and  1974. 
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both  was  the  suggestion  that  nursing  edu- 
cation could  be  a progression  of  steps 
wherein  the  student  could  stop  at  certain 
levels  and  become  employed  without  re- 
linquishing her  opportunity  for  upward  mo- 
bility. She  could  return  and  study  at  any 
time  to  satisfy  requirements  for  the  next 
level,  which  would  prepare  her  for  jobs 
with  successively  higher  pay  and  greater 
responsibility.  The  thought  might  bear 
looking  into  before  we  follow  our  current 
tangent  too  far. 
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‘COMPULSION  / an  irresistible  impulse  to  perform  an  irrational  act. 


Excessive  drinking  . . . leading  to  alcohol  addiction  . . . can't  be  controlled 
successfully  unless  the  compulsion  is  destroyed. 


Schick  Hospital  IS  a confirmed  leader  in  modifying  compulsive  behavior 
and  replacing  it  with  rational  thinking  and  behavior. 


Aversive  conditioning  has  been  found  to  be  the  fastest,  most  effective 
means  of  breaking  up  compulsive  drinking.  Combined  with  rationa  behavior 
therapy,  over  half  of  the  individuals  who  take  a two-week  re-education 
program  never  take  nor  feel  the  need  to  take  another  drink. 


A 100%  medically  oriented  program  m a first  class  hospital  fully  accredited 
by  the  Joint  Commission  on  Accreditation  of  Hospitals,  and  a Blue  Cross- 
Blue  Shield  Member  Hospital.  Health  and  hospitalization  insurance 
approved,  including  CHAMPUS. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  ■ Fort  Worth,  (DIFW  Mid-Cities]  761 
Call  for  24  hour  information:  Fort  Worth  (817)  284-9217 
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Dallas  physician  paints 
to  push  the  worries  away 


A one-man  show  is  “an  experience  akin  to 
undressing  in  public,”  says  Howard  C. 
Coggeshall,  MD,  a Dallas  rheumatologist, 
who  has  presented  three  solo  shows  bene- 
fitting  the  Arthritis  Foundation.  The  doctor 
continues  activities  in  his  favorite  avoca- 
tion— painting. 

Dr  Coggeshall  has  devoted  more  than  40 
years  of  study  and  energy  to  art.  He  won 
first  place  intheoil  division  of  the  1976 
TMA  Physicians’  and  Spouses’  Art  Exhibit 
for  his  painting,  “Squash.”  In  the  same 
show  he  won  second  place  in  the  watercolor 
division  for  “Snow  Scene — New  Mexico.” 


Howard  C.  Coggeshall,  MD 


Dr  Coggeshall  has  been  a regular  exhibitor 
with  the  American  Physicians’  Art  Associa- 
tion (APAA)  since  1960.  He  has  received 
more  than  20  APAA  awards,  including 
three  best-of-show  honors.  One  APAA  win- 
ner, “Arizona  Cactus,”  an  oil  painting, 
was  selected  for  use  on  the  cover  of  the 
Journal  of  the  American  Medical  Association 
(April  1966)  and  was  reproduced  on  10,- 
000  Christmas  cards  benefiting  the  Ar- 
thritis Foundation,  North  Texas  Chapter. 

Dr  Coggeshall’s  exhibits  are  not  confined 
to  the  medical  world.  In  1964,  his  oil  paint- 
ing, “Castor  Bean”  won  the  Museum 
League  Award  in  the  Dallas  County  An- 
nual Museum  of  Fine  Arts  Exhibition.  In 
1961,  1964  and  1965,  he  won  awards  from 
the  Texas  Fine  Arts  Association.  At  the  in- 
vitation of  the  Manpower  Company,  Dr 
Coggeshall  exhibited  two  paintings  in  the 
1964  Manpower  European  Tour.  “Squash” 
won  a gold  medal  as  the  best  painting 
from  the  United  States  during  the  1965 
International  Artists’  Festival  in  Turin, 

Italy.  “Two  months  later  I found  that  I had 
missed  out  on  a bigthrill.  The  American 
Consul  had  represented  me  in  receiving 
the  gold  medal  and  later  helped  me  retrieve 
the  paintingwhich  still  hangs  in  my  of- 
fice,” Dr  Coggeshall  said. 

The  physician-artist’s  early  life  in  the  small 
Indiana  farm  community,  Saratoga,  was 
almost  devoid  of  art.  “My  interest  in  paint- 
ing did  not  develop  until  I was  an  intern  (in 
1932)  at  the  Boston  City  Hospital,”  he 
said.  A combination  of  scantfunds,  home- 
sickness, and  boredom  led  him  to  invest 
in  a dime-store  paint  set.  The  paint  set,  a 
friend  who  also  was  a watercolor  artist, 
and  the  nearness  of  the  Boston  Art  Mu- 
seum inspired  Dr  Coggeshall  to  undertake 
“a  self-taught  education  in  fine  arts.” 

He  spent  most  of  the  next  nine  years  in 
Boston  at  the  Massachusetts  General  Hos- 
pital. He  participated  in  workshops  and 
evening  classes  for  painting,  woodcuts  and 
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etchings  at  the  hospital.  This  led  to  an  in- 
vitation to  join  the  Boston  Physicians' 

Art  Club,  which  exhibited  in  the  local  gal- 
leries. 

The  group  was  asked  to  participate  in  the 
organization  of  the  American  Physicians' 
Art  Association,  which  planned  to  have  an 
annual  exhibit  atthetimeof  the  American 
Medical  Association  convention.  DrCog- 
geshall  won  first  prize  forwatercolors  in 
APAA  shows  in  San  Francisco  and  St. 

Louis.  He  considers  the  award  winning 
painting,  “Winter  Solitude,”  oriental  in 
style,  his  best.  Atthetime,  the  painting 
represented  an  “emotional  high,”  the doc- 
torsaid. 

In  1941,  DrCoggeshall  joined  the  military 
service,  and  in  1944  was  awarded  first 
prize  in  a Hot  Springs,  Ark,  Army  show. 
Participation  in  the  American  Physicians' 
Art  Association  is  the  most  important  stim- 
ulant to  furthering  an  interest  in  painting. 
Dr  Coggeshall  said,  because  it  provides  an 


opportunity  to  exhibit  paintings  in  shows 
judged  by  professional  artists.  “Even 
though  you  may  like  what  you  do,  your 
work  needs  the  evaluation  by  the  critical 
eye  of  an  impartial  artist.  As  your  painting 
experience  becomes  more  sophisticated, 
you  will,  in  time,  not  be  discouraged  when 
a favorite  picture  is  rejected  or  fails  to  get 
a prize.  You  will  appreciate  that  art  is  an 
emotional  experience  with  many  expres- 
sions. A paintingturned  down  in  one  show 
may  be  a prize  winner  in  the  next.  One  soon 
learns  to  stand  apartfrom  all  of  the  hang- 
ups of  the  professional  artists  and  to  paint 
forthefun  of  it,”  he  said. 

DrCoggeshall  donates  paintings  for  an- 
nual fund-raising  affairs  in  Dallas  County. 
Offices  displaying  his  paintings  include  the 
Dallas  County  Medical  Society,  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  Student  Union  Building,  Presby- 
terian Hospital  of  Dallas,  Baylor  University 
Medical  Center,  the  Grand  Prairie  Woman's 
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Club,  and  Goodwill  Industries. 
DrCoggeshall  does  not  leave  his  hobby  at 
home.  A Hawaiian  scene,  the  by-product  of 
a vacation,  won  an  award  at  an  APAA  show. 
Two  years  ago  he  resumed  painting  with 
watercolors.  Although  watercolor  demands 
more  technical  knowledge  than  does  oil 
painting,  DrCoggeshall  said  it'seasierto 
travel  with  the  little  equipment  required. 
For  those  combining  painting  with  vaca- 
tions, there  are  many  planned  workshops 
with  artists  in  all  parts  of  the  world  and, 
“these  painters  are  very  tolerant  of  begin- 
ners and  their  problems,”  the  doctor  said. 
He  recommends  workshops  given  by  Mil- 
ford Zornes  in  Mexico  and  Hawaii. 

His  advice  to  aspiring  artists  is,  “If  one  is 
patient  and  is  able  to  endure  the  first  two 
orthree  years  of  frustration,  he  or  she  will 
produce  an  acceptable  picture.  To  a large 
extent,  the  ability  to  express  on  paper 
or  canvas  with  a pencil  or  brush  is  a 
learned  skill.”  He  gives  much  credit  to 
his  teachers  for  helping  him  develop  his 
artistic  talent.  “If  you  are  interested  in 
taking  up  painting  as  a hobby,  I urge 
you  to  take  some  lessons.  It  will  shorten 
the  learning  time  and  will  serve  to  keep 
your  interest  alive,”  he  said.  He  fondly 
recalls  the  instruction  of  Bud  Biggs,  of 
Dallas;  and  Otis  Dozier,  of  the  Dallas 
Museum  of  Fine  Arts  School. 

As  the  1969  APAA  president  and  later 
as  a member  of  the  organizations’s  execu- 
tive board,  he  had  the  opportunity  to  ob- 
serve the  work  of  many  physicians  in  all 
parts  of  the  country.  In  his  judgement,  “Of 
all  professions,  physicians  excel  in  all 
forms  of  art  work.” 

DrCoggeshall  isn’tthe  only  artist  in  his 
family.  Wife,  Dotty,  has  always  been  in- 
terested in  art  of  all  kinds  and  enjoys 
needle  work,  mosaics,  sculpture  and  jewel- 
ry-making. Their  children,  Howard  and 
Judy,  have  similar  interests.  Pola,  Dr  Cog- 
geshall's  daughter-in-law,  exhibited  West- 
ern bronze  sculptures  in  the  physician’s 
most  recent  show. 

An  essay  by  Winston  Churchill  refers  to 
painting  as  a means  of  escaping  the  ten- 
sions and  worries  of  daily  toils.  In  “Paint- 
ingas  a Pastime,”  SirWinston  states,  “I 
consider  myself  very  lucky  that  late  in  my 


life  I have  been  able  to  developthis  new 
taste  and  pastime.  Painting  came  to  my 
rescue  in  a most  tryingtime.” 

Dr  Coggeshall’s  feeling  about  painting  as 
a pastime  is  “. . . painting  is  the  best  way 
to  push  the  worries  out  of  your  life  and  let 
your  mind  go  free.” 
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When  elevated  cholesterol  calls  for  decreased  saturates*.* 


Helps  lower  serum  cholesterol 


Serum  Cholesterol 
(mg./dl  ) 


220 

200 

180 

160 

140 


Moderate  cholesterol- 
lowering diet 


Strict  cholesterol 
lowering  diet 


Mean  moderate-diet 
change  = 205  mg./dl. 
to  171  mg./dl. 


Mean  strict-diet 
change  = 201  mg./dl. 
142  mg  /dl. 


Adapted  from  Anderson,  J.T.,  Grande.  F,  and  Keys,  A.:  Cholesterol- 
lowering diets,].  Am.  Diet.  Assoc.,  62, 133, 1973. 


In  this  study,  a standard  diet  was  modified  to  produce  a 
moderate  cholesterol-lowering  diet,  using  skim  milk,  lean 
meats,  fish,  two  eggs  per  week,  poultry,  and  Mazola^  corn  oil 
and  corn  oil  margarine.  The  average  decrease  in  serum 
cholesterol  for  the  12  subjects  was  17%.  Serum  cholesterol 
was  reduced  even  more  ( average  of  29%  for  36  subjects) 
when  a strict  diet  was  used,  which  excluded  butterfat  and 
margarine,  further  reduced  meat  and  eggs,  and  allowed 
Mazola  corn  oil  as  the  only  visible  fat.  All  changes  were 
considered  highly  significant. 

Mazola  com  oil  and  margarine 
help  diet  adherence 

For  cholesterol  control,  long-term  adherence  is  essential. 

To  gain  patient  acceptance,  the  polyunsaturated  fats  used 
must  pass  the  test  ot  taste.  For  flavor  and  lightness,  Mazola 
corn  oil  and  margarine  qualify. 


Helps  patients  live  with  the  diet 


Send  coupon  for 

your  Mazola  resources  file 

A professional  file  of  11  patient  and  physician 
aids  for  reduction  of  risk  in  atherosclerosis 
and  coronary  heart  disease  is  now  available 
free  upon  request.  Just  mail  this  coupon  to 
Dr.  D M.  Rathmann,  Majola  Nutrition 
Information  Service,  Best  Foods,  a Division 
of  CPC  International  Inc.,  Department  MFl, 
Box  307,  Coventry,  Ct.  06238. 

Included  are: 

Patient  Aids... Mazola  helpj  your  patients 
live  with  a cholesterol-control  diet  with 
( 1)  “A  Diet  for  Today”—  practical  menus  and 
recipes  for  cholesterol  control.  (2)  “Beyond 
Diet. . .Exercise  Your  Way  to  Fitness  and  Heart 
Health.”  (3)  “Q<St  A,  Fats  and  Oils.” 


Dr. 

Name 


Mazolif 

Com  Oil  & Margarine 


Physician  Aids...Mato!a  helps  you  evalu- 
ate and  educate  the  high-risk  patient  with 
( 1)  “Coronary  Risk  Handbook.”  (2)  Pad  of 
coronary  risk  assessment  and  management 
forms.  (3)  Desk  pad  of  heart  anatomy. 

(4)  “Atherosclerosis”— 80-page  physician 
education  monograph  with  film  order  form. 

(5)  “Learn... before  it's  too  late”— 52-page 
nutrition  learning  system  for  patients  with 
film  order  form.  (6)  Reprint  of  “Cholesterol- 
lowering diets:  Experimental  trials  and 
literature  review.”  (7)  “Nutritive  Values  of 
Food  Products  Made  by  Best  Foods.”  (8)  “A 
Note  to  Professionals  about ‘A  Diet  for  Today.  ” 
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After  serving  as  Dean  of  Medicine  at  the 
University  of  Texas  Medical  Branch  in 
Galveston  for  the  past  three  years,  ED- 
WARD N.  BRANDT  JR.,  MD,  has  been 
appointed  Executive  Dean  of  the  Medical 
Branch.  Dr  Brandt  will  coordinate  all  aca- 
demic programs,  coordinate  all  research 
activities,  and  direct  supportingfacilities 
and  resources.  Before  joiningthe  Medical 
Branch  in  1969,  the  new  Executive  Dean 
was  second  in  command  at  the  University 
of  Oklahoma  Medical  Center.  He  earned  his 
medical  degree  from  the  University  of 
Oklahoma  School  of  Medicine  and  a PhD 
degree  in  biostatistics  from  the  University 
of  Oklahoma  Medical  Center. 


First  Lady  BETTY  FORD  was  in  Houston  in 
Octoberfor  dedication  ceremonies  of  the 
new  facilities  of  the  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute. The  ceremony  marked  completion  of 
five  new  facilities  at  M.D.  Anderson.  Mrs 
Ford  helped  open  the  330-bed  hospital 
wing,  an  outpatient  clinic  building,  an  ex- 
panded radiation  therapy  center  and  two 
new  floors  of  cancer  research  space. 


SAM  A.  NIXON,  MD,  has  been  elected 
speaker  of  the  American  Academy  of  Fami- 
ly Physicians  (AAFP)  Congress  of  Dele- 
gates. He  has  served  two  terms  as  AAFP 
vice  speaker  and  is  also  a member  of  the 
Committee  on  Constitution  and  Bylaws.  Dr 
Nixon  chairs  the  Committee  on  Members' 
AAFP  Insurance  and  Financial  Services.  He 


previously  was  a member  of  the  Ad  Hoc 
Committee  on  Quality  Assurance  for  Am- 
bulatory Care.  He  has  represented  Texas 
as  a delegate  in  the  AAFP  Congress  and 
held  the  presidency  of  the  Texas  Academy 
of  Family  Physicians.  He  is  an  Academy 
fellow  and  a diplomate  of  the  American 
Board  of  Family  Practice. 


CHARLES  A.  LEMAISTRE,  MD,  Chancellor 
of  the  University  of  Texas  System,  has  been 
elected  to  the  Board  of  Directors  of  the 
Damon  Runyon-Walter  Winchell  Cancer 
Fund.  Dr  LeMaistre  has  been  a professor 
of  internal  medicine  atthe  University  of 
Texas  Southwestern  Medical  School  and 
has  held  administrative  positions  in  the 
University  of  Texas  System  since  1966.  He 
is  a consultant  to  the  Bureau  of  Health 
Manpower  of  the  Department  of  Health, 
Education  and  Welfare.  The  Runyon  Fund 
was  created  by  Walter  Winchell  in  memory 
of  his  friend,  Runyon,  who  died  of  cancer 
in  1946.  When  Winchell  died  in  1972  the 
fund  was  renamed.  Contributions  to  the 
fund  are  devoted  to  research  into  causes 
and  control  of  cancer. 


MARGERY  W.  SHAW,  MD,  JD,  has  been 
named  acting  dean  of  the  Graduate  School 
of  Biomedical  Sciences,  the  University  of 
Texas  Health  Science  Center  at  Houston. 
Dr  Shaw  succeeds  ALFRED  G.  KNUDSON, 
JR.,  MD  who  has  resigned  as  dean  to 
become  director  of  the  Institute  for  Cancer 
Research  in  Philadelphia,  effective  Dec 
1, 1976.  Dr  Shaw  has  been  director  of  the 
University  of  Texas  Health  Science  Center 
Medical  Genetics  Center  since  1971.  Her 
research  interests  include  studies  of 
human  chromosomes  and  legal  issues  of 
genetics  and  medicine. 
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For  the  second  time  in  44  years,  BERTHA 
M.  DAVIS,  MD,  and  R.  LEE  CLARK,  MD, 
have  received  college  degrees  together. 

Dr  Davis,  Mrs  Clark  in  private  life,  and  Dr 
Clark  were  awarded  honorary  doctorates 
from  Ricker  College  in  Houlton,  Me,  dur- 
ing the  college’s  commencement  exercises 
in  August.  They  last  received  degrees  to- 
gether in  1932,  when  both  earned  medical 
degrees  from  the  Medical  College  of  Vir- 
ginia. Dr  Clark,  president  of  the  University 
of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute,  received  an  honorary  doc- 
tor of  laws  degree.  Dr  Davis,  an  anesthesi- 
ologist, received  an  honorary  doctor  of 
humane  letters. 


R.  Lee  Clark,  MD,  and  Bertha  M.  Davis,  MD 


RITA  PARIS,  certified  medical  assistant, 
administrative  and  clinical,  of  Fort  Worth 
has  been  elected  vice  speaker  of  the  House 
of  Delegates  of  the  American  Association 
of  Medical  Assistants.  Mrs  Paris,  who 
heads  the  x-ray  and  laboratory  depart- 
ments at  Coffey  Clinic  in  Fort  Worth,  also 
performs  secretarial  duties  forW.  D. 

Marrs,  MD,  a general  surgeon  and  general 
practitioner.  Mrs  Paris  is  an  officer  in  the 
18,000  member  association  working  to  in- 
crease the  education  and  professionalism 
of  medical  assistants. 


ALTASCH,  MD,  a Taft  physician  for  more 
than  35  years  who  is  now  semi-retired 
from  his  private  practice,  has  been  honor- 
ed with  a Citizenship  Award  from  the  Taft 
Kiwanis  Club.  DrTasch,  who  has  been  a 
county  health  officer  for  14  years,  returned 
to  Taft  in  1941  after  receiving  his  medical 
degree  from  the  University  of  Illinois  and 
completing  his  internship  in  San  Antonio. 
Before  returning  to  Taft  he  was  also  direc- 
tor of  the  Psychopathic  Division  at  Park- 
land Hospital  in  Dallas  and  chief  of  the 
Nueropsychiatric  Division  at  an  Air  Force 
Hospital. 


ORVILLE  CODY  THOMAS,  MD,  has  been 
chosen  president-elect  of  the  American 
College  of  Allergists.  Dr  Thomas  is  a facul 
ty  member  of  the  University  of  Texas 
Graduate  School  of  Biomedical  Sciences 
and  Baylor  Col  lege  of  Medicine,  Houston, 
and  a senior  consultant  to  the  McGovern 
Allergy  Clinic. 
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MEDICINE  AND  THE  LAW 


SUMMARY  OF  SELECTED  TEXAS  TRIAL  VERDICTS 
IN  MEDICAL  PROFESSIONAL  LIABILITY  CASES 


From  time  to  time  the  legal  counsel  of  the 
Texas  Medical  Association  will  supply 
summary  verdicts  in  selected  medical  pro- 
fessional liability  cases.  Following  are 
summary  verdicts  in  three  Texas  cases: 


$100,000  verdict  against  patient's  surgeon 
and  general  practitioner  (74-66-B). 

The  jury  found  the  general  practitioner 
negligent  in  failing  to  advise  the  patient  to 
have  periodic  blood  and  serum  electro- 
lyte studies  performed,  and  for  failing  to 
advise  the  surgeon  that  the  patient  had 
been  taking  Diazide.  The  general  practi- 
tioner was  absolved  of  negligence  in  writing 
the  patient’s  Diazide  prescription 
“P.R.N.”,  in  failingto advise  herto  have 
an  electrolyte  study  performed  prior  to 
surgery,  and  in  failing  to  advise  the  hos- 
pital and  anesthetist  that  the  patient  had 
been  taking  Diazide. 

The  surgeon  (who  entered  into  compromise 
settlement  during  trial)  was  found  negli- 
gent by  the  jury  in  failingto  order  electro- 
lyte studies  of  the  patient  prior  to  her  sur- 
gery and  in  failingto  detect  her  hypoka- 
lemia. 

The  patient’s  case  against  the  non-physi- 
cian defendants,  the  hospital,  the  anes- 
thetist and  the  drug  store,  failed  with 
several  no  negligence  findings.  The  jury 
found  the  hospital  was  not  negligent  in  fail- 
ing to  require  a medical  history  prior  to 
administration  of  pre-operative  drugs  and 
anesthetic  agents  and  failingto  require 
that  electronic  monitoring  equipment  be 
used  to  check  the  patient’s  heartbeat  dur- 
ing surgery.  The  jury  found  the  anesthetist 
was  not  negligent  in  failingto  obtain  a 
drug  history  before  administration  of  pre- 
operative drugs,  to  intubate  the  patient’s 
trachea  during  surgery,  to  maintain  venti- 


lation during  anesthesia  and  surgery,  and 
to  use  an  electronic  monitoring  device  to 
observe  the  patient’s  heartbeat  during 
surgery. 

The  jury  found  the  drug  store  was  not  negli- 
gent in  failingto  call  the  prescribing  doc- 
tor before  refillingthe  Diazide  prescription. 
The  trial  court  had  submitted  to  the  jury, 
separate,  but  similar,  definitions  of  negli- 
gence for  the  multiple  defendants.  The 
definitions  were  essentially  ordinary  care 
in  the  same  or  similar  circumstances. 

The  trial  court  said  the  general  practitioner 
and  the  surgeon  were  held  to  standards  of 
“a  physician  of  ordinary  prudence.”  The 
trial  court  said  the  hospital  was  held  to 
standards  of  ‘‘that  degree  of  care  and  skill 
used  by  a hospital  of  the  same  general 
type.”  The  trial  court  said  the  anesthetist 
was  held  to  standards  of  “a  certified  regis- 
tered nurse  anesthetist  of  ordinary  pru- 
dence.” The  trial  court  said  the  drug  store 
was  held  to  failure  on  the  part  of  its  phar- 
macistto  use  ‘‘that  degree  of  care  and  skill 
exercised  by  a pharmacist  of  ordinary 
prudence.”  The  trial  court  also  instructed 
the  jury  that  the  anesthetist  ‘‘was  not  a 
guarantor  that  her  administration  of  anes- 
thetic agents  would  be  successful.” 

Verdict  for  defendant  surgeon  (912,123) 

The  jury  decided  against  a patient  with 
peritonitis.  The  jury  found  the  defendant 
surgeon  was  not  negligent  in  handling  the 
patient’s  internal  organs  followingthe 
patient’s  appendectomy  and  was  not  negli- 
gent in  properdiagnosisof  the  patient’s 
medical  condition  during  his  second  hos- 
pitalization. 

In  the  charge  to  the  jury  the  trial  court 
defined  ordinary  care  to  mean  ‘‘that 
degree  of  care  which  general  surgeons 
of  ordinary  knowledge  and  skill,  en- 
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gaged  in  the  practice  of  medicine,  would 
use  in  the  treatment  of  patients  under 
the  same  or  similar  circumstances.” 

The  trial  court  instructed  the  jury  that  in 
order  for  the  surgeon's  negligence  to  be 
a proximate  cause  of  the  patient’s  injury, 
the  jury  must  find  that  the  evidence  shows 
such  causation  by  a “reasonable  medical 
probability.”  Thetrial  court  also  instructed 
the  jury  that  the  mere  fact  that  a bad  re- 
sult may  have  followed  the  medical  treat- 
ment rendered  to  the  patient  does  not,  in 
itself,  permit  the  jury  to  find  that  the  sur- 
geon was  negligent  in  treating  or  adminis- 
tering to  the  patient. 

Thetrial  court  also  instructed  the  jury  that 
if  a general  surgeon  exercises  the  degree 
of  skill,  care  and  learning  required  of  him, 
he  cannot  be  found  negligent  simply  on  the 
basis  of  the  results  obtained,  although  the 
jury  may  consider  the  results  if  it  finds 
that  the  result  was  proximately  caused  by 
the  negligence  of  the  surgeon. 

The  trial  court  instructed  the  jury  that  if  it 
found  from  the  credible  evidence  that 
other  general  surgeons  recognized  more 
than  one  method  for  the  treatment  of  the 
patient,  then  the  surgeon  was  at  liberty  to 
select  any  of  such  methods. 

The  trial  court  instructed  that  a doctor  is 
not  negligent  merely  because  he  made  a 
choice  of  a recognized  alternative  method 
for  the  procedure  he  followed  in  the  treat- 
ment of  a patient,  if  he  exercised  the  re- 
quired skill  and  care  in  administering  and 
followingthe  method  of  his  choice,  and 
that  this  would  be  true  even  though  other 
medical  witnesses  may  not  agree  with  him 
on  the  choice  he  made. 


surgical  alternatives.  The  jury  also  found 
the  surgeon  was  not  negligent  in  the  meth- 
od, technique  or  skill  by  which  he  per- 
formed the  prostatectomy. 

Concerning  “informed  consent”  the  jury 
was  instructed  that  this  means  “the 
furnishing  by  the  physician  to  the  patient 
of  sufficient  information  about  the  nature 
of  the  illness,  and  the  results  of  the  tests, 
x-rays,  and  examinations  made  by  the  phy- 
sician or  surgeon  or  others  in  connection 
with  the  diagnosis  of  the  nature  of  the 
illness  and  the  necessity  for  surgery,  and 
of  the  risk  and  complications,  if  any,  which 
might  be  involved  in  the  patient  refusing 
or  accepting  the  proposed  medical  treat- 
ment or  surgery  so  that  it  will  enable  the 
patient  to  execute  a knowledgeable,  intel- 
ligent, and  informed  consent  either  to 
submit  to  proposed  medical  or  surgical 
treatment  or  to  refuse  medical  or  surgical 
treatment.” 

Jack  Maroney,  Will  Barber 

Brown,  Maroney,  Rose,  Baker  & Barber 

TMA  Legal  Counsel 


Verdict  for  defendant  surgeon  (75-1466) 

The  jury  found  that  the  defendant  urologist 
was  not  negligent  in  operating  on  the  pa- 
tient (prostatectomy)  rather  than  in  order- 
ing a course  of  treatment.  The  jury  also 
found  that  the  surgeon  was  not  negligent 
in  failing  to  disclose  to  the  patient  the  in- 
formation a reasonable  doctor  of  the  same 
training  or  specialization  in  the  same  or 
similar  community  would  have  disclosed 
to  a patient  regarding  either  risks  incident 
to  the  proposed  prostatectomy  or  non- 
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Thanks 
to  you,  I still 
have  a home. 

For  over  30  years,  Smokey  has  been 
asking  you  to  be  careful  with  fire. 

During  that  time,  you’ve  helped  cut 
the  number  of  careless  fires  in  half. 


So  from  Smokey  Bear  and  all  of 
us  who  live  in  the  forest,  thanks  for 
listening.  And  keep  up  the  good  work. 
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Bank  Financing 
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We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
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of  credit  to  provide  for  future  cash  needs. 
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serve your  regular  bank  credit  for  times  when  you 
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EDITOR’S  NOTE:  The  topic  of  this  month's 
bibliography  is  computed  tomography. 
Copies  of  these  and  other  articles  pertain- 
ing to  computed  tomography  are  available 
from  the  Memorial  Library. 

COMPUTED  TOMOGRAPHY 

Baker  HL  Jr,  CampbellJK,  Houser  OW,  et 
al:  Computer  assisted  tomography  of  the 
head;  an  early  evaluation.  Mayo  Clin  Proc 
49:17-27,  1974. 

Baker  HL  Jr,  Kearns  TP,  Campbell  JK,  et 
al:  Computerized  transaxial  tomography  in 
neuro-ophthalmology.  Trans  Am  Ophthal- 
mol 50072:49-64,  1974. 

Davis  DO,  Pressman  BD:  Computerized 
tomography  of  the  brain.  Radiol  Clin  North 
/4ml2(2):297-313,  1974. 

Evens  RG:  New  frontier  for  radiology:  com- 
puted tomography.  Am  J Roentgenol  Radi- 
um Ther  Nucl  Med  1 26(6) : 1 1 1 7- 1 1 29, 
1976. 

Gawler  J,  Sanders  MD,  Bull  JWD,  etal: 
Computer  assisted  tomography  in  orbital 
disease.  Br  J Ophthalmol  58:571-587, 
1974. 

Gawler  J,  du  Boulay  GH,  Bull  JWD,  et  al: 
Computerized  tomography  (the  EMI  scan- 
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RECENTLY 

DECEASED  MEMBERS 
OF  THE 

TEXAS  MEDICAL 
ASSOCIATION 


J.  E.  Hogan 

Big  Spring,  1909-1976 


Irene  T.  Nesbitt 
Dallas,  1880-1976 


D.  W.  Smith 
Beaumont,  1923-1976 


George  Turner 
El  Paso,  1893-1976 


Harold  Wood 
Houston,  1906-1976 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession, 
and  the  people  of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 

Name 

Address  - 

City  and  State 


. Given  in  Memory  of 

Donor  Information: 

Name 

Address  

City  and  State  . 
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Recent  deaths 


J.E.  Hogan,  MD 

Dr  John  E.  Hogan,  co-founder  and  clinical 
director  of  Malone  & Hogan  Clinic  and 
Hospital  in  Big  Spring,  Tex,  died  April  21, 
1976,  at  the  age  of  66. 

Dr  Hogan  was  a native  of  Nacogdoches.  He 
was  a graduate  of  Stephen  F.  Austin  State 
Teachers  College  (1930)  and  The  Univer- 
sity of  Texas  Medical  Branch  (1934).  He 
served  internships  at  Southern  Pacific  and 
Jefferson  Davis  hospitals,  Houston.  He 
moved  to  Big  Spring  in  1937  as  a general 
surgeon. 

Dr  Hogan  served  seven  years  on  the  Big 
Spring  school  board.  He  was  a former 
president  of  both  the  Downtown  Lions  Club 
and  the  local  Chamber  of  Commerce.  In 
1951  he  was  United  Fund  Campaign  direc- 
tor. He  also  served  on  the  YMCA  board  and 
was  a member  of  the  First  Baptist  Church. 
The  doctor’s  professional  memberships  in- 
cluded the  American  College  of  Surgeons, 
Southwest  Surgical  Congress,  Pan  Pacific 
Surgical  Association,  American  Medical 
Association,  Permian  Basin  (Howard-Mar- 
tin-Glasscock)  County  Medical  Society, 
and  the  American  Group  Practice  Associa- 
tion (charter  member). 

Surviving  Dr  Hogan  are  his  wife,  Dixie  Dud- 
ney  Hogan,  Big  Spring;  two  daughters,  Mrs 
Boone  Powel I,  J r,  of  Abilene  and  M rs  Pat 
Larkey  of  Vancouver,  British  Columbia; 
one  brother,  N.A.  Hogan  of  Houston;  two 
sisters,  Mrs  Vernon  Ball  of  Houston  and 
Mrs  Hubert  Chandler  of  Nacogdoches;  his 
mother,  Mrs  T.H.  Honea  of  Nacogdoches; 
and  six  grandchildren. 


Irene T.  Nesbitt,  MD 

Dr  Irene  Thornton  Nesbitt,  an  honorary 
member  of  Texas  Medical  Association, 
died  March  27, 1976,  at  the  age  of  96. 

She  was  a resident  of  Dallas. 

Dr  Nesbitt,  who  was  retired,  had  been  a 
pediatrician  52  years.  She  practiced  10 
years  in  Honey  Grove,  Tex.  She  moved  to 
Dallas  in  1925,  where  she  had  been  on  the 


pediatric  staffs  at  Baylor  University  Medi- 
cal Center,  Parkland  Memorial  Hospital 
and  Children’s  Medical  Center  of 
Dallas. 

She  was  born  in  Fayetteville,  NC,  in  1880, 
and  received  her  medical  degree  from  the 
Woman’s  Medical  College  in  Baltimore, 

Md,  in  1908. 

Dr  Nesbitt  was  an  honorary  member  of 
Dallas  County  Medical  Society,  and  a mem- 
ber of  the  American  Medical  Association, 
Texas  Pediatric  Society,  Dallas  Pediatric 
Society,  Dallas  Southern  Clinical  Society 
and  Southern  Medical  Association.  She 
also  was  a member  of  the  Dallas  Altrusa 
Society  and  the  Episcopal  Church  of  the 
Incarnation. 

Surviving  Dr  Nesbitt  are  two  granddaugh- 
ters, Mrs  Kathy  Davis  of  Houston  and  Mrs 
Karen  Payne  of  Hillsboro,  III,  and  three 
great-grandsons. 


D.W.  Smith,  MD 

Dr  Denton  Weymouth  Smith,  who  had 
practiced  in  Beaumont  for  the  past  25 
years,  died  of  a heart  attack  in  Mexico 
City,  April  4,  1976. 

At  the  time  of  his  death.  Dr  Smith,  53,  was 
attending  a convention  of  Ducks  Unlimited, 
a sportsmen’s  organization. 

The  otolaryngologist  was  a native  of  Merry- 
ville.  La.  He  attended  Southwestern  Uni- 
versity, Georgetown,  Tex,  from  1938  to 
1940,  and  he  was  graduated  from  the  Uni- 
versity of  Southwestern  Louisiana,  La- 
fayette, in  1941.  He  received  his  MD  de- 
gree from  Tulane  University  School  of 
Medicine,  New  Orleans,  in  1945. 

Dr  Smith’s  internship  was  at  Jefferson 
Davis  Hospital,  Houston,  (1945-1946)  and 
his  residency  was  at  the  Eye,  Ear,  Nose  and 
Throat  Hospital,  New  Orleans  (1949- 
1951).  He  also  did  postgraduate  work  at 
the  University  of  Southern  California,  Los 
Angeles. 

Dr  Smith  served  with  the  US  Army  Medical 
Corps  from  1946  to  1948.  He  was  a mem- 
ber of  the  American  Academy  of  Ophthal- 


Dr  Hogan 


Dr  Nesbitt 


Dr  Smith 


107 


Volume  72,  November  1976 


Dr  Turner 


Dr  Wood 


mology  and  Otolaryngology  (diplomate), 
Jefferson  County  Medical  Society,  Texas 
Society  of  Ophthalmology  and  Otolaryn- 
gology and  was  a past  president  of  the 
Otolaryngology  Section  of  TMA.  He  also 
was  a member  of  the  American  Medical 
Association. 

Surviving  are  Dr  Smith’s  wife,  Merlyn 
Killingsworth  Smith,  Beaumont;  two  sons, 
D.  Weymouth  Smith,  Jr,  of  Nacogdoches 
and  Robert  L.  Smith  of  Dallas;  two  step- 
daughters, Susan  Haisten  of  Austin  and 
Penny  Haisten  of  Ruidoso,  NM,  and  a step- 
son, George  W.  Haisten  of  Denton. 


George  Turner,  MD 

A past  president  (1953-1954)  of  Texas 
Medical  Association,  Dr  George  Turner  of 
El  Paso,  died  May31,  1976. 

Dr  Turner,  83,  was  born  in  Iredell,  Tex.  He 
received  his  preliminary  education  in  Ire- 
dell and  Hico  and  attended  Southwest 
Texas  Normal  College,  San  Marcos,  and 
The  University  of  Texas.  He  studied  at  the 
Medical  Department  of  Texas  Christian 
University,  Fort  Worth,  where  he  received 
his  medical  degree  in  1918. 

DrTurner  served  an  internship  at  All 
Saints  Hospital,  Fort  Worth,  and  took  post- 
graduate training  at  Yale  Army  Laboratory 
School,  New  Haven,  Conn,  and  the  Chicago 
Post  Graduate  School,  Chicago.  During 
World  War  I he  served  as  a captain  in  the 
Army  Medical  Corps.  He  was  a major  in  the 
medical  reserves  for  15  years. 

DrTurner  began  his  radiology  practice  in 
El  Paso  in  1920.  Hewas  a fellow  of  the 
American  College  of  Radiology  and  a mem- 
ber of  the  El  Paso  County  Medical  Society, 
the  American  Medical  Association,  the 
Rocky  Mountain  Radiological  Society,  the 
Radiological  Society  of  North  America,  the 
Texas  Radiological  Society,  the  Texas  So- 
ciety of  Pathologists  and  the  American  So- 
ciety of  Clinical  Pathologists.  In  October, 
1952,  Governor  Shivers  appointed  Dr 
Turner  to  the  State  Board  of  Health. 

Dr  Turner’s  civic  activities  in  El  Paso  in- 
cluded participation  in  the  Chamber  of 
Commerce  and  the  school  board,  which  he 
108  served  as  president.  He  was  a Master 


Mason,  a member  of  the  Scottish  Rite  and 
Shrine,  the  Methodist  Church  and  the  El 
Paso  Country  Club. 

Survivors  include  his  wife,  Nina  Johnson 
Turner,  and  two  daughters,  Jeanne  Bow- 
man, MD,  and  Ann  Buddington;  three 
granddaughters,  a grandson  and  three 
great-grandchildren,  all  of  El  Paso. 


Harold  Wood,  MD 

Dr  Harold  Wood,  Houston,  died  April  14, 
1976,  at  the  Diagnostic  Center 
Hospital. 

Dr  Wood,  69,  was  owner  and  president  of 
Wood  Scientific  and  Laboratory  Medicine 
Data,  Inc,  in  Houston. 

The  physician  was  a native  of  Memphis, 
Tenn.  He  was  graduated  from  the  Tufts 
University  School  of  Medicine,  Boston,  in 
1933.  His  internships  were  at  Newton  Hos- 
pital, Newton  Lower  Falls,  Mass,  and  at 
Rhode  Island  Hospital,  Providence,  Rl. 
During  1935-1936,  Dr  Wood  served  a resi- 
dency in  pathology  at  Duke  University 
Medical  Center,  Durham,  NC.  Dr  Wood 
taught  at  Duke  and  also  studied  and 
taught  at  the  Medical  College  of  South  Ca- 
rolina in  Charleston. 

Dr  Wood  moved  to  Houston  in  1951  and 
became  an  associate  professor  of  patho- 
logy at  Baylor  College  of  Medicine.  He  pre- 
viously had  practiced  in  St  Louis  and 
Phoenix,  Ariz. 

He  was  a commander  in  the  US  Naval  Re- 
serve from  1941  to  1945.  Thedoctoralso 
was  a member  of  the  Harris  County  Medi- 
cal Society;  American  Medical  Association; 
Massachusetts  Medical  Society;  Texas  So- 
ciety of  Pathologists,  Inc;  American  So- 
ciety of  Clinical  Pathologists;  American 
Association  of  Pathologists  and  Bacteri- 
ologists; Houston  Society  of  Clinical  Patho- 
logists; California  Society  of  Pathologists; 
the  College  of  American  Pathologists; 
the  American  College  of  Nuclear  Medicine 
(charter  member);  American  Society  of 
Cytology;  and  the  American  Pathology 
Foundation. 

Surviving  Dr  Wood  are  his  wife,  Margaret 
M.  Wood;  daughter,  Linda  M.  Wood;  and 
sons,  Vincent  T.  Wood  and  Mark  H.  Wood, 
all  of  Houston. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequer 
and/or  severity  of  grand  mal  seizures  rr 
require  increased  dosage  of  standard  ar 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ir 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  ha\ 
occurred  following  abrupt  discontinuanr 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Kei 
addiction-prone  individuals  under  carefi 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 

I can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 

Itoms  associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 

(management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
"chotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Tie  Tack 

34.50 

5.00 

5.00 

Money  Clip 

53.50 

13.00 

11.00 

Charm 

34.50 

4.75 

4.50 

Pin  and  Pendant 

42.75 

5.75 

5.75 

Key  Chain 

8.00 

7.75 

ADD  5%  SALES  TAX  TO  PRICE  OF  ALL  ITEMS 


Addition  of  single  cut  three-point  diamond  $15.00;  synthetic  stone  $1.50.  *Two  stones  required  for  cuff  links. 
When  ordering  synthetic  stones,  please  specify  color;  all  colors  available. 

All  orders  shipped  prepaid.  Please  allow  three  weeks. 


Namfi 

Mail  this  form  to: 

Aflrirft.ss 

Texas  Medical  Association 

City 

Statp  Zip 

and  Woman’s  Auxiliary  Jewelry 
c/o  Physicians  Benevolent  Fund 
1801  North  Lamar  Blvd. 

Check  enclosed  for  $ 

Make  payable  to: 

Texas  Medical  Association 

Austin,  Texas  78701 
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TEXAS  MEDICINE 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D. 

FAMILY  PRACTICE  DEPARTMENT 

ENNIS,  TEXAS 
W.  B.  KINZIE,  M.D.* 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery; 

Internal  Medicine: 

Pediatrics: 

L,  L.  Travis,  M.D.,  Emeritus 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

Ken  E.  Kuykendall,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

D.  D.  DeWitt,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

Radiology  and  Radioactive  Isotopes: 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B,  Turner,  M.D. 

L.  W.  Ralston,  M.D. 

Urology: 

Podiatry : 

H.  F.  Rives,  M.D. 

Obstetrics  and  Gynecology: 

Daniel  H.  Phelps,  D.P.M. 

Pathology: 

J.  C.  Rucker,  M.D. 

Psychology: 

Harbert  Davenport,  Jr.,  M.D. 

J.  D.  Crawford,  M.D. 

Charles  T.  Fries,  Ed.D. 

Business  Manager: 

Gerald  L.  Burks 

THE  MALPRACTICE  CRISIS 

MANY  MAJOR  COMPANIES  HAVE  QUIT  OR  WILL  SOON  QUIT  WRITING  PROFESSIONAL  LIABILITY  INSURANCE.  IF  YOU 
CANNOT  SECURE,  OR  CANNOT  RENEW  YOUR  COVERAGE,  CONTACT  JOE  NIGRELLE,  512  - 341-2564. 


JOE 

NIGRELLE  msuMNCE  agency 


Suite  518  - GPM  Building  - North  Tower,  800  N.W.  Loop  410 
SAN  ANTONIO,  TEXAS  78212  - A/C  512  - 341-2564 


1007  WEST  31st  STREET,  AUSTIN,  TEXAS  78705 
A/C  512  452-0189  KIRKE  JEFFERY 


PROFESSIONAL  LIABILITY 

OFFICE  LIABILITY 

PHYSICIAN  EQUIPMENT  FLOATERS 


FIRE  AND  HOMEOWNERS 

AUTOMOBILE 

FARM  INSURANCE 


LIFE,  ACCIDENT  AND  SICKNESS, 
DISABILITY  INCOME 
MALPRACTICE  INSURANCE 
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Clinics 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Ob^etrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

^r.  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.O., 
Internal  Medicine 
Jack  S.  Rice,  M.D^  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 
A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.O. 
Consultant  In  Radiology — 
John  E.  Ballard,  M.O. 

John  G.  Bolen,  M.O. 
William  T.  Gordon,  M.O. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 


INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.O. 

John  M.  Church,  M.O. 
Thomas  J.  Coleman,  M.O. 
Robert  R.  Dickey,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E.  Johnson,  Jr.,  M.D. 
O.  M.  (Jack)  Phillips,  M.D. 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  L.  Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vemor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  'Texas  Physicians'  Directory." 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  FJt.C.S. 

J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

B.  R.  Owen,  M.D. 

M.  C.  Nardone,  M.D. 

GENERAL  SURGERY 

RADIOLOGY  & NUCLEAR  MEDICINE 

J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

J.  E.  Mathews,  M.D.,  F.A.C.S. 

B.  Williams,  M.D. 

M.  L.  Bercler,  M.D. 

iNTERNAL  MEDICINE 

UROLOGY 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

D.  M.  Logan,  M.D. 

G.  F.  Dillon,  M.D. 

J.  W.  Cowan,  M.O. 

DERMATOLOGY 

OBSTETRiCS  AND  GYNECOLOGY 

H.  K.  Butler,  M.D. 

M.  A.  Porter,  M.D. 

J.  W.  Kuykendall,  M.D. 

PATHOLOGY 

Carol  T.  Ewing,  M.D.,  F.C.A.P. 

ADMINISTRATION 

R.  L.  Heith,  Clinic  Manager 

Charles  N.  Butts,  Asst.  Clinic  Manager 

BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 

Internal  Medicine 

C.  M.  Maruri,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 

J.  W.  O’Bryant,  M.D. 

A.  A.  Piske,  M.D. 

Family  Medicine  and 

General  Surgery 

Salvador  Faus,  M.O. 

Clinic  Manager 

Stan  M.  Sheppard 

Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 

RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 

Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  "Ham”  Rugeley 

Richard  R.  Raphael 

OBSTETRICS  & GYNECOLOGY 

D.  M.  Voulgaris,  M.O. 

H.  E.  Secor,  M.D. 

INTERNAL  MEDICINE 

R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 

C.  E.  Woodson,  M.D. 

PEDIATRICS 

F.  W.  Kolle,  M.D. 

OPHTHALMOLOGY 

V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 

J.  L.  Holcomb,  M.O. 

ANESTHESIOLOGY 

C.  G.  Spears,  M.D. 

NEUROPSYCHIATRY 

R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 

R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 

H.  Z.  Fretz,  M.D. 

DERMATOLOGY 

T.  S.  Arrington,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kleler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 

H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 

L.  D.  O’Gorman,  M.D. 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77030 
Telephone  713  797-9191 

Internal  Medicine  and  Diagnosis 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Aiier^ 
Oipiomate  American  Board  of  Aiiergy  and  immunoiogy 

Allergy  and  Immunology 

Suite  601,  Oak  Hiiis  Medicai  Buiiding 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Richard  H.  Jackson.  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.i.A.* 
Warren  J.  Raymer,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.i.A.* 
D.  W.  Waddeii,  M.D.,  F.A.A.C.i.A. 

Ramon  Garrido,  M.D.,  F.A.C.A.,  F.A.A.C.I.A.* 

(Certified  American  Board  of  Pediatrics) 

'Oipiomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  • 797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Midiael  B.  Raine,  M.D. 

Michael  A.  Modelskl,  M.D. 
Sigmund  W.  Friedland,  M.D. 
Boguslaw  Godlewski.  M.D. 
Matthew  T.  Monroe,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivler,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardl,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
Benjamin  L.  Portnoy,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  ZatorskI,  M.D. 

James  V.  Ryan,  M.D. 


William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D„  FJLCJL 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


NEPHROLOGY 
K.  Ronald  Bing^an,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver.  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS.  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERQ,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN.  Ph.D. 
MICHAEL  A.  McCORMICK,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT.  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS,  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH.  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS.  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.CA.,  Allergy-Dermatology 
W.  A.  Crozler,  M.D.,  FJLC.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 


Present  your  ideas 
in  Texas  Medicine 


For  details  on  submitting  manuscripts, 

sand  for  a copy  of  "Infformatlon  for  Authors.” 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


STUART  ALAN  MASON,  M.D.,  P.A. 

Fellow  American  Association  for  Clinical  Immunology  and  Allergy 
Fellow  of  the  American  College  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answen  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
DIplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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CHARLES  A.  RUSH,  JR.,  M.D. 

Diplomate/Amerlcan  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Anesthesiology 


HOUSTON  PAIN  CLINIC 
ALEX  M.  STRAJA,  M.D.,  F.R.C.P.(C),  F.A.C.A. 
Practice  Limited  to  Treatment  of  Chronic  Pain 
Syndromes  and  Nerve  Blocks 

Practice  by  Referral  Only 

Medical  Towers,  6608  Fannin,  Suite  1417 

Houston,  Texas  77030  Phone:  713  797-1681 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  M.D. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


C.D.L  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK,  M.D. 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

Practice  limited  to  Diseases  and 
Surgery  of  Colon  and  Rectum 

Medical  Tower,  Suite  210, 1550  West  Rosedate, 

Fort  Worth,  Texas  76104,  817-3304501  (24  hours) 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,  Suite  411 
Dallas,  Texas  7K46 
Telephone  214  8214300 


MANUEL  G.  LAGON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
FORT  WORTH  COLON  AND  RECTAL  CLINIC,  P.A. 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


TMA  Members*  Retirement  Trust  (Keogh) 

. . . Another  service  of  your  association 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas  78205 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


FAUSTINO  GOMEZ,  M.D. 

Dermatology  and  Dermatologic  Surgery 

M & S Tower— Suite  315 

730  N.  Main  Ave.,  San  Antonio,  Texas  78205 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatolo^  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue,  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


"Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession" 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 
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Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  P.A. 

STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
B226  Douglas  Avenue,  Dallas,  Texas  75225 


Eye,  Ear,  Nose,  Throat 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


DRS.  NALLE,  ELLSASSER  AND  CLAYTON 
Eye  and  Allergy  of  the  Ear,  Nose  and  Throat 

Ernest  Nalle,  Jr.,  M.D.,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

Miles  G.  Clayton,  M.D.,  Oph. 

1312  Main  Street  Lubbock,  Texas  79401,  806  762-8771 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professional  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


Family  & General  Practice 


GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Family  Practice 


SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freeway,  Fort  Worth,  Texas  817  923-7374 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
aod  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


ROBERT  M.  STECKLER,  M.D. 

Diplomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Baylor  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Dallas,  Texas  75246,  214  827-9880 


J.  E.  WAY,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Surgery 

General  Surgery 

516  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


ROBERT  DAVIS,  M.D.,  M.B.,  B.Ch.  (Rand), 
F.R.C.S.  (Edin.) 

General  Surgery 

430  Park  Plaza  Professional  Building,  1213  Hermann  Drive, 
Houston,  Texas  77004;  713  528-0597 

By  Appointment 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Dallas,  Texas  75246.  214  823-5351 


Neurological  Surgery 


DALUS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 
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JACK  STERN,  M.D. 

GARY  C.  HUTCHINSON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 

Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030,  713  790-1100 


Richard  S.  Ruiz,  M.D.,  F.A.C.S. 
Charles  E.  Russo,  M.D.,  F.A.C.S. 
Malcolm  L.  Mazow,  M.O.,  F.A.C.S. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 
Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


Jeffrey  D.  Lanier,  M.D. 
Michael  A.  Bloome,  M.D. 
Paul  C.  Salmonsen.  M.D. 
Richard  L.  Kimbrough,  M.D. 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  Hill  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

WILLIAM  L.  HUTTON,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


III 

MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Umar  Blvd.,  Au^ln,  Texas  78701,  512  477-6704 


. . . Another  service  of  your  association 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

Durham  Barnes,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 
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CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

3166  Reid  Drive,  Corpus  Christ!,  Texas  78404,  Phone  853-7319 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 
Frank  R.  Vincent!,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756:  512  451-8484 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 


j . ....  George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Ed\rard  J.  Petrus,  M.D.  Practice  Limited  to  Consultation  and  Surgery 

Richard  E.  Nieman,  M.D. 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

601  Madison  Square  Medical  Building 

311  Camden  Street,  San  Antonio,  Texas  78212 

(512)  226-1812 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


THURSTON  DEAN,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Cuvier  P.  Lipscomb,  M.D. 
Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 


Otolaryngology 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Ted  Sisco,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send  old 
and  new  address  to  Membership  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 
800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Otology 


DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Otoneurology 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Building, 
Suite  400,  Dallas.  Texas  75231:  214  691-7331 


DALLAS  HEARING,  BALANCE  AND  OCULAR 
PULSE  LABORATORY 

Audiology — Vestibulometry — Non-invasive  Carotid 
and  Vertebral  Circulation  Studies 

402  Presbyterian  Professional  Building,  8210  Walnut  Hill  Lane, 
Dallas,  Texas  75231:  214  691-7367 
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Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J,  Andujar,  M.D. 

Dorothy  Patras,  M.D. 


1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytoiogy,  Hematology,  Serolo^, 
Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miiler,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Enrique  van  Santen,  M.D. 

Robert  H.  McNeeley,  M.D. 

DIplomates  American  Board  of  Pathoiogy 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 
Telephone  526-4031 

Maiiing  Containers  on  Request — Office  Pickup  Service  In  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

DIplomates,  American  Board  of  Pathoiogy 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

WaHer  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.D.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  Wilkenfeld,  M.D.,  Medical  Laboratories,  Inc. 

J.  S.  WILKENFELD,  M.D.  ENA  E.  MOCEGA,  M.D. 

DIplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055,  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 
Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospital  and  Clinic  Laboratory  Consultation 
P.  O.  Box  118,  Cleburne,  Texas  76031 
817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


HENRY  B.  OWENS,  M.D.,  F.C.A.P. 

Diplomats  American  Board  of  Pathology 

Cytology  and  Tissue  Pathology  Only 

801  E.  Border  St.,  Suite  M,  P.  O.  Box  1627 
Arlington,  Texas  76010,  (817)  461-2771 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Arlington 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to;  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 


Physical  Medicine  & Rehabilitation 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.O.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

LAURENCE  E.  WOLF.  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 

(Carles  W.  Bailey,  Jr.,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364M46 
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Psychiatry 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas,  454-7659 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

nil  West  34th  Street.  Suite  207,  Austin,  Texas  78705,  459-3258 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 


Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dlmijian,  M.D. 
Linda  R.  Hughes,  M.D. 

Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Larrie  W.  Arnold,  M.D. 
Madeline  W.  Harford,  M.D. 
John  G.  Looney,  M.D. 


WILLIAM  E.  BARNES,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomats  American  Board  of  Surgery 
Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  (^de  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 
Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


FABRE  CLINIC 

LOUIS  F.  FABRE,  JR.,  M.D.,  Ph.D. 

Certified  in  Psychiatry  by  the  American  Board  of 
Psychiatry  and  Neurology 

Individual  and  Group  Psychotherapy 
Children  — Family  — Alcoholism 

Free  of  charge  to  patient  MEDICATION  CLINIC 
FOR  PATIENTS  WITH  ANXIETY  OR  DEPRESSION 
IN  CONJUNCTION  WITH  CNS  RESEARCH  WITH 
PSYCHOPHARMACOLOGICAL  COMPOUNDS 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


JACK  L.  CONLEE,  M.D. 

Dlplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christi,  Texas,  855-7359 


PLASTIC  SURGERY  ASSOCIATION 
LEONARD  KOCH,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410,  806  792.2313 


ROBERT  L.  CLEMENT,  M.D.  AND  ASSOCIATES 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery 

nil  West  34th  Street,  Suite  205,  Austin,  Texas  78705,  512  459-3101 


DAVID  McLendon,  Ph.D. 

Licensed  Clinical  Psychologist 

Individual  and  Group  Psychotherapy 
Diagnostic  Evaluations  and  Counseling 

H.  JOHN  JACKSON,  Ed.D. 

Educational  Psychologist 

Administrative  Consultation  to  School  Districts 
Program  Organization  Consultation 
Individual  Family  Counseling 

5503  Crawford  Street,  Houston,  Texas  77004  713  526-2328 


AUN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  Illnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


TMA  Automobile  Lease  Program 

TMA  International  Travel  Program  service  of  your  association 

. . . Another  service  of  your  association 
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Rheumatology 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 

Allen  Goss,  Ph.D.,  Jim  M.  Phillips,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 

4105  Live  Oak  SL 

Dallas,  Texas  75204,  823-4151 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 


Thoracic  Surgery 


1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


HAUSER  CLINIC 

Psychiatry,  Neurology,  Electroencephalography  and 
Electromyography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

*Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 

*Susan  B.  Darsey,  M.D. 

'Harvey  A.  Rosenstock,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Ronald  DeVere,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  A.C.S.W. 

Marguerite  Papademitriou,  A.C.S.W. 

Margery  Engel,  M.S.S.W. 

Jean  Lerner,  M.S.W. 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L.  GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

ROBERT  W.  MILEY,  M.D. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Dghth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 

HECTOR  0.  YANES,  M.D. 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 


Section  of  Psychology 
Ken  R.  Vincent,  Ed.D. 

Administrator 
Richard  J.  Kurzenberger 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


RICHARD  E.  WOOD,  M.D. 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D.,  DJLB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
BeaumonL  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  eye 
applicator. 

845  Clarksville  St.,  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


Make  your  plans  now 
to  attend  the  TMA 
Conference  on  Legislation 
January  15,  1977 
Austin 
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Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 
ABELGARDUNO,  M.D. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  McDonald,  m.d. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone;  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 
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MamsIbs  £diL 


EUGENE  R.  TODD,  M.D.,  P.A. 

DIplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Relsman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  PlotKin,  M.D. 

Itenald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $12.50  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months'  advance  payment.  Section  headings 
are  limited  to  those  specialties  designated  by  the  American 
Medical  Association.  A list  of  these  specialties  is  available 
upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th 
of  the  month  preceding  publication  month. 


Christmas  Seals 
Fight  Lung  Disease 
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PHYSICIANS 

WANTED  IN  TEXAS  FOR 
IMMEDIATE  OPENINGS  IN 
HOSPITALS  • CLINICS  • COMMUNITIES 


SUBSTANTIAL  REWARDS  OFFERED 


JOHN  SHERIFF:  Call  Collect  (213)  993-8600  or  Write 


National  Health  Search 

“Bringing  Doctors  and  Communities  Together” 

19240  Nordhoff  St. 
Northridge,  California  91324 
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Classified  Advertising 


Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls.  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  examining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
locate  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  David 
M.  Pogue  at  817-766-3661.  at  601  Midwestern  Parkway,  East,  Wichita 
Falls,  Texas  76302. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
with  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
915-267-6861. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $45,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
612-876-6286. 


WANTED  OR  TWO  BOARD  ELIGIBLE  FAMILY  PRACTITION- 
ERS to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
raly  a group  practice  can  provide.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  Henry 
K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB. 
To  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  800 
South  6th  Street,  Carrizo  Springs,  Texas  78834.  612-876-6236. 


WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 


WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Excellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 


PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries:  $31,000  to  $38,000  plus  $1,000 
for  board  certificaUon  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 


NEAR  GULF  COAST:  Several  specialties  including  family  practice. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6888. 

PSYCHIATRIST,  board  certified  or  eligible  needed  for  modern  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000 -j-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  76786;  214-683-6481. 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 

GENERAL  INTERNIST  WANTED:  Board  certified  or  eligible  to  join 
expmiding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
tor, 


MID-GULF  COAST:  INTERNIST  with  cardiology  sub-specialty;  family 
practitioner  needed  to  practice  in  very  progressive  medium  sized  com- 
munity on  Gulf  Coast.  Excellent  schools,  churches  with  a friendly  area 
population.  New  hospital  with  60  beds  under  construction  now.  Excellent 
sports  and  recreation  near  by  with  hunting  and  salt  and  fresh  water 
fishing.  Plan  guaranteed  income  for  two  years  to  acceptable  people. 
Call  713-643-3367  or  write  P.O.  Box  406,  El  Campo.  Texas  77437. 

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  mil^  from  Aus- 
tin. Modern  three  man  clinic;  adjacent  to  36  bed  hospital,  recently 
remodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  trial 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
Texas  78962;  713-726-8546. 

GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  Including 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefits  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelles  Clinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072. 


EMERGENCY  DEPARTMENT  GROUP.  HOUSTON  AREA.  EX- 
PANDING— choice  of  salary  or  fee-for-service  with  guarantee — malprac- 
tice paid— Call  713-861-7942  or  write  Greater  Houston  Emergency  Physi- 
cians Association,  626  West  19th,  Houston,  Texas  77008. 


FAMILY  PRACTICE  OR  OPHTHALMOLOGIST.  Attractive  office  in 
ideal  location  with  excellent  public  exposure  on  corner  with  easy  access. 
1370  square  feet  at  30c  per  square  foot  per  month  in  an  underserved 
middleclass  area  of  Irving.  Formerly  occupied  by  internist.  Contact  Litt 
Perry,  DDS,  209  South  O’Conner,  Irving,  Texas  76060;  214-269-4680. 


WANTED:  GP  OR  FP.  Potentially,  lucrative  practice,  suburban  area 
of  about  20,000,  Willing  to  negotiate.  Paul  A.  Grandy,  M.D.,  North 
Lamar  Medical  Clinic,  10806  North  Lamar  Blvd.,  Austin,  Texas  78763; 
612-837-2640. 


PSYCHIATRIST  BOARD  CERTIFIED  OR  ELIGIBLE.  $36,000  to  $40,- 
000.  Texas  license  required.  Building  a better  and  more  dynamic  program 
in  State  Hospital.  Ideal  family  living  town  of  30,000,  good  schools,  recr^ 
ation,  mild  weather.  Maurice  A.  Watts,  M.D.,  Clinical  Director,  Big 
Spring  State  Hospital,  Box  231,  Big  Spring,  Texas,  79720;  916-267-8216. 


WANTED:  PEDIATRICIAN  to  join  a multispecialty  group  with  two 
board  pediatricians.  Guaranteed  salary  $30,000  plus  many  fringe  benefits. 
Contact  F.  L.  Phillips,  M.D..  Glen  Valley  Clinic,  7630  Bellfort,  Houston, 
Texas  77061. 


ORTHOPEDIC  SURGEON,  El  Paso,  Texas  (population  410,000).  Join 
ultra  busy  43  year  old  orthopedist  in  17  man  multi-specialty  group  prac- 
tice (only  1V>  years  old)  with  own  hospital  and  attached  large  clinic 
building.  Excellent  year  round  sunny  dry  climate.  Guarante^  minimum 
$60,000-$66,000  first  year.  Call  collect  between  2-6  p.m.,  I^vid  L.  ^'wis, 
M.D.,  916-692-0201  or  write  David  L.  Lewis,  M.D.,  6201  El  Risco  Drive. 
El  Paso,  Texas  79912, 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Anes- 
thesiologist, solo  or  group  practice.  Home  of  Exxon,  U.S.  Sted;  major 
expansions  underway.  High  income.  Bay  area  near  Houston.  Outstand- 
ing schools,  colleges.  Contact  Administrator.  1101  Decker  Drive,  Bay- 
town,  Texas  77620;  713-422-3406.  


PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  license  are  $16,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  child  psychiatry.  For  full  information,  write 
to  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospital,  4110  Guadalupe  Street,  Austin.  Texas  7876L 


CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy, 
group  therapy,  psychopharmacology  and  ethology.  Basic  clinical  orienta- 
tion in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modalities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  lin- 
guistic anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient  clin^ 
cal  programs.  New  60-bed  in-patient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
First  year,  $16,000;  second  year,  $16,000;  third  year,  $17,000;  fourth 
year,  $18,000.  Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency 
Training,  Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78761. 


PSYCHIATRIST  FOR  ESTABLISHED  West  Texas  MHMR  Center. 
Provide  clinical  leadership  and  training  in  programs  emphasizing  out- 
patient services.  Excellent  professional  and  paraprofessional  staff.  MH 
facility  construction  in  1977.  Exceptional  public  schools  and  state  uni- 
versity. Call  or  write  James  Young,  244  N.  Magdalen,  San  Angelo, 
Texas  76901;  916-666-6674. 


WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  OBSTETRICIAN- 
GYNECIOLOGIST  to  join  multispecialty  clinic  in  Houston.  Starting 
salary  competitive,  early  partnership  available.  Contact  Business  Man- 
ager, Glen  Valley  Clinic,  7640  Bellfort,  Houston,  Texas  77061:  644-3344. 

INTERNIST — In  small  city  South  Central  Texas;  San  Antonio,  Austin 
area.  Drawing  area  22.000.  60-bed  new  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator,  Gon- 
zales County  Hospital  District,  Gonzales,  Texas.  612-672-2811. 


PEDIATRICS — In  small  city  South  Central  Texas;  San  Antonio.  Austin 
area.  Drawing  area  22,000.  60-bed  new  hospital  under  construction. 
Financial  assistance  available,  William  B.  Watts,  Administrator,  Gon- 
zales  County  Hospital  District,  Gonzales,  Texas.  612-672-2811.  

FAMILY  PRACTICE — In  small  city  South  Central  Texas;  San  An- 
tonio, Austin  area.  Drawing  area  22,000.  60-bed  new  hospital  under 
construction.  Financial  assistance  available.  William  B.  Watts,  Adminis- 
trator,  Gonzales  County  Hospital  District,  Gonzales,  Texas  612-672-2811. 

EMERGENCY  MEDICINE  CAREER  OPPORTUNITY— for  physician 
wanting  full-time  long  term  2nd  career.  Trauma  center  for  Central 
Texas.  Ideal  weather  and  location.  Starting  salary  $42,000  plus  excellent 
benefits.  Immediate  openings.  For  more  info  send  CV  to  CTMF,  P.O. 
Box  13023,  Austin,  Texas  78711. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  OPHTHALMOLOGIST  with  retinal  training  to  share  ex- 
cellent facilities  with  two  other  eye  men.  Near  Gulf  Coast,  90  miles 
from  Houston.  Unopposed  in  industrial  area  with  over  125,000  popula- 
tion. Please  reply  to  Ad-642,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

FAMILY  PRACTITIONER  WANTED  to  join  two  established  family 
practitioners  in  Trinity,  Texas.  Former  partner  is  leaving  November 
1976  for  residency.  A large  ready  made  practice  is  available  now.  You 
are  invited  to  investigate  clinic  and  hospital  facility,  compatibility, 
economic  and  environment  of  rural  practice  in  an  outstanding  recrea- 
tional area  that  includes  2,000,000  acres  of  East  Texas  forest,  90,000 
acre  Lake  Livingston,  various  golf  courses,  marinas,  and  country  club 
developments.  All  guarantees,  etc.  are  negotiable.  Bring  your  wife. 
Sam  R.  Barnes,  M.D.  and  J.  Richard  Cook,  M.D.,  P.O.  Box  672, 
Trinity,  Texas  75862. 

CORPUS  CHRISTI,  TEXAS:  October  1st  opening  for  one  full-time 
MD  to  complete  five-man  ED  team,  500  bed  JCAH  approved  teaching 
hospital  in  Corpus  Christi,  a town  of  225,000  in  South  Texas.  Wanted — ■ 
settled  physician  over  40  who  has  been  in  private  practice,  minimal 
surgical  background.  Guaranteed  555,000  and  a 7%  annual  increase.  40 
hour  work  week.  Fringe  benefits  include  one  month  paid  vacation  and 
time  for  post  graduate  study.  Contact:  Mrs.  Sarah  Welch,  Vice  Presi- 
dent for  Nursing  Services,  Memorial  Medical  Center.  P.O.  Box  5280, 
Corpus  Christi,  Texas  78405.  Telephone  512-884-4511. 

FAMILY  PRACTITIONER  WANTED  TO  ASSOCIATE  with  well 
established  solo  practitioner  to  handle  patient  overflow.  Alternate  week- 
end coverage,  etc.  Space  available,  reasonable.  X-ray  and  full  lab  in 
building.  Desire  experienced  FP  with  holistic  approach.  No  hospital 
practice  necessary.  Please  reply  to  Ad-652,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

FAMILY  PRACTICE,  GENERAL  PRACTICE— Wanted  immediately 
to  join  physician  staff  in  rural  community  one-hour  from  Dallas-Fort 
Worth  area.  Extremely  active  practice  with  good  benefits  and  an  op- 
portunity to  enter  into  the  corporation.  Practice  is  with  physicians 
clinic,  26-bed  hospital,  and  42-bed  nursing  home  within  the  same  build- 
ing complex.  Excellent  arrangement  for  family  practice.  For  further 
information  contact  Roger  E.  Marks.  M.D.,  817-897-2215  or  817-897-4436. 

OPENINGS  FOR  TWO  EMERGENCY  PHYSICIANS  in  community 
of  70,000  in  West  Central  Texas.  Excellent  medical  staff  and  adminis- 
trative support.  Usual  schedule  is  15-12  hour  shifts  per  month.  Fee-for- 
service  with  $48,000  annual  guarantee.  Fine  hunting  and  fishing  area. 
Contact  Bill  Bass,  M.D.,  1506  S.  Concho  Drive,  San  Angelo,  Texas 
76901  or  call  915-653-6741. 

_ FAMILY  PRACTICE/GENERAL  PRACTICFl — Excellent  private  prac- 
tice opportunity  exists  in  northeast  Dallas  bedroom  community  of  80,000 
in  affiliation  with  new  full  service  106-bed  private  hospital.  Liberal 
salary  guarantees,  interview  trip  and  relocation  expenses  are  offered. 
Residents  enjoy  excellent  recreational  facilities,  superior  public  schools, 
and  a wide  range  of  housing.  Send  detailed  Curriculum  Vitae  to  Ad-629, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

NEEDED:  PHYSICIANS  to  practice  at  Mexia  State  School,  located 
in  central  Texas  just  30  minutes  east  of  Waco.  Many  fringe  benefits— 
retirement,  sick  leave,  vacation.  40-hour  week,  group  insurance.  Salary 
range  $34,300  to  $37,300,  depending  on  qualifications.  An  equal  oppor- 
tunity employer.  Contact  Medical  Director,  Mexia  State  School,  P.O. 
Box  1132,  Mexia.  Texas  76667.  817-562-2821. 

WANTED:  SPANISH  SPEAKING  GENERAL  PRACTITIONER  to 
share  busy  work  load:  family,  general,  industrial  medicine.  No  OB  or 
surgery.  Rotating  night  calls,  $36,000  starting  salary,  no  investment 
required,  liberal  professional  association  fringe  benefits.  Call  collect. 
H.  Pena,  M.D.,  North  Main  Medical  and  Surgical  Clinic  Association, 
3301  North  Main,  Fort  Worth,  Texas  76106;  817-625-2791. 

STUDENT  HEALTH  SERVICE  PHYSICIAN— Beautiful  campus,  coin- 
petitive  salary  and  benefits.  East  Texas  recreational  area.  New  clinic 
in  planning.  Contact  William  G.  Langston,  M.D..  P.O.  Box  3058,  SFA, 
Nacogdoches,  Texas  75691;  713-569-4008. 

QUALIFIED  FAMILY  PRACTITIONER:  Well  established  clinic  in- 
cluding lab  and  x-ray.  Join  five  other  GPs  in  busy  office  and  hospital 
practice.  Located  in  a dynamic,  growing  area  of  Dallas.  Many  benefits 
that  only  group  practice  can  provide.  Salary  negotiable  with  subsequent 
partnership  offered.  Please  reply  to  Ad-665,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  MEDICINE  GROUP  PRACTICE  in  Texas.  Salary 
$44,000  with  many  fringe  benefits.  Send  resume  to  Houston  E.P.A., 
8700  Commerce  Park  Drive,  Suite  121,  Houston,  Texas  77036. 

FAMILY  PRACTITIONER  FOR  MULTISPECIALTY  CLINIC  in 
Houston’s  fastest  growing  Southwest  area.  Salary  guarantee  and  early 
partnership.  Excellent  radiographic  and  diagnostic  facilities  in  new 
clinic  building  adjacent  to  hospital.  Contact  Pierre  Gendron.  6630 
DeMoss.  Houston.  Texas  77074. 

BOARD  CERTIFIED  AND/OR  BOARD  ELIGIBLE  INTERNISTS: 
Board  certified  and/or  board  eligible  internists  sought  for  Chief  and 
Deputy  Chief.  Department  of  Medicine,  U.S.  Public  Health  Service  Hos- 
pital, Galveston,  Texas  and  other  areas  of  Gulf  Coa.st.  Affiliated  with 
University  of  Texas  Medical  Branch  in  terms  of  medical  student,  intern 
and  resident  teaching.  Employment  in  PHS  Commissioned  Corps,  if 
eligible,  or  under  Federal  Civil  Service  System  with  liberal  benefits  and 
adherence  to  equal  employment  practices.  For  information  call  or  write 
Thomas  Shinnlck,  M.D.,  Director,  U.S.P.H.S.  Hospital,  4400  Avenue  N, 
Galveston.  Texas  77550;  713-763-1211, 

GENERAL  PRACTICE— SOLO  PRACTICE:  Rural  area,  progressive 
community,  friendly  people,  excellent  school  system.  Modern  30  bed 
hospital.  One  other  doctor  on  active  medical  staff.  Rent  free  office 
space.  Good  hunting  and  fishing.  Contact  Administrator,  Throckmorton 
County  Memorial  Hospital,  P.O.  Box  487,  Throckmorton,  Texas  76083; 
817-849-2151  or  817-345-3206,  Dr.  Luis  A.  Barranco. 

WANTED:  DIRECTOR,  CITY-COUNTY  HEALTH  DEPARTMENT. 
Licensed  to  practice  in  Texas,  M.D.,  M.P.H.  Serving  a population  of 
120,000  in  North  Central  Texas,  Reply  to:  Chairman,  Board  of  Health, 
Wichita  l-’aHs  City-Wichita  County  Public  Health  Center,  1700  Third 
Street,  Wichita  Falls,  Texas  76301. 

DALLAS  AREA  OPPORTUNITIES:  Outstanding  private  practice 
opportunities  exist  for  general  internists  and  family  practitioners  in 
the  suburban  community  of  Plano,  Texas.  Plano’s  population  has  in- 
creased from  17,000  to  over  46,000  in  the  last  six  years.  Excellent 
schools,  new  193  bed  hospital,  physician  offices  across  the  street.  Be 
a part  of  this  dynamically  growing  community.  For  further  details  call 
collect  or  write  to:  John  C.  Daniels,  Director,  Professional  Relations, 
Plano  General  Hospital,  3901  West  15th  Street,  Plano,  Texas  75076; 
214-423-6800. 


WANTED:  INTERNIST  TO  JOIN  busy  solo  internist  in  new  office. 
Complete  clinical  laboratory  facilities  plus  x-ray.  City  of  25,000  popula- 
tion in  Northeast  Texas,  Drawing  area  of  100,000.  Two  new  hospitals. 
High  caliber  medical  community.  Excellent  recreational  facilities;  good 
schools  and  churches.  Ideal  family  city.  Please  reply  to  Ad-626,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EXCELLENT  OPPORTUNITY  FOR  ONE  OR  TWO  FPs.  North  Cen- 
tral 'Texas,  small  town,  large  lake.  Large  cities  nearby.  Exceptional 
recreation  on  doorstep.  Clinic  adjacent  to  new  hospital.  New  schools, 
churches,  homes.  On-call  time  with  three  others.  Solo  or  group.  Salary 
guarantee.  Growing  area.  Help  needed  badly.  Please  reply  to  Ad-663, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

MEDENCO,  A HEALTH  CARE  COMPANY  that  owns  and  operates 
hospitals  throughout  Texas,  has  many  physician  opportunities.  A hand- 
some financial  package  is  available  for  the  interested  physician.  Contact 
Richard  C.  Holdren  or  Stephen  C.  Smith  at  3800  Buffalo  Speedway. 
Greenway  Plaza,  Houston,  'Texas  77098  or  telephone  toll  free  at  1-800- 
392-2278. 

PHYSICIAN  WANTED;  FAMILY  CARE  AND  CHRONIC.  Hospital 
facilities  available  ten  miles.  Clinic  space  available  downtown  Kemp. 
Pharmacy  available.  45  miles  southeast  Dallas.  Close  to  Cedar  Creek 
Lake,  fastest  growing  recreational-retirement  area  in  Texas.  Projected 
100,000  population  by  1980  in  area.  Country  club,  golf  course,  three 
miles.  Excellent  opportunity.  Please  reply  to  Edmund  Horton,  Ph.,  P.O. 
Box  449,  Kemp,  Texas  75143;  phone  214-498-2011. 

WANTED — INTERNIST  for  group  in  Central  Texas.  Salary  $40,000 
per  annum  or  60%  of  fees  collected  whichever  is  greater.  Opportunity 
for  partnership  available  after  initial  contract  period.  Please  reply  to 
Ad-660,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 

GENERAL  PRACTITIONER  NEEDED  in  Central  Texas  town  to  join 
group  of  eight.  Guaranteed  income  of  $40,000  per  annum  based  on  per- 
centage of  fees.  Bonus  of  $5,000  at  end  of  year.  Please  reply  to  Ad-661, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN  WANTED  to  join  group  in  town  of  12,000  with  two 
OB-GYN  men.  Salary  open.  Please  reply  to  Ad-662,  Texas  Medicine, 
1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 

WANTED:  LOCUM  TENENS  for  6 months  to  18  months  to  help  me 
in  a busy  general  practice.  Modern  clinic,  new  80  bed  hospital.  Present 
associate  leaving  Jan.  1st.  Contact:  M.  A.  Treadwell,  M.D,,  Eastland, 
Texas;  817-629-2633. 

EMERGENCY  MEDICAL  SERVICES  INSTRUCTOR— School  of  Allied 
Health  Sciences  and  Orthopaedics,  The  University  of  Texas  Medical 
School  at  San  Antonio.  To  work  with  orthopaedic  faculty  and  incum- 
bent EMS  instructor,  conducting  primary  and  continuing  education  in 
emergency  medicine  for  medical  and  dental  students.  Health  Science 
Center  personnel,  and  paramedical  personnel  of  the  City  of  San  Antonio 
and  Bexar  and  surrounding  counties.  Assist  in  coordinating  training 
programs,  catalog  audio-visual  aids,  maintain  teaching  equipment,  and 
participate  in  actual  course  instruction.  Prefer  college  degree  and  two 
years’  experience  in  emergency  medical  services  training  and/or  program 
and  class  coordination.  Send  resume  to;  Charles  A.  Rockwood,  Jr., 
M.D.,  Professor  and  Chairman,  Orthopaedics,  The  University  of  Texas 
Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl  Drive,  San 
Antonio,  Texas  78284.  An  equal  opportunity/affirmative  action  employer. 

WANTED:  M.D.  for  busy  downtown  Houston  industrial  clinic,  4 man 
group.  Partner  retiring.  May  1977.  $48,000.  Opportunity  full  partner- 
ship. Night/weekend  calls  to  your  liking.  Position  not  filled  by  June  ’77 
would  consider  locum  tenens  2-8  months.  Malpractice  insurance  paid. 
Under  40  years  old.  Please  reply  to  Ad-667,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED  in  Ranger,  Texas,  location 
1-20  between  Fort  Worth  and  Abilene.  New  36  bed  hospital,  new  schools 
under  construction.  Junior  College  (EMT  and  LVN  training).  Lake 
Leon,  7 miles  with  country  club.  Call  collect  817-647-1156. 

CORPORATE  INTERNIST,  $45,000.  Supervise  executive  health  pro- 
gram with  strong  emphasis  on  preventive  medicine.  Major  oil  company. 
ER  PHYSICIAN  $55,000.  Gulf  Coast  resort  city.  RESEARCH  DIREC- 
TOR to  $50,000.  Monitor  and  review  drug  products.  PATHOLOGIST. 
Reference  lab  S.W.  Texas.  Send  curriculum  vitae  to  Marilyn  Blaker, 
MEDEX,  5805  Richmond,  Houston,  Texas  77057.  713-789-1550. 


Situations  Wanted 


WE  PRESENTLY  HAVE  SEVERAL  PHYSICIANS,  GPs  and  special- 
ists on  file  who  wish  to  practice  in  Texas  on  a salary  basis,  with  a view 
to  future  partnership.  How  may  we  help?  Medi-Search  (recruiting  physi- 
cians exclusively),  309  Wichita  Title  Building,  Wichita  Falls,  Texas; 
817-322-5269. 

ALLERGIST:  32,  board  certified  in  pediatrics,  in  second  year  uni- 
versity allergy /immunology  fellowship.  Desires  position  primarily  pedia- 
tric allergy.  Group,  partnership,  clinic  practice.  Available  summer  1977. 
Please  reply  to  Ad-656,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

GENERAL  SURGEON— Board  certified,  FACS,  FLEX  New  York.  41, 
wants  to  relocate.  Prefers  Dallas  or  Houston  or  vicinity.  University 
trained.  Four  years  of  private  practice.  Desires  solo,  association,  or 
group  practice.  Please  reply  to  Ad-657,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

SITUATION  WANTED:  36  year  old  ophthalmologist  wishes  to  relocate 
in  Texas.  University  of  Toronto  graduate  1965  with  Canadian  fellowship 
in  ophthalmology  1969.  Interested  in  general  ophthalmology  practice. 
Please  reply  to  E.  P.  Sholdra,  M.D..F’'.R.C.S.  (c) , 120  Holland  Avenue, 
Ottawa,  Ontario,  Canada  K1Y0X7;  telephone  1-613-729-4375. 

CARDIOLOGIST:  33— FLEX.  Echo  and  stress  testing  expertise. 
Knowledge  of  Spanish.  Looks  for  hospital  based  or  group  practice. 
Available  July  1977.  Prefers  South  Texas,  other  areas  considered.  Please 
reply  to  Ad-664,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GENERAL  SURGEON:  34,  board  eligible,  FLEX,  solo,  associate, 
some  GP.  Licensed  Ohio,  Pennsylvania,  Alabama.  205-578-4838  home; 
205-578-4610  office. 

LADY  DOCTOR — SPECIALIZED  IN  OB-GYN.  Completed  residency 
in  June  1976.  Passed  FLEX  from  N.Y.  State  in  December  1975.  Passed 
written  board  exam  in  June  1976.  Moving  with  family.  Seeks  associate/ 
partnership  in  Austin.  Please  reply  to  Ad-666,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 
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GENERAL  INTERNIST  who  will  finish  residency  from  Scott  and 
White  in  June  1977,  wishes  placement  in  Kroup  practice.  Prefer  Uallas- 
Fort  Worth  or  Austin  area  but  will  consider  other  offers.  Please  reply 
to  Ad-6(i8,  Texas  Medicine.  1801  North  Liimar  Blvd.,  Austin,  Texas 
78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  IN  PALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218. 

FOR  SALE  OR  LEASE — Beaumont,  Texas.  Medical  office  and  prac- 
tice, one  or  two  doctors:  prosperous  port,  petrochemical  industry,  ship- 
building and  steel  plant.  One  billion  dollars  capital  investment  in  area 
last  six  months;  hub  of  regional  rice  growing  and  cattle  raising. 
Population  130,000;  state  university,  new  public  library  and  public 
transportation  system:  85  miles  from  Houston.  Suitable  for  all  special- 
ties: prefer  GP  or  internal  medicine.  Contemporary,  prize  winning 
desigm:  new  roof,  air  conditioning  and  painting;  2973  sq.  ft.,  sound- 
proofed interior  walls.  Ample  parking,  including  adjacent  rental  prop- 
erty. Practice  26  years  old,  17  years  same  location.  Unlimited  income 
potential,  especially  with  OB  or  surgery.  Price  includes  practice,  fur- 
nishings, adjacent  lot  and  rental  property.  Owner  retiring.  Texas  license 
requir^.  Terms  available  for  sale  or  lease.  Please  reply  to  Ad-659, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

FOR  SALE:  Due  to  death  of  doctor,  large  established  family  practice 
of  Dr,  J,  Edwards  Prewett  grossing  over  $100,000  annually.  Knowledge 
of  Spanish  helpful.  FOR  LEASE:  Long-term  lease  on  clinic  building, 
2404  South  IH  36.  Equipment  available.  Approximately  2,700  sq.  ft.  in- 
cluding separate  dentist’s  office  under  lease.  Scenic  outdoor  patio,  rock 
garden,  large  beautiful  trees,  plenty  parking.  Write  Mrs.  J.  Edwards 
Prewett,  407  Almarion,  Austin  78746;  or  call  residence  512-327-0662  or 
doctors  office  612-444-5501. 

NORTHEAST  SAN  ANTONIO — 54,000  population  and  growing.  No 
MDs,  above  average  income.  1700  sq.  ft.,  air  conditioned,  carpet,  6 
exam  rooms,  reception,  business  office.  Three  year  old  building,  phar- 
macy in  building.  Some  financial  assistance.  W.  H,  Gibson,  656-1166, 
661-6449. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medical  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Ck>sts  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
510  West  26th  Street,  Austin,  Texas  78705.  Phone  512-472-9251. 

CONSULTANTS  IN  FINANCING,  BANKING  AND  FINANCIAL 
MANAGEMENT.  Banc-Services  Corporation,  Thomas  G.  White,  Presi- 
dent, 10400  N.  Central  Expressway,  Suite  102,  Dallas,  Texas  76231; 
214-369-3196. 
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EMERGENCY  PHYSICIANS 

Career  oriented  emergency  physicians  with 
additional  post  graduate  training  and/or  emer- 
gency medicine  experience.  Continuing  educa- 
tional requirements  mandatory.  Teaching  and 
non-teaching  emergency  departments  available. 

The  only  emergency  medicine  group  staffing 
emergency  department-Texas  Medical  Center. 
Board  eligibility  or  certification  with  interest  in 
trauma  qualifies  for  director  status.  Gulf  Coast 
area.  Immediate  openings. 

Guarantee  $52,000  - $58,000. 

Fringes:  Malpractice,  major  medical,  life, 
disability  income. 

Houston  metropolitan  facilities.  Excellent 
schools,  churches  with  a friendly  area  population. 
Cultural  and  educational  opportunities.  Fresh 
and  salt  water.  Astrodome,  major  league  sports 
(football,  baseball,  ice  hockey,  golf  tournaments, 
tennis  tournaments). 

Only  Qualified  Need  Apply 

Call  or  Send  C.V.:  Gulf  Coast 

Emergency  Physicians, 

(713)  944-6300,  3325  Plainview,  Suite  7 
Pasadena,  Texas  77504 

Wichita  Falls  Clinic 

501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  StJRGERY 

W.  E.  Cnimp,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Clark  W.  Brazil,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 

Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 

Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 

R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 

Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D,,  D.A.B.R, 

PEDIATRICS 

Joseph  Blider,  Jr.,  M.D, 

George  W.  Slaughter,  M.D. 

INTERNAL  MEDICINE 

P.  K.  Smith,  M.D,,  F,A.C.P. 

I.  L.  Humphrey,  Jr,,  M.D. 

Preston  McCall,  M.D. 

Julian  C.  Sleeper,  M.D.,  Cardiology 

David  M.  Pogue,  M.D.,  Cardiology 

Wendell  I,  Wyatt,  M.D. 

Lowell  L.  Harvey,  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

James  T.  Cook,  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 

James  M.  Missler,  Administrator 

TEXAS  - 

TWO  IMMEDIATE  POSITIONS 

BOARD  CERTIFIED  OR  ELIGIBLE 
INTERNIST  . . . 

$45,000  net  practice  guarantee  first  year;  second  year 
partnrship  option  or  solo  in  area  if  preferred.  Inclusive 
Malpractice;  office  space;  office  equipment;  nursing 
personnel;  full  fringes.  90  acre  Medical  Complex  with 
379  bed  full  service  hospital  (physician  management); 
superior  general  services;  excellent  specialty  services 
and  facilities;  separate  Psychiatric  Annex. 

Situated  in  Pasadena,  Texas,  adjacent  to  Houston. 
Located  near  NASA  — a few  miles  east  of  Texas  Medi- 
cal Center.  Population  126,000.  Metropolitan  Houston 
population  2,509,000.  High  per  capita  income  area.  Ex- 
cellent schools  (from  elementary  to  doctorate  in  25  mile 
range);  2 major  universities  and  2 medical  schools 
easily  accessible;  fine  churches  with  a friendly  area 
population;  complete  cultural  and  social  opportunities; 
fresh  and  salt  water;  Astrodome,  major  league  sports 
(football,  baseball,  ice  hockey,  golf  tournaments,  ten- 
nis tournaments). 

Submit  resume:  INTERNIST;  P.  0.  Box  3093,  Pasa- 
dena, Texas  77501;  or  call  713-943-2500. 

Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 

634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 

of  men  and  women  suffering  from 

alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 

JCAH:  ACCREDITED. 
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Editorials 


CONSULTATION  OR  REFERRAL  AND 
THE  PRIMARY  CARE  PHYSICIAN 

Few  physicians  today  would  deny  that  the  prac- 
tice of  medicine  is  more  legalistically  oriented 
and  more  governmentally  controlled  than  ever 
before.  If  we  have  ever  needed  professional  uni- 
ty, integrity,  and  the  practice  of  professional 
ethics,  it  is  now.  It  would  be  well  to  pause  and 
rethink  two  concepts  that  have  been  a part  of 
ethical  medicine  for  so  longthat  our  familiarity 
with  them  has  almost  led  to  contempt.  Yet,  it  is 
the  close  adherence  to  these  principles  of  “con- 
sultation” and  “referral”  that  has  enhanced  and 
preserved  the  dignity  and  quality  of  our  profes- 
sion. Misunderstanding  of  these  two  terms  has 
caused  bitterness  and  frustration.  Proper  pro- 
fessional interaction  and  a cooperative  attitude 
for  the  patient’s  welfare  is  our  goal.  Let  us  re- 
state the  definitions  and  review  what  is  meant  by 
these  terms. 

While  in  private  practice  I was  often  aware  of 
the  problem  arising  out  of  a misunderstanding 
of  these  ideas.  This  has  become  increasingly 
apparent  since  I have  become  involved  in  teach- 
ing medical  students  and  family  medicine  resi- 
dents. In  our  department  at  The  University  of 
Texas  Medical  Branch  we  teach  and  define  the 
role  of  a primary  care  physician  as  he  relates  to 
his  patient  and  other  members  of  his  profes- 
sion. We  teach  the  concept  that  the  primary 
care  physician  should  consider  his  patient  to 
be  in  one  of  three  categories.  In  the  first  the  pa- 
tient is  treated  by  the  primary  care  physician. 

In  the  second  the  patient  is  to  be  treated  by  the 
primary  care  physician  with  the  advice  and 
guidance  of  the  consultant.  In  the  third  the  pa- 
tient is  to  be  referred  to  a specialist  who  will 
treat  the  patient  during  that  episode  of  illness. 
Our  residents  are  taught  to  know  their  own  levels 
of  competence  and  to  act  in  the  patient’s  best 
interest.  Often  their  requests  for  consultation 
are  treated  as  referrals.  This  causes  the  resident 
much  concern. 


Dorland's  Illustrated  Medical  Dictionary  de- 
fines consultation  as  “a  deliberation  of  two  or 
more  physicians  with  respect  tothe  diagnosis 
ortreatment  in  any  particular  case,”i  but  it 
gives  us  no  definition  of  referral.  Webster  de- 
fines refer  and  referral  as  “to  assign. ’’^ 

In  “A  Case  for  Consultation,”  Evans  and  Sut- 
ton do  not  discuss  the  medical  clinical  specialist 
consultant,  but  their  observations  on  consulta- 
tion are  appropriate.  They  quote  Caplan's  use 
of  the  term  as  meaning  “a  process  of  interaction 
between  two  professional  persons — the  con- 
sultant, who  is  a specialist,  and  the  consultee, 
who  involves  the  consultant’s  help  in  regard  to 
a current  work  problem  with  which  he  is  having 
some  difficulty  and  which  he  has  decided  is  with- 
in the  other’s  area  of  specialized  competence. 

In  that  type  of  professional  interaction  the  con- 
sultant accepts  no  direct  responsibility  for  im- 
plementing remedial  action  forthe  client,  and 
the  professional  responsibility  forthe  client  re- 
mains with  the  consultee  just  as  much  as  it  did 
before  he  asked  the  consultant  for  help.  An- 
other essential  aspect  of  this  type  of  consulta- 
tion is  that  the  consultant  engages  in  the  activity 
not  only  in  order  to  help  the  consultee  with  his 
work  problem  . . . but  also  in  order  to  add  to 
the  consultee’s  knowledge  and  to  lessen  areas 
of  misunderstanding,  so  that  he  may  be  able  in 
the  future  to  deal  more  effectively  on  his  own 
with  this  category  of  problem. ’’^  In  this  con- 
sultee-consultant  relationshipthe  consultee  is 
free  to  accept  or  reject  the  consultative  help 
knowingthat  he  retainsthe  responsibility  for 
and  accountability  tothe  patient.  The  consultant 
is  thus  cast  into  a role  of  support  of  the  sense 
of  professional  adequacy  of  the  consultee  and 
the  belief  that  the  consultee  can  master  the 
problem.  He  guides  the  consultee  by  helpingto 
define  the  problem  and  by  suggesting  alternate 
solutions  or  outcomes. 

Some  court  decisions  have  indicated  that 
under  certain  circumstances  a treating  physi- 
cian is  obliged  to  seek  information  about  the 
patient  from  physicians  who  provided  prior  care, 
especially  if  the  earlier  treatment  may  have  con- 
tributed tocomplications  arising  from  current 
treatment.  A physician  who  has  knowledge  or 
an  indication  that  some  prior  treatment  may  in- 
crease the  risk  of  future  treatment  has  a duty  to 
consult  with  the  physician  who  gave  the  prior 
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treatment.^  There  is  also  a legal  duty  on  the 
part  of  the  consultee  or  referrer  to  consult  with 
his  colleague  concerning  recommendations  for 
follow-up  care.  The  general  practitioner  es- 
sentially acknowledges  his  lack  of  expertise  in 
referring  a patient  to  a specialist;  he  should  be 
mindful  of  his  limited  knowledge  and  consult 
the  specialist  for  guidance  in  the  followup  treat- 
ment. 

The  foregoing  statements  either  express  or 
imply  a cooperative  relationship  of  help,  teach- 
ing, and  learning  in  a consultation.  The  quality 
of  performance  of  the  physician  who  has  sought 
consultation  will  be  improved.  He  is  expected 
to  increase  his  own  expertise  in  handlingthe 
same  problem  in  the  future.  It  is  not  intended 
that  he  interrupt  his  participation  in  manage- 
ment, but  it  is  evidence  that  he  recognizes  his 
need  for  assistance  at  the  proper  time.  There- 
fore, the  essence  of  a consultation  is  a partner- 
ship in  management. 

A consultation  is  a joint  venture,  but  a refer- 
ral is  not.  After  completion  of  a referral  or 
assignment,  the  selection  of  a physician  for  fu- 
ture problems  is  made  by  the  patient. 

Close  adherence  to  these  simple  principles 
is  an  obligation  of  the  members  of  the  medical 
profession.  It  is  necessary  forthe  primary  care 
physician  to  be  specific  in  making  his  wishes 
known  to  his  consultant.  It  is  mandatory  that  he 
furnish  all  information  at  his  command.  An 
adequate  exchange  of  information,  an  under- 
standing of  what  is  expected,  and  clear  com- 
munication will  do  much  to  strengthen  our 
profession  in  the  time  of  crisis. 

M.  L.  Ross,  MD,  Galveston,  Chairman, 

Department  of  Family  Medicine, 

The  University  of  Texas  Medical  Branch. 
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TEXAS  MD  GRADUATES  WATCH  AS 
RESIDENCY  DOORS  SWING  SHUT 

Texas  may  be  locking  its  own  medical  graduates 
out  of  the  state  at  the  very  time  when  primary 
care  physicians  are  in  short  supply. 

A paradox?  Of  course,  and  yet  there  is  a way 
out  of  the  contradiction:  We  need  to  adopt  and 
fund  an  effective  program  for  expanding  primary 
care  residencies  in  the  state. 

If  the  problem  is  so  clear  and  the  solution  so 
sensible,  how  did  we  get  into  this  situation  in 
the  first  place? 

The  story  is  really  one  of  success. 

For  many  years  a major  concern  of  the  Texas 
Medical  Association  has  been  to  assure  the  con- 
tinuingsupply  of  well-qualified  physicians,  par- 
ticularly in  the  area  of  primary  care  and  family 
practice.  When  Texas’  population  began  increas- 
ing rapidly,  TMA  supported  expansion  of  medi- 
cal education  in  Texas.  In  addition  to  supporting 
full  fundingfor  increased  enrollment  in  existing 
schools  during  the  past  decade,  we’ve  supported 
development  of  three  new  medical  schools — in 
San  Antonio,  Lubbock,  and  Houston. 

Because  of  efforts  statewide,  the  number  of 
physicians  that  Texas  is  graduating  each  year 
has  more  than  doubled  since  1969.  Between 
1972  and  1980  Texas  medical  schools  will  have 
graduated  6,248  new  physicians — almost  the 
same  as  the  number  of  Texas  graduates  practic- 
ing in  the  state  as  of  Dec  31,  1972. 

But,  we’ve  got  to  go  one  step  further  to  be 
truly  successful.  The  number  of  medical  school 
graduates  continues  to  increase,  but  the  number 
of  primary  care  residencies  has  not  kept  pace 
with  the  number  of  graduates.  As  physicians 
know,  an  MD  degree  is  only  the  first  phase  of 
a physician’s  education.  Most  physicians  are 
required  to  take  at  least  three  years  of  graduate 
training  after  completing  medical  school. 

During  the  past  two  years  the  Texas  Medical 
Association’s  Council  on  Medical  Education  and 
Hospitals  has  considered  ways  to  get  the  most 
doctors  practicing  in  Texas  in  the  least  amount 
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of  time  with  the  most  efficient  use  of  the  tax 
dollar.  Itquickly  became evidentthatwedid  not 
have  an  adequate  number  of  primary  care  resi- 
dency positions.  Many  Texas  medical  school 
graduates  have  been  forced  to  leave  the  state 
for  primary  care  residency  training.  The  Coim- 
cil’s  study  led  to  its  conviction  that  more  train- 
ing programs  in  Texas  will  mean  that  more  phy- 
sicians will  remain  in  Texas  to  practice. 

Others  also  see  the  need  for  expansion  of 
residencies.  In  fact  in  1974the  Texas  College 
and  University  Coordinating  Board’s  Task  Force 
on  Medical  and  Dental  Education  recommended 
increased  state  support  to  continue  augmenta- 
tion of  primary  care  education  in  all  Texas  medi- 
cal schools  for  undergraduate  medical  students 
and  resident  physicians  in  hospitals  and  in  other 
clinical  facilities. 

Concluding  a two-year  study,  the  Council  on 
Medical  Education  and  Hospitals  has  developed 
a plan  for  development  and  expansion  of  pri- 
mary care  residencies  in  Texas.  The  Council  is 
urging  that  the  Texas  Legislature  support  state 
fundingforthese  residencies  beginning  with  the 
1977-79  biennium.  With  full  funding  of  propos- 
ed residencies,  the  present  388  primary  care 
residencies  could  be  increased  to  618  by  1979. 
The  Council  proposes  increases  in  primary  care 
residencies  affiliated  with  the  six  Texas  schools 
for  doctors  of  medicine. 

Although  the  federal  government  now  funds 
some  of  our  state’s  primary  care  residencies, 
most  federal  funds  will  end  in  July  1977.  (Fed- 
eral and  otherfunding sources  will  still  be  avail- 
able for  approximately  600  non-primary  care 
residencies,  however.) 

Obviously,  the  critical  need  for  more  physi- 
cians is  in  the  area  of  primary  care  and  family 
medicine.  Medical  school  deans  report  that  an 
increasing  number  of  students  wish  to  enter 
family  practice,  yet  Texas  had  only  85  available 
residency  positionsthisyearforthe  112Texas 
students  who  hoped  to  enter  family  practice.  It 
is  a shame  that  some  of  them  had  to  leave  the 
state  for  training. 


Look  at  a cost  effectiveness  comparison;  A 
recent  proposal  for  a new  medical  school  in  Tex- 
as estimates  the  cost  at  $100  million  duringthe 
eight-year  development  of  the  school,  and  that 
still  offers  no  increased  primary  care  residency 
programs  in  the  state.  Our  graduates  would  still 
be  required  to  leave  the  state  for  the  final  phase 
of  their  training,  and  statistics  indicate  that 
they  could  remain  in  the  general  area  where  they 
undertake  this  training. 

The  cost  of  a primary  care  residency  has  been 
roughly  estimated  at  $30,000  per  year.  Does 
the  state  have  enough  money  for  both  a new 
school  and  residency  expansion? 

The  TMA  believes  that  all  existing  schools 
should  be  optimally  funded  before  development 
of  any  new  schools. 

Because  we  want  more  doctors  to  serve  Tex- 
ans in  the  quickest  possible  time,  we  support 
full  funding  and  expansion  of  primary  care  resi- 
dencies in  Texas. 

William  F.  Ross,  MD,  San  Benito, 

Chairman,  TMA  Council  on  Medical  Education  and 
Hospitals. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasod 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

Vasodiian 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadjiliTiMIl  .AeOR.TOmES 

© 1976  MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54117 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodiian  tablets,  isoxsuprine  FICI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given, 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  fhe  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.— bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  10(10,  5000  and  Unit  Dose. 
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322  Coleman  Street  iiiarUn,  7B061  Telephone:  883-3561 

Post  Office  Box  60 


GENERAL  SURGERY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith.  M.  D..  F.A.C.S. 
Cecil  A.  McRee,  M.D..  F.A.C.S. 


INTERNAL  MEDICINE 

W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.  D, 
C.  G.  Brown,  M.D, 


VASCULAR  SURGEY 
Cecil  A.  McRee.  M.D.,  F.A.C.S. 
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S.  W.  Hughes.  M.D. 
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SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
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S.  W.  Hughes,  M.D. 

CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

RADIOLOGY 

J.M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 
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DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator: 

J.  D.  Norris,  Jr. 

Associate  Administrator: 

Larry  Parsons 

Director-Coordinator,  Nursing  Service: 
Vera  Bee,  R.N. 

Director  of  Patient  Care: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 
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John  B.  Allen,  M.D.,  D.A.B.l.M. 

Morris  E.  Magers,  M.D., D.A.B.l.M. 

Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology 
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UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 
William  H.  Hoffman,  M.D.,  D.A.B.U..  F.A.C.S. 
Richard  B.  Dulany,  M.D,,  D.A.B. U.,  F.A.C.S. 


RADIOLOGY 

Raymond  W.  Burford,  M.D.,  D.A.B.R. 

Joe  B.  Caldwell,  M.D.,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D.  W.  Shuster,  M.D.,  D.A.B.O. 

James  P.  Albrite,  M.D.,  D.A.B.O. 
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J.  Boyd  HoIIabaugh,  D.D.S. 

William  F.  Walton,  D.D.S. 

George  D.  Blake,  D.D.S. 

Larry  L.  Cowsert,  D.D.S. 

ADMINISTRATION 

C.  H.  Rosamond,  Administrator 
Jack  Green,  Associate  Administrator 

DIRECTOR  OF  NURSING  SERVICE 
Miss  Billye  J.  Norris,  R.N. 
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George  M.  Underwood,  M.D.,  D.A.B.l.M.,  F.A.C.P., 
Gastroenterology 

P.  E.  Luecke,  Sr.,  M.D.,  D.A.B.P.,  F.A.A.P 
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THE 

ANXIETY-SPECIFIC. 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 

• rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


UBmutire 

chlordiazepoxide  HCI/ Roche 

5 mg,  10  mg,  25  mg  capsules 


Lihritabs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  {e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression:  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 


Before prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  orthose  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported. 


Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 


Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment: blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  1 0 mg  t.i.d.  or  q.i.d.:  severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
100,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0 strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  1 0. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 
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ANXIETY-SPECIFIC 

Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries."^ 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 

A highly  favorable  benefits-'tO'risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


UBRIUM 

chlordiazepoxide  HQ/Rodie 


BOCNE 


*U  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  071 10. 

Please  see  preceding  page 
for  a summary  of 
product  information. 
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Keep  your  office  in  good  health. 


Give  it  regular  checkups. 


Just  like  a patient,  your  office 
deserves  proper  attention.  Equipment 
and  supplies  should  be  given  regular 
checkups  to  make  sure  it’s  readily 
available  and  in  good  working  order.  And 
when  you  come  up  short,  the  Gentec 
Hospital  Supply  phone  number  should  be 
close  at  hand. 

Gentec  provides  a complete  line  of 
office  supplies  and  equipment,  plus 
training  for  your  staff  in  the  operation  of 
all  medical  equipment.  A periodic  safety 
inspection  program  we  call  '’Safety 
Through  Service"  to  insure  the  opera- 


tional efficiency  of  your  equipment  and 
machines.  And  fast  delivery  because  you 
require  it. 

We  know  you  have  your  share  of 
emergencies.  But  when  you  rely  on 
Gentec  — supplies  and  equipment  won't 
be  among  them. 

GGRTeC 

Hospital  Supply  Company 

Division  of  Foremost -McKesson,  Inc. 

TERRELL  SUPPLY  DIVISION 


P.O.  Box  310,  Fort  Worth/Dallas  76101 
Phone:  AC  817  336-8731 
Metro:  AC  214  429-2566 

P.O.  Box  1587,  Amarillo  79106 
Phone:  AC  806  376-4696 


P.O,  Box  4415,  Austin  78723 
Phone:  AC  512  478-2559 


P.O.  Box  2913,  Lubbock  79408 
Phone:  AC  806  763-4655 


P.O.  Box  32107,  San  Antonio  78216 
Phone:  AC  512  344-0213 


P.O.  Box  1609,  Houston  77001 
Phone:  AC  713  237-9678 
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1\ppi[Dximately  95%  of 

the  [tlSi]  children  of  ages 
1-5  years  had  iron  intakes 
below  the  standard” 

US.  Public  Health  Service  ( 1974) 


Where  did  that  surprising 
statistic  originate? 

From  the  first  survey  designed  to 
assess  the  nutritional  status  of  the 
entire  U.S.  population.  The  conclu- 
sion above  was  the  most  striking 
result  reported  in  the  preliminary 
findings  released  in  January  1974. 

! 

i Wfere  they  really  dealing  with 
; a true  sample  of  the  entire 
I US.  population? 

Those  conclusions  were  based  on  a 
sample  of  10,126  people— a prob- 
ability sample  established  by  the 
U.S.  Bureau  of  Census  to  reflect  the 
country’s  total  population,  regardless 
of  race  or  income. 

I 

Among  those  95%  with 
substandard  iron  intake, 
how  low  was  their  intake 
actually? 

For  whites  and  blacks,  for  both 
sexes,  for  both  income  levels,  the 
mean  intake  of  iron  (as  a percent  of 
the  standard)  for  the  1-5  year  age 
group  ranged  from  60  to  69%. 
Typically,  then,  95children  out  of 
100  have  iron  intakes  that  are  only 
% of  the  standard. 


Whose  iron  intake  standard 
were  they  using? 

The  standard  set  by  the  Food  and 
Nutrition  Board  of  the  National 
Academy  of  Sciences  for  this  group. 

Implication  of  all  this? 

That  iron  deficiency  among  pre- 
schoolers is  anything  but  rare  and 
signs  like  mental  apathy,  lethargy, 
irritability,  behavior  problems,  may 
be  telegraphing  iron  deficiency. 

Sug^ting  iron  supplementation? 

Not  necessarily.  In  many  instances 
this  situation  can  be  corrected  by 
proper  diet  and,  obviously,  this  is  the 
preferred  route.  When  dietary 
improvement  is  not  attainable, 
consider  a supplement. 

But  consistent  use  of  an  iron 
supplement  is  difficult  to  achieve. 

Compliance  is  a problem,  as  so 
much  of  the  recent  data  suggest.* 
INCREMIN  with  Iron  Syrup  has  a 
pleasant  flavor  which  encourages 
consistent  use. 


Is  this  cited  study  generally 
available? 

Yes,  from  the  Office  of  Infor- 
mation, National  Center  for 
Health  Statistics,  5600  Fishers 
Lane,  Rockville,  MD.,  20852. 
Request  “First  Health  and 
Nutrition  Examination  Survey”, 
1974,  DHEWPub.  No.  (HRA) 
74-1219-1. 

'B.  Blackwell:  The  Drug  Defaulter. 

Clinical  Pharmacology  and  Therapeutics 
13:841  (1972). 

INCREMIN 

DIETARY  SUPPLEMENT 

with  Syrup 


Each  teaspoonful  (5  cc)  contains: 
Elemental  Iron 

(as  Ferric  Pyrophosphate) . .30  mg 


1-Lysine  HCI 300  mg 

Thiamine  HCI  (B,) 10  mg 

Pyridoxine  HCI  (B*) 5 mg 

Vitamin  B,2 25  mcgm 

Sorbitol  3.6  Gm 

Alcohol 0.75% 


DOSAGE:  Prevention  of  iron- 
deficiency  anemia— Children  and 
Adults— 1 tsp.  (5  cc)  daily.  Treat- 
ment of  Iron  deficiency  anemia  — 
Children:  1 tsp.  t.i.d.;  Adults: 

1 tsp.  q.i.d. 

SUPPLY:  Bottles  of  4 fl.  oz.  and 
16  fl.  oz. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Delegates  discuss  variety  of  issues  in  November  meeting 

The  Texas  Medical  Association’s  House  of  Delegates  considered  a 
dues  increase,  continuing  medical  education,  and  cost  containment 
at  its  scheduled  Nov  6-7  sessions  in  Austin. 

Association  dues 

A dues  increase  for  TMA  members  was  approved  effective  Jan  1 , 
1977.  The  delegates  voted  to  increase  dues  by  $50  makingTMA  dues 
$180annually.  Thedues  increase  was  recommended  by  Ben  R.  Kel- 
ler, Jr,  MD,  treasurer,  to  help  finance  TMA  efforts  in  the  interest  of 
physiciansand  medicine. 

The  increase  will  help  efforts  in  areas  of  professional  liability  in- 
surance, health  planning  laws,  national  health  insurance,  and  other 
challenges  to  the  practice  of  medicine. 

Continuing  medical  education 

The  House  of  Delegates  approved  establishment  of  an  accreditation 
subcommittee  to  evaluate  continuing  education  programs  for  physi- 
cians in  Texas.  The  delegates  also  supported  the  concept  of  voluntary 
continuing  education,  but  decided  to  continue  an  ongoing  evaluation 
of  a continuing  medical  education  membership  requirement  for  TMA 
members. 

National  health  insurance 

A motion  that  instructed  the  AMA  not  to  propose  a national  health 
insurance  plan  in  the95th  or  any  future  Congress  was  defeated.  In- 
stead, the  Council  on  Medical  Legislation  will  continue  to  monitor 
national  health  insurance  in  Congress,  with  the  concurrence  of  the 
delegates. 

FTC  request 

Reporting  to  the  House,  the  Board  of  T rustees  stated  that  the  action  of 
the  Federal  T rade  Commission  (FTC)  against  the  AMA,  which  alleges 
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that  the  ban  on  solicitation  by  physicians  is  an  illegal  restraint  on  com- 
petition, has  resulted  in  a demand  for  TMA  documents. 

The  FTC  requested  all  documents  from  the  AMA  and  TMA  relating 
to  medical  ethics,  discipline,  solicitation,  and  advertising.  TMAen- 
tered  into  a protective  order  with  the  FTC  authorizing  disclosure  of 
information  only  to  FTC  personnel. 

The  House  of  Delegates  voted  to  commend  the  Legal  Counsel  for 
work  in  the  FTC  matter  and  referred  the  entire  issue  to  the  Legal 
Counsel  and  the  Board  of  Councilors  for  continuing  study. 

Special  Committee  on  Alcoholism  and  Drug  Abuse 

The  House  of  Delegates  approved  the  first  plans  for  the  newly-created 
Special  Committee  on  Alcoholism  and  Drug  Abuse.  The  committee 
is  recommending  that  TMA  enter  the  educational  process  at  levels 
of  teacher  in-service  training.  The  committee  also  plans  to  communi- 
cate with  Texas  medical  school  deans  and  other  educational  person- 
nel in  Texas  of  the  need  for  increased  emphasis  on  substance  abuse 
inthe  curricula. 

A survey  of  adult  drug  misuse  (age  25-65),  and  a survey  on  alcohol- 
ism amongteenagers  are  also  beingconsidered  by  the  committee. 


Travis  Smith,  MD,  left,  Speaker,  and  Mil- 
ton  V.  Davis,  MD,  Vice  Speaker,  address 
the  1976  Fall  House  of  Delegates  meeting 
in  Austin. 


Medicare 

TMA  voted  to  ask  the  AMA  and  other  state  organizations  to  help  seek 
amendmentsto  regulations  and/or  laws  which  require  a physician  to 
obtain  the  patient’s  signature  on  the  1490  Medicare  claim  forms  for 
services  when  payment  is  requested. 

Texas  Department  of  Public  Welfare 

The  delegates  voted  against  recommendations  of  the  Joint  Advisory 
Committee  on  Government  Operations  of  the  Texas  legislature  (Hob- 
by Clayton  Commission)  that  the  Texas  Department  of  Public  Wel- 
fare be  broken  into  two  departments.  The  Council  on  Tax-Financed 
Health  care  reported  that  the  action  would  increase  bureaucracy  and 
the  costs  of  the  Medicaid  program. 
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A new  Committee  on  the  Impaired 
Physician  was  created  by  the  House. 
The  committee  will  be  composed  of 
nine  physicians  who  will  maintain 
liaison  with  the  Texas  State  Board 
of  Medical  Examiners  and  make  rec- 
ommendations to  the  Council  on 
Medical  Legislation. 

The  Board  of  Councilors  recommend- 
ed the  committee  stating  that  “suffi- 
cient evidence  exists  to  demonstrate 
that  physicians  who  suffer  from  alco- 
holism, drugaddiction,  mental  and 
emotional  instability,  senility,  and 
certain  other  types  of  physical  or 
mental  impairments  pose  serious 
problems  to  the  physician  himself, 
his  family,  his  patients,  his  hospital, 
and  the  medical  society.” 

The  primary  charge  of  the  commit- 
tee will  be  to  identify,  strongly  urge 
treatment,  and  review  rehabilitation 
provided  to  impaired  physicians  with- 
in the  state  of  Texas. 


Maternal  and  Child  Health 
Committees 

The  delegates  approved  combining 
the  Committee  on  Maternal  Health 
and  the  Special  Committee  on  Perina- 
tal Health  to  form  the  Committee  on 
Maternal  and  Child  Health. 

The  new  committee  will  be  charged 
with  collecting,  reviewing,  and  draw- 
ing appropriate  conclusions  from 
data  on  maternal  and  perinatal  mor- 
bidity and  mortality  within  the  state; 
reviewing  and  commenting  on  govern- 
mental laws,  regulations,  and  activi- 
ties which  impact  on  maternal  and 
child  health  in  the  state;  and  serving 
as  the  TMA  source  of  recommenda- 
tions and  advice  concerning  maternal 
and  child  health  problems. 


Texas  or  have  an  open  hearing  based 
on  results  of  the  PSROpoll  in  Texas. 
The  Texas  Institute  for  Medical  As- 
sessment (TIMA)  is  prepared  to  sub- 
mit its  application  to  be  designated 
as  the  PSRO,  even  though  it  will 
probably  be  April,  1977,  or  later  be- 
fore a planning  or  conditional  PSRO 
designation  is  made  and  in  operation 
in  Texas.  (Since  the  House  of  Dele- 
gates session,  officials  in  Region  VI, 
Department  of  Health,  Education, 
and  Welfare,  have  reported  the  re- 
sults of  the  PSRO  poll.  Texas  physi- 
cians have  voted  heavily  in  favor  of 
a single  statewide  PSRO.  The  physi- 
cians cast  1 1,058  valid  ballots,  with 
1,526  votes  favoring  multiple  PSROs 
and  9,532  votes  favoring  a single, 
statewide  PSRO.) 

TEXPAC 

Highlights  of  the  1976  membership 
program  of  TEXPAC  were  reviewed 
by  the  House. 

TEXPAC  received  AMPAC’s  top  mem- 
bership awards  for  1974  and  1975, 
and  is  expected  to  be  among  the  top 
state  PACs  for  1976.  For  the  seventh 
consecutive  year,  TEXPAC  has  been 
supported  by  more  physicians  than 
the  preceding  year. 

President’s  address 

In  his  remarks,  L.  S.  Thompson,  Jr, 
MD,  reminded  delegates  that  the 
professional  liability  insurance  crisis 
is  the  number  one  priority  of  TMA. 

Dr  Thompson  said  important  steps 
toward  a solution  of  that  crisis  are 
unity  within  the  profession  in  deal- 
ingwith  the  issue,  communication 
with  elected  officials  that  a solution 
must  be  found,  and  forward  move- 
ment of  the  TMA  legislative  program. 
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PSROpoll 

The  Council  on  Tax-Financed  Health 
Care  Programs  reported  that  the  Sec- 
retary of  the  Department  of  Health, 
Education,  and  Welfare  must  actto 
redesignate  a PSRO  area  or  areas  in 


Access  to  health  care 

The  House  voted  to  allowthe  Council 
on  Medical  Education  and  Hospitals 
responsibility  to  seek  solutions  to 
the  problem  of  access  to  health  care 
in  Texas. 
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HAD  A PHRASE  FOR  IT... 

CAVEAT 

EMPTOR 

H's  always  wise  to  know 
what  you  buy. . . . 


THE  TEXAS  MEDICAL  ASSOCIATION 

takes  pride  in  their  insurance  brochure  which 
describes  the  various  provisions  of  the 
Group  Insurance  Plans 

TERM  LIFE 

LONG  TERM  DISABILITY 
OFFICE  OVERHEAD  EXPENSE  DISABILITY 
PERSONAL  ACCIDENT 
and 

MAJOR  MEDICAL  EXPENSE 
Compare 

DOLLAR  for  DOLLAR 
BENEFIT  for  BENEFIT 


Know  what  you  are  buying  and  then  buy  the  plan  most 
suitable  to  your  needs. 

Write  for  a detailed  T.M.A.  Insurance  Brochure  today 

TEXAS  MEDICAL  ASSOCIATION 


Insurance  Service  Office 
1801  N.  Lamar  Blvd, 
Austin,  Texas  78701 


Underwritten  By  Pnidential 
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Higher  Education  Commissioner 
says  new  medical  schools 
aren’t  needed 

More  medical  schools  won't  satisfy 
Texas’  need  for  more  doctors,  said 
Dr  Kenneth  Ashworth,  Texas  Com- 
missioner of  Higher  Education. 

There  is  no  quarrel  with  the  fact  that 
Texas  needs  more  physicians,  and 
that  these  physicians  are  needed  par- 
ticularly in  the  primary  care  special- 
ties, and  geographically,  in  rural  and 
some  inner-city  locations.  Dr  Ash- 
worth said. 

However,  the  full  impact  of  the  in- 
creased production  of  medical  gradu- 
ates in  the  state  will  not  be  fully  felt 
until  the  mid-1980s,  because  of  lead 
time  to  admit  students  and  the  length 
of  the  medical  education  program,  he 
said. 

Dr  Ashworth  made  his  statements  in 
presentations  to  the  Coordinating 
Board,  Texas  College  and  University 
System,  and  the  TMA  Council  on  Med- 
ical Education  and  Hospitals. 

He  recommended  that  Texas  fund 
more  residency  programs  in  Texas, 
and  fullyfund  the  existingTexas 
medical  schools. 

“Because  of  a shortage  of  residency 
places  in  Texas,  we  are  now  exporting 
graduates  for  residency  training  in 
other  states. 

“Texas  spends  between  $100,000 


and  $150,000  to  educate  an  MD,  then 
exports  him  or  her  to  residency  pro- 
grams in  other  states.  In  effect,  the 
taxpayers  of  Texas  are  subsidizing 
health  care  delivery  in  other  states. 

To  create  additional  medical  schools 
in  lieu  of  financing  residency  pro- 
grams would  futher  increasethis 
subsidization  of  other  states  while 
drawing  off  resources  we  could  use 
to  keep  graduates  in  Texas,’’  Dr  Ash- 
worth said. 

“The  financing  of  residency  programs 
is  also  an  appropriate  response  to  the 
problem  of  maldistribution.  Creat- 
ing residencies  in  community  hos- 
pitals in  more  sparsely  populated 
areas  should  result  in  more  graduates 
locating  practices  in  some  of  those 
areas,’’  he  said. 

Additional  residencies  would  be  pos- 
sible if  state  support  is  given  to  the 
smaller  hospitals  that  cannot  afford 
to  finance  residency  programs.  Dr 
Ashworth  said. 

The  staff  study  indicates  there  is  no 
reason  the  Coordinating  Board  should 
change  its  positions  adopted  nearly 
two  years  ago,  which  said  no  more 
new  medical  schools  are  needed,  the 
Commissioner  said. 

His  study  showed  that  Texas  has 
spent  more  than  $284  million  during 
the  past  ten  years  on  public  medical 
facilities. 
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Tuition  Revenue  Bonds 
Endowment  & Hospital 
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Total 


Total  Expenditures  on  Physical  Plants  for  Public  Medical  Facilities  in  Texas  1965-1975 
(Does  not  include  locally  supported  Teaching  Hospitals  or  M.D.  Anderson) 
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In  1967  Texas  ranked  17th  among 
states  in  medical  school  expendi- 
tures per  $1  million  of  personal  in- 
come. By  1974,  Texas  ranked  second 
in  the  nation,  surpassed  only  by  Ver- 
mont, Dr  Ashworth  said. 

Eight  years  ago  four  Texas  medical 
schools  graduated  321  doctors.  By 
1981  the  number  is  expected  to  in- 
crease to  963,  the  Commissioner 
said. 

The  number  of  licensures  to  practice 
medicine  in  Texas  has  also  grown.  In 
1968,  12,242  were  licensed  to  prac- 
tice, and  in  1974  the  number  had 
grown  to  15,622,  an  increase  of  more 
than  27  percent. 

“In  1974  there  were  23  counties  in 
Texas  without  an  active  MD.  However, 
eight  of  these  counties  did  have  a DO 
licensed  to  practice  medicine  in  the 
county.  The  total  population  of  the 
15  counties  without  an  MD  or  a DO 


was  25,300,  or  .2  percent  of  the 
state’s  population. 

Four  of  the  counties  had  a population 
of  700  or  less  inhabitants,  and  only 
two  of  the  23  counties  experienced 
growing  population  between  1960 
and  1970.  Fourteen  of  the  counties 
experienced  population  declines  of 
morethan  17  percent  between  1960 
and  1970. 

“We  need  to  look  at  the  supply  of 
physicians  in  Texas,”  Dr  Ashworth 
said.  In  1970  it  was  estimated  that 
the  United  States  had  a shortage  of 
50,000  physicians.  In  Texas,  the  num- 
ber of  MDs  and  DOs  registered  to 
practice  in  the  state  rose  from  1970 
to  1975  by  26  percent  to  17,507,  he 
said. 

Full  fundingof  existing  schoolsto 
bringthem  tooptimum  capacity  is 
the  best  way  to  meet  medical  educa- 
tion needs  in  Texas,  Dr  Ashworth  said. 
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“We  believe  that  state  funding  of 
residencies  more  directly  addresses 
the  questions  of  improving  distribu- 
tion of  doctors  and  improving  health 
care  delivery  in  underserved  areas 
than  creating  new  medical  schools. 
“We  believethat  creating  a ninth 
medical  school  in  Texas  would  almost 
certainly  compete  with  and  detract 
from  expansion  plans  and  residency 
funding,’’  the  Commissioner  said. 
“This  is  notto  say  we  are  meeting 
all  of  our  needs.  But  we  are  making 
progress  faster  than  the  nation  as 
a whole.  We  have  expanded  to  do  even 
better.  Full  development  of  the  exist- 
ingTexas  medical  schools  could 
eventually  produce  1,400  or  more 
new  physicians  each  year,’’  he  said. 
Therefore,  in  the  next  session  of  the 
Texas  Legislature,  the  staff  feels  that 
there  is  no  need  forthe  Coordinating 
Board  to  alter  its  previous  positions 
of  no  new  medical  schools.  Dr  Ash- 
worth concluded. 
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What  Makes  A Hospital 
Great  For  Doctors? 

• Doctor  Management? 

• A Growing  Metropolitan  Area? 

• Close  Linkage  With  Medical  — Research  Facilities? 

• Constant  Addition  Of  New  Ideas,  Young  Ideas? 

• All  The  Above? 


4 I I 
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We  Think  So! 


That’s  why  Pasadena  Bayshore  is  the  ideal  place  to  begin  your  practice. 

You’ll  help  us  continue  to  build  greatness.  You’ll  begin  building  your  practice  — your  career  — as  you  help  the  continued  building  of 
this  379  bed  (soon  to  be  470  bed)  hospital,  situated  in  Pasadena,  Texas  — just  north  of  the  Space  Craft  Center  — a few  miles  east  of 
the  Houston  Medical  Center. 

Built  by  physicians,  Bayshore  has  move-in  options,  services,  and  many  special  facilities  designed  to  meet  the  individual  physician’s 
relocation  needs.  Check  these  advantages,  then  check  with  the  Pasadena  Bayshore  Hospital. 


• Ninety  acre  complex  — space  for  growth. 

• Ample  office  space  presently  available  in  modern, 
professional  building. 

• Importantly  for  young  doctors  — you  are  assured  of  an 
immediate  practice.  Talk  with  us  about  your  income 
assurance  during  that  first  critical  year. 

• Lots  available  — room  for  your  own  office  buildings. 


• Doctor  Management  — doctors’  needs  are  paramount. 

• Highly-trained  staff  — superior  general  services. 

• Specialized  services  and  facilities  — including  nuclear 
medicine,  obstetrics,  cardiology  (and  psychiatry  located  in 
our  separate  Psychiatric  Annex). 

• For  your  convenience  - answering  service,  full  line  of  doctors’ 
office  supplies,  and  more. 


For  information  call  (713)  944-6666  EXT  221 
Charles  M.  Cooper,  Jr.,  Administrator 


PASADENA  BAYSHORE  HOSPITAL 


4000  Spencer  Highway 


Pasadena,  Texas  77504 
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Texas  A&M  will  begin 
medical  program  in  1977 

Texas  A&M  University’s  new  medical 
education  program  has  been  awarded 
provisional  accreditation  by  the 
American  Medical  Association/Asso- 
ciation  of  American  Medical  Colleges 
Liaison  Committee  on  Medical  Edu- 
cation, paving  the  way  for  enrollment 
of  the  first  medical  students  in  Fall 
1977. 

The  survey  team  visited  Texas  A&M 
earlierthis  yearto  evaluatethe  pro- 
gram. Texas  A&M’s  medical  program 
is  being  organized  in  association  with 
Baylor  College  of  Medicine,  Scott  and 
White  Memorial  Hospital,  and  the 
Veterans  Administration. 

The  Veterans  Administration  has 
awarded  Texas  A&M  grants  totaling 
$17,071,609  under  provisions  of  the 
Veterans  Administration  Medical 
School  Assistance  and  Health  Man- 
power Training  Act  of  1972.  The  act 
is  designed  to  help  relieve  the  short- 
age of  physicians  and  allied  health 
personnel  generally  and  particularly 
in  the  Veterans  Administration 
system. 

Texas  A&M  Dean  of  Medicine,  James 
A.  Knight,  MD,  said  the  provisional 
accreditation  includes  authority  to 
enroll  32  students  in  the  first 
class. 

In  the  Texas  A&M  program  students 
will  followa  pre-clinical  curriculum 
during  what  would  normally  be 
junior  and  senior  years  on  the  main 
Texas  A&M  campus,  and  then  con- 
tinue with  the  clinical  phases  of  their 
medical  education  for  two  years  at 
locations  away  from  College  Station. 
Those  locations  include  Scott  and 
White  in  Temple  and  Veterans  Ad- 
ministration hospitals  in  Temple, 
Waco,  and  Marlin. 


1976  retirement  plan 
deadline  is  Dec  31 

The  deadline  for  establishing  a retire- 
ment trust  HR  10  (KEOGH)  plan  for 


1976  for  a self-employed  physician 
is  DecemberSl,  1976. 

The  Texas  Medical  Association  offers 
the  KEOGH  TMA  Members  Retire- 
ment Trust. 

For  more  information  about  the  re- 
tirement plan,  contact  Paul  D.  Gray, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd.,  Austin,  78701.  The  tele- 
phone number  is  512-477-6704. 


Texas  delegation  will  attend 
AMA  meeting  in  December 

The  Texas  delegation  to  the  Ameri- 
can Medical  Association  House  of 
Delegates  meeting  Dec  5-8  in  Phila- 
delphia will  propose  eight  resolutions 
for  AMA  consideration. 

The  Texas  delegation  will  include  ten 
voting  delegates. 

The  delegates  will  introduce  resolu- 
tions supportingthe  creation  of  an 
AMA  Section  on  Medical  Schools,  sup- 
porting AMA  efforts  to  obtain  legisla- 
tive relief  to  assure  continued  income 
tax  exemptions  on  student  scholar- 
ships and  loans,  and  askingforthe 
AMA  to  continue  to  work  for  action 
on  the  use  oftheCPT. 

The  delegates  will  also  introduce 
resolutions  statingTMA  is  opposed 
to  abuse  of  regulatory  power  through 
“transmittal  letter’’  practices,  and 
askingthat  admission  to  hospitals 
must  be  under  primary  designation 
of  a duly  qualified  physician. 


“Should  we  get  several  other  medical  opinions 
before  we  pull  the  plug?’’ 
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consider  the  effect  on 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

(ISOXSUPRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


© 1976MEAD  JOHNSON  i COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  MJL.54118 


’Indications;  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows; 

Possibly  Effective; 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition;  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration;  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions;  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions;  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied;  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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More  than  118,000  receive 
swine  flu  vaccine 

More  than  1 18,000  Texans  had  re- 
ceived either  the  monovalent  or  the 
bivalent  vaccine  from  the  national 
swine  flu  immunization  program  as 
of  Oct  15,  accordingto  the  Texas 
Department  of  Health  Resources. 
That  figure  excludes  Harris  and  Bexar 
Counties. 

Vaccineforthe  national  program  con- 
tinued to  arrive  in  small  amounts  in 
late  November.  Lon  Gee,  health  pro- 
gram specialist  for  the  Department 
of  Health  Resources  Immunization 
Division,  said  larger  shipments  were 
expected  during  November,  and  “We 
hope  that  by  early  December  we 
would  have  vaccine  waiting  for  us  to 
find  someone  to  give  it  to.” 

Production  of  the  vaccines  has  been 
discontinued  by  the  Manufacturers. 
Texas  Gov  Dolph  Briscoe  declared 
October,  November,  and  December 
1976  as  Immunization  Action 
Months,  and  urged  all  Texans  to  avail 
themselves  of  the  free  protection 
from  the  flu. 


Study  Commission  votes  no 
to  patient  compensation  fund 

TheTexas  Medical  Professional  Lia- 
bility Study  Commission  voted  no  to 
an  earlier  proposal  of  a state-man- 
aged fund  to  pay  “catastrophic” 
claims  at  its  Nov  5 meeting  in  Austin. 
The  defeated  proposal  would  have 
established  a “Patients  Compensa- 
tion Fund”administered  by  the  Texas 
Commissioner  of  Insurance. 

Texas  doctors  buying  basic  malprac- 
tice insurance  would  have  been  re- 
quired to  contribute  to  the  fund.  The 
TMA  position  was  against  the  concept 
of  establishing  a state-managed  com- 
pensation fund. 

Atthe  Nov  5 meetingthe  commission 
also  voted  to  recommend  a law  requir- 
ing malpractice  suits  to  be  filed  with- 
in one  year  after  a medical  injury  has 
been  detected  or  within  three  years 


after  the  alleged  negligent  treatment, 
whichever  comes  first,  and  excluding 
minors. 

The  commission  was  to  have  met 
again  in  Austin  Nov  23  to  consider 
proposed  legislation  for  the  1977 
session  of  the  Texas  legislature. 

The  statutory  deadline  for  the  com- 
mission's report  is  Dec  1.  Two  TMA 
members,  E.  Don  Webb,  MD,  of  Hous- 
ton, and  Milton  V.  Davis,  MD,  of  Dal- 
las, are  members  of  the  18-member 
panel. 


1977  Continuing  Education 
Directory  to  be  mailed 

The  1977  Texas  Continuing  Educa- 
tion Directory  for  Physicians,  listing 
approximately  200  courses,  will  be 
mailed  to  members  of  the  Texas 
Medical  Association  in  late 
December. 

The  directory,  the  seventh  to  be  pub- 
lished, also  will  contain  information 
on  more  than  40  courses  being  pre- 
sented duringthe  Association’s  1977 
Annual  Session  in  Houston,  May 
11-15.  The  first  directory,  printed  in 
1971,  listed  a total  of  43  continuing 
education  courses. 

Also  featured  in  the  directory  is  a list 
of  scientific  meetings  scheduled  for 
1977  in  Texas. 

The  directory  was  compiled  and  pre- 
pared by  the  TEXAS  MEDICINE  staff 
as  part  of  Texas  Medical  Associa- 
tion’s continuingeducation  services 
approved  by  the  Committee  on  Con- 
tinuing Education. 


"You  will  be  glad  to  know  that  the  penicillin  is 
organically  grown.” 
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A study  conducted  among  elderly  patients 
in  England  showed  that  41%  were  deficient 
in  ascorbic  acid  on  admission  to  the  hospital 
Even  among  those  living  at  home  and  well, 
or  not  sufficiently  ill  for  admission,  27%  were 
deficient  in  ascorbic  acid, 

Griffiths,  L L , Brocklehurst,  J C.,  MacLean.  R et  al 
Diet  in  Old  Age.  Brit  Med  . J , 1 739.  1966 


^AIlBIE*«|[kC  Scrapbook 
of  Vitamin  Facts  & Faiiacies 


The  loss  of  riboflavin  in 
milk  in  a glass  container 
exposed  to  sunlight  for 
two  hours  may  be  as 
high  as  95%, 


Quick  freezing  of  vegetables 
IS  accompanied  by  very 
little  ascorbic  acid  loss. 

But  blanching,  washing,  and 
prolonged  standing  at  room 
temperatures  results  in 
considerable  reduction  in 
Vitamin  C content. 


In  World  War  I a unit  of  1 00  beds  per  division 
in  the  Russian  army  was  set  aside  for 
scurvy  patients.  Yet,  only  20  cases  of  scurvy 
were  reported  amiong  all  American 
troops  in  1917-18. 


At  least  1 44  different  At 

quality  assurance  tests  [ 

are  run  on  the  raw 
materials  and  manufactur- 
ing steps  that  go  into 
Allbee®with  C.  The  Mono-  . ; 
gram ‘AHR  " on  every  ■ 

capsule  IS  your  assurance 
thatthis  is  the  original  and  _ ‘ 

genuine  Allbee®  with  C 
and  not  an  imitation. 


Available  on  your 
prescription  or 
recommendation 


AUHEiMC 

High  Potency 
B-Complex  and 
Vitamin  C 


Formula 


AllbeeWhC 

MULTIVITAM^NS 


Each  capsufe  contains  ^ 

Thiamine  mononilraia  (B  l l&mg 
Riboflavin  (B.)  10  mg 

Pyridojine  hydrochionde  (Eli)5  mg  ' 
Niacinamide  50  mg  SCO' 

Calcium  pantothenate  10  mg  ** 
Ascorbic  acid  (Vitamin  C)  300  mg  1000' 


30  CAPSULES 


/l-H-[^OBINS 


A. II.  Kohiiis  Compunv,  Richmond.  Vn 


each  tablet, 
capsule  or  5 ml 
tsp  of  elixir 
(23%  alcohol) 


each 
Donnatal 
No.  2 Tablet 


Phenobarbital  (Mgr)  16.2  mg  (’72 gr) 32.4  mg 
(warning:  may  be  habit  forming) 

Hyoscyamine  sulfate  0.1037  mg  0.1037  mg 

Atropine  sulfate  0.0194  mg  0.0194  mg 

Hyoscine  hydrobromide  0.0065  mg  0.0065  mg 


Dmiiatan 


Indications:  Based  on  a review  of  this  drug  by  the  NAS/I\1RC  and/or  other 
information,  FDA  has  classified  the  following  indications  as  possibly  effec- 
tive; adjunctive  therapy  in  the  treatment  of  peptic  ulcer:  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis.  Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Brief  summary.  Contraindicated  in  patients  with  glaucoma,  renal  or  hepatic  disease, 
obstructive  uropathy  (for  example,  bladder  neck  obstruction  due  to  prostatic  hyper- 
trophy) or  a hypersensitivity  to  any  of  the  ingredients.  Blurred  vision,  dry  mouth, 
difficult  urination,  and  flushing  or  dryness  of  the  skin  may  occur  at  higher  dosage 
levels,  rarely  at  the  usual  dosage.. 

/I-H-POBINS  A H Robins  Company  Richmond.  Virginia  23220 


TWU  withdraws 
medical  school  request 

A proposal  by  Texas  Woman’s  Univer- 
sity to  establish  a School  of  Medicine 
with  components  in  Fort  Worth  and 
the  Rio  Grande  Valley  was  withdrawn 
at  the  Oct  15  meeting  of  the  Coordi- 
nating Board,  Texas  College  and  Uni- 
versity System. 

The  proposal  was  withdrawn  at  the 
request  of  TWU  president  Dr  Mary 
Evelyn  Huey. 

TWU  first  submitted  a request  fora 
medical  school  to  the  Coordinating 
Board  in  Jan  1973. 

TWU  modified  its  original  proposal  in 
May  1973  to  request  designation  by 
the  Coordinating  Board  as  the  state- 
supported  university  to  participate  in 
the  medical  education  provisions  of 
the  Veterans  Administration  Medical 
School  Assistance  and  Health  Man- 
power Training  Act  of  1972.  Texas 
A&M  University  received  that  de- 
signation. 

TWU  requested  Coordinating  Board 
approval  again  in  1974  for  a school  of 
medicine.  The  Coordinating  Board 
voted  to  deny  the  request  at  an  Oct 
1974  meeting. 

AttheOct  15  meeting  the  Coordinat- 
ing Board  also  approved  amendments 
to  the  rules  and  regulations  for  the 
Hinson-Hazlewood  College  Student 
Loan  Program  pertaining  to  increased 
loan  limits  for  medical,  dental,  and 
law  students. 

The  newly-approved  amendments 
specify  that  the  maximum  amount  of 
the  loan  to  any  qualified  applicant  for 
an  academic  year  is  $1,500.  How- 
ever, qualified  applicants  enrolled  in 
a professional  school  of  medicine, 
dentistry,  or  law  may  borrow  a maxi- 
mum of  $2,500  in  a fiscal  year.  The 
amount  of  the  loan  shall  not  exceed 
the  amount  that  the  student  needs  to 
meet  reasonable  expenses  as  a 
student. 


A student  enrolled  in  a professional 
school  of  medicine,  dentistry,  or  law 
may  borrow  upto  an  aggregate  maxi- 
mum of  $10,000.  That  includes 
amounts  borrowed  at  the  undergrad- 
uate level. 

William  F.  Ross,  MD,  Chairman  of 
TMA’s  Council  on  Medical  Education 
and  Hospitals,  also  testified  at  the  Oct 
15  meeting  about  the  need  for  expan- 
sion and  funding  of  primary  care  resi- 
dency programs  in  Texas. 

The  Coordinating  Board  will  meet  in  a 
specially  called  meetingon  the  cam- 
pus of  Texas  Woman’s  University  in 
Denton  at  10:30  am,  Dec  3.  Texas 
Woman’s  University  did  not  resubmit 
the  proposal  for  a medical  school  for 
the  Dec  3 meeting. 


More  than  450  pass  FLEX  exam 
in  June  1976 

More  than  450  medical  school  grad- 
uates passed  the  FLEX  examination 
in  June  1976,  reports  the  Texas  State 
Board  of  Medical  Examiners. 

Of  the  529  who  took  the  exam,  456 
passed  the  exam. 

Ten  of  the  360  Texas  school  grad- 
uates failed  the  test.  Two  of  the  30 
out  of  state  graduates  failed  the 
exam. 

Sixty-one  of  the  139  foreign  medical 
graduates  failed  the  test. 


Executive  Board  will  meet 
in  December 

TMA  President  L.  S.  Thompson,  Jr, 
MD,  the  Executive  Board,  and  Council 
chairmen  will  meet  Dec  19  in  Austin. 
The  special  meeting  is  to  establish 
specific  priorities  for  1977,  and  to 
assign  responsibility  for  implemen- 
tation of  those  priorities. 
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Watch  for  your  1977 
continuing  education  directory 


Watch  the  December  mail  for  your 
copy  of  the  1977  Texas  Continuing 
Education  Directory  for  Physicians  and 
take  advantage  of  the  opportunity  to 
plan  ahead.  The  directory  will  be 
mailed  to  all  members  of  the  Texas 
Medical  Association. 

The  seventh  annual  directory  will 
include  information  on  almost  200 
continuing  education  courses  specific- 
ally designed  for  physicians.  These 
include  more  than  40  courses  being 
offered  during  Texas  Medical  Associa- 
tion’s Annual  Session,  May  11-15, 
1977,  in  Houston.  The  directory  also 
will  feature  a listing  of  scientific  medi- 
cal meetings  scheduled  during  1977. 
The  first  directory,  printed  in  1971, 
listed  43  continuing  education  courses. 

The  directory  was  compiled  and 
prepared  by  the  TEXAS  MEDICINE 
staff  as  part  of  TMA’s  continuing  edu- 
cation services  approved  by  the  Com- 
mittee on  Continuing  Education. 
Additional  copies  will  be  available 
upon  request  from  TEXAS  MEDICINE, 
1801  N.  Lamar  Blvd.,  Austin,  Tex. 
78701. 
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Approved  health  manpower  bill  will 
provide  $2  billion  for  medical 
education 

After  three  years,  Congress  has 
voted  and  President  Gerald  Ford  has 
signed  legislation  that  will  provide 
more  than  $2  billion  for  medical  edu- 
cation in  the  next  three  years. 

Passage  of  the  Health  Professions 
Educational  Assistance  Act  of  1976 
ended  debate  about  how  many  federal 
strings  should  be  attached. 

As  a result  of  the  legislation’s  pas- 
sage, medical  schools  are  assured  of 
a continuation  of  capitation  and  con- 
struction funds,  medical  students 
will  have  increased  opportunities  for 
federal  scholarships  and  loan  assis- 
tance, and  the  government’s  National 
Health  Service  Corps  stands  as  an  ex- 
panding program  to  channel  physi- 
cians into  shortage  areas.  In  addition, 
medical  schools  will  be  required  to 
produce  more  primary  care 
physicians. 

As  a condition  for  capitation  aid, 
medical  schools  must  have  in  1978 
at  least  35  percent  of  their  filled  first- 
year  positions  in  direct  or  affiliated 
residency  training  programs  in  pri- 
mary care,  defined  as  family  medi- 
cine, general  internal  medicine,  and 
general  pediatrics. 

Ratherthan  requiringcertain  per- 
centages of  medical  school  graduates 
to  enter  shortage  area  service  or  join 
the  National  Health  Service  Corps 
(NHSC),  the  new  medical  education 
bill  provides  enough  NHSC  scholar- 
shipfunds  to  assure  sufficient  num- 
bers of  young  physicians  entering  the 
program. 

For  construction  of  ambulatory,  pri- 
mary care  teaching  facilities  for  phy- 
sicians and  dentists,  the  legislation 
authorizes  $120  million  for  three 
years. 

The  capitation  grant  levels  are  set  at 
$2,000  per  student  for  the  coming 
fiscal  year,  $2,050  for  fiscal  1979, 
and  $2,100  for  the  next  year. 

New  restrictions  are  imposed  on  alien 


foreign  medical  graduates  including  a 
requirement  they  return  to  their  coun- 
try of  origin  after  train  ing. 

U.S.  citizen  graduates  of  foreign 
medical  schools  will  be  given  special 
consideration  for  acceptance  by 
American  medical  schools.  Medical 
board  and  English  proficiency  tests 
are  specified  for  immigrating  health 
professionals. 

The  Health,  Education,  and  Welfare 
Department,  underthe  bill,  will  pre- 
pare sweeping  data  on  health  profes- 
sionals’ location,  training,  etc.,  “for 
the  purpose  of  establishing  a uniform 
health  professions  data  reporting 
systems.” 

The  measure  provides  that  new  “un- 
affiliated” residency  programs  will 
not  be  eligible  for  federal  grants  and 
loans,  but  existing  programs  are  giv- 
en a “grandfather  clause” 
exemption. 

There  is  no  language  pertaining  to 
federal  relicensure  for  physicians. 


Pharmacy  leaders  meet 
with  TMA  officers 

Officers  of  the  Texas  Medical  Asso- 
ciation and  the  Texas  Pharmaceutical 
Association  met  in  September  to  dis- 
cuss the  professional  liability  insur- 
ance crisis  in  Texas. 

Pharmacist  representatives  reported 
at  the  meeting  that  insurance  under- 
writers are  becoming  increasingly 
reluctant  to  write  professional  liabili- 
ty coverage  for  pharmacists. 

TMA  officers  participating  included 
L.S.  Thompson,  Jr.,  MD,  TMA  presi- 
dent: Sheridan  S.  Evans,  MD,  TMA 
vice  president:  Val  F.  Borum,  MD, 
memberof  TMA  Council  on  Medical 
Legislation:  and  Milton  V.  Davis,  MD, 
memberof  the  Texas  Medical  Profes- 
sional Liability  Study  Commission. 
Representing  the  Texas  Pharmaceuti- 
cal Association  were  Lonnie  J.  Yar- 
brough, TPA  president:  Charles  R. 
Atkinson,  TPA  president-elect:  and 
T.L.  Vordenbaumen,  TPA  vice 
president. 
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House  subcommittee  recommends 
mandatory  service  for  new  doctors 

Mandatory  service  for  new  doctors  is 
just  one  of  the  recommendations  in- 
cluded in  the  interim  report  of  the 
Medical  Education  Subcommittee  of 
the  House  Higher  Education  Commit- 
tee. 

Members  of  the  Subcommittee  which 
held  two  days  of  hearings  in  Austin  in 
September  are  Rep  Fred  Head  (D- 
Troup),  Rep  R.  B.  McAlister  (D-Lub- 
bock),  and  Rep  Don  Rains  (D-San 
Marcos). 

The  Subcommittee  proposed  several 
short-term  solutions  to  what  it  called 
the  critical  condition  of  the  supply  of 
doctors  in  small  towns,  rural  areas, 
and  underserved  metropolitan  areas. 
One  proposal  would  require  the  ad- 
mission of  at  least  20  percent  of  each 
Texas  medical  school  class  on  the 
condition  that  this  20  percent  would 
practice  in  rural  or  underserved  areas 
for  at  least  four  years  following  grad- 
uation and  residency  training. 

Another  proposal  would  require  two- 
year  practice  in  rural  or  underserved 
areas  by  each  Texas  medical  school 
graduate  following  residency  training. 
A third  proposal  would  require  two- 
year  practice  anywhere  in  Texas  by 
each  Texas  medical  school  graduate 
following  residency. 

“It  gives  the  Subcommittee  no  plea- 
sure to  recommend  these  alternatives 
which  are  considered  harsh  and  op- 
pressive by  many  medical  educators 
and  practitioners.  However,  when  we 
consider  the  fear  and  suffering  faced 
by  sick  and  injured  Texans,  both 
young  and  old  alike,  who  cannot  find  a 
doctor  to  treat  them,  we  are  reassured 
that  our  recommendations  are  sound 
and  justified  even  though  they  be  a 
distinct  departure  from  the  practice  of 
the  past,”  the  report  stated. 

Other  Subcommittee  proposals  in- 
clude 50  percent  state  funding  of  150 


new  and  additional  family  medicine 
residency  programs  in  1977  and  30 
new  and  additional  family  medicine 
residency  programs  in  1978  to  pro- 
vide a residency  program  for  each 
medical  school  graduate. 

The  Subcommittee  also  recommends 
appropriations  of  $78.5  million  in  the 
1977  legislative  session  to  increase 
medical  school  class  size. 

The  report  recommends  new  medical 
schools  to  be  located  at  Fort  Worth, 
Tyler,  and  in  the  Rio  Grande  Valley. 

“It  is  apparent  to  even  the  most  unin- 
formed person  that  we  do  not  have 
enough  doctors  to  treat  the  sick  in 
Texas  in  either  our  metropolitan  or 
our  rural  areas.  Anyone  who  doubts 
this  should  make  his  or  her  own  inde- 
pendent effort  to  secure  medical  treat- 
ment and  evaluate  the  results,”  the 
report  concludes. 

(See  report  of  Coordinating  Board  on 
these  issues,  page  10.) 


“Mommy,  where  do  anovulatories  come  from?" 
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Hospital  activities  commission 
publishes  new  quality  assurance 
manual 

The  Commission  on  Professional  and 
Hospital  Activities  (CPHA)  has  pub- 
lished the  second  edition  of  Quality 
Assurance  in  Long-T erfn  Care  Facili- 
ties: Planning  Improved  Patient  Care 
Through  Extended  Stay  Review,  Dis- 
charge Planning  and  Medical  Care 
Evaluation. 

Published  first  in  1975,  the  manual 
deals  with  the  use  of  medical  care 
evaluation  studies  as  a means  of  plan- 
ning improved  patient  care  in  long- 
term facilities. 

The  manual  contains  examples  of 
completed  medical  care  evaluation 
studies,  suggested  monitoringtech- 
niques,  and  various  essential 
forms. 

The  book  is  $25  and  can  be  ordered 
by  contacting  CPHA,  Ann  Arbor, 

Mich. 

CPHA  is  a nonprofit  research  and 
education  center  dedicated  to  the  im- 
provement of  hospital  and  medical 
care. 

Speakers  selected 
for  Annual  Session 

Richard  E.  Palmer,  MD,  President  of 
the  AMA,  and  Rep  Paul  G.  Rogers 
(D-Fla)  will  address  luncheons  dur- 
ingthe  1977  Texas  Medical  Associa- 
tion Annual  Session  in  Houston,  May 
12-15. 

Dr  Palmer  will  address  the  Delegates’ 
Luncheon  on  May  12. 

Rep  Rogers  will  present  the  May  14 
General  Meeting  luncheon 
address. 

More  than  30  guest  speakers  have 
been  secured  forthe  program.  In  con- 
junction with  the  meeting,  21  scien- 
tific sections,  32  related  organization 
programs,  ten  special  programs,  and 
committee  meetings  will  be 
scheduled. 


Dr  Palmer  is  a pathologist  from  Alex- 
andria, Va.  He  served  as  Chairman  of 
the  Board  of  Trustees  of  the  AMA 
from  1973-1975,  and  has  served  as 
a member  of  the  AMA  Council  on 
Medical  Service  and  its  Committees 
on  Health  Care  of  the  Poor  and  Gov- 
ernment Medical  Service. 

Rep  Rogers  is  now  serving  his  sixth 
yearas  Chairman  of  the  House  Public 
Health  and  Environment  Subcommit- 
tee. The  Subcommittee  has  jurisdic- 
tion over  Medicaid  and  legislation 
pertainingtothe  Food  and  Drug  Ad- 
ministration, mental  health,  drug 
abuse,  health  manpower,  and  some 
national  health  legislation. 

Laws  which  Rep  Rogers  has  sponsor- 
ed or  played  a major  role  in  enacting 
includethe  Emergency  Medical  Ser- 
vices Act,  the  National  Research  Act, 
the  Health  ManpowerTraining  Act, 
the  National  Cancer  Act  of  1971,  The 
Special  Action  Office  for  Drug  Abuse 
Prevention,  the  Health  Maintenance 
Organization  Act,  and  the  Migrant 
Health  Act. 


Physicians’  fees  increase 
.8  percent  in  September 

Physicians’  fees  rose  .8  percent  in 
September,  accordingto  the  govern- 
ment’s Consumer  Price  Index.  The 
rise  in  fees,  the  largest  since  June, 
exceeded  the  increases  in  the  all  ser- 
vices index  (.5  percent)  and  the  all 
items  index  (.2  percent). 

In  July  and  August  physicians’  fees 
had  increased  .6  percent. 

Hospital  service  charges  rose  .4  per- 
cent in  September,  compared  to  .9 
in  August.  Both  semi-private  room 
charges  and  operating  room  charges 
rose  .5  percent  in  September  com- 
pared to  1.1  percent  in  August. 

Part  of  the  increase  in  physicians’ 
fees  is  the  result  of  the  rising  cost  of 
professional  liability  insurance.  In 
1975,  accordingto  an  AMA  survey 
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and  data  obtained  from  federal  agen- 
cies, patients  paid  an  estimated  $1.24 
for  malpractice  insurance,  about  8.1 
percent  of  the  total  cost  of  the  visit, 
each  time  they  saw  a doctor. 

In  1973  patients  paid  only  30  cents 
per  visit  for  malpractice  insurance, 
or  about  2.4  percent  of  the  full  amount 
of  the  visit. 

Physicians  paid  an  average  of  $610 
for  malpractice  insurance  in  1968 
and  $1,905  in  1973,  the  AMA  Survey 
revealed. 

Since  then,  according  to  a govern- 
ment survey  of  the  insurance  indus- 
try, the  premiums  went  upanother 
84  percent  in  1974  and  125  percent 
in  1975.  The  average  payment  per 
physician  in  1975  was  $7,887,  the 
AMA  estimated. 

Physicians’  business  expenses  (in- 
cluding malpractice  insurance),  have 
been  risingfasterthan  increases  in 
fees. 

During  the  period  1966-74,  physi- 
cians’ business  costs  per  patient  rose 
at  a rate  of  8.3  percent  per  year, 
whilefees,  accordingto  the  Con- 
sumer Price  Index,  went  up  at  an 
average  annual  rate  of  6.2  percent. 

JCAH  will  present  programs 
on  hospital  accreditation  standards 

A program  on  hospital  accreditation 
standards  has  been  developed  by  the 
Joint  Commission  on  Accreditation 
of  Hospitals  (JCAH). 

The  program  will  be  held  throughout 
the  country  and  will  provide  practical 
instruction  on  revisions  and  additions 
to  the  JCAH’s  accreditation  standards 
along  with  explanations  of  the  stan- 
dards contained  in  the  Accreditation 
Manual  for  Hospitals. 

The  program  also  covers  the  interac- 
tions of  the  JCAH  as  a voluntary  ac- 
creditation agency  with  the  Depart- 
ment of  Health,  Education,  and  Wel- 
fare Validation  Survey  Program  and 
professional  standards  review  or- 
ganizations. 

The  program,  which  is  designed  for 


hospital  administrators,  has  been  ap- 
proved for  101/2  Category  1 credits 
in  the  Physician’s  Recognition  Award 
program  and  for  nine  credit  hours  for 
members  of  the  American  Record  As- 
sociation. 

For  more  information  on  dates  and 
locations,  write  the  JCAH,  875  N 
Michigan  Ave.,  Chicago,  III.  60611. 


Winter  conference  focuses 
on  legislative  issues 

The  1977  Update  on  Legislative  Is- 
sues will  be  the  title  for  the  Texas 
Medical  Association’s  winter  confer- 
ence Jan  15,  1977,  in  Austin. 

The  conference  will  provide  informa- 
tion on  legislative  issues  of  medical 
interest  which  will  be  introduced  be- 
fore the  new  Congress  and  the  Texas 
legislature  in  1977. 

Congressional  issues  to  be  discussed 
include  national  health  insurance, 
cost  containment  and  cost  control, 
and  recent  assaults  on  professional- 
ism. At  the  state  level,  attention  will  be 
focused  on  bills  which  will  be  design- 
ed to  ease  or  resolve  the  professional 
liability  insurance  crisis,  increase 
medical  manpower,  and  support 
more  residencies  in  primary  care 
fields  of  medicine. 


HEW  will  study 
health  care  expenditures 

A national  study  of  health  care  ex- 
penditures will  be  conducted  by  the 
Department  of  Health,  Education, 
and  Welfare  and  will  include  a survey 
of  at  least  10,000  households  and 
100  communities. 

A $6.4  million  contract  for  the  study 
was  awarded  to  the  Research  T rian- 
gle  Institute  of  North  Carolina  by  the 
Health  Resources  Administration. 
The  study  will  cover  utilization  of 
health  services  as  well  as 
expenditures. 
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It’s  easy  to  see  the 
advantages  of  leasing  a car. 


NDS 


AUTO 

head- 


aches 


All  you  do  is  choose  the  car  you  like 
— American  or  foreign  — and  the 
accessories  you  want.  We  do  all  the 
paperwork  and  keep  all  the  records. 
Takes  a load  off  your  mind  and  your 
bookkeeper.  Of  course  you  still  get  an 
excellent  tax  write-off  on  your  automo- 
bile. So  call  us  about  leasing  today. 

It’s  the  farsighted  thing  to  do. 


You  also  get: 

• Low  lease  costs 

• Positive  cash  flow 

• Custom- tailored  leases 

• Total  maintenance  of  Lincoln - 
Mercury  products. 


Texas  Medical  Association 
Automobile  Lease  Program 

Underwritten  by: 


Bankston  Rentals,  Inc.  • 4747  LBJ  Freeway  • Dallas,  Texas  75234  • 214/233-1441 
Southwest  Motor  Leasing,  Inc.  • 6737  Southwest  Freeway  • Houston,  Texas  77074  • 713/777- 
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Media  competition  announced 

The  Texas  Medical  Association  has 
announced  its  20th  annual  Anson 
Jones  Award  competition  for  excel- 
lence in  communicating  health  infor- 
mation to  the  public. 

Open  to  Texas  newspapers,  maga- 
zines, and  radio  and  television  sta- 
tions, the  competition  is  divided  into 
eight  separate  categories.  Each  win- 
ner receives  a $250  cash  award  and 
an  engraved  plaque. 

Winning  entries  are  judged  on  the 
basis  of  accuracy,  significance,  qual- 
ity, public  interest,  and  impact.  Pro- 
fessionals from  the  fields  of  publish- 
ing and  broadcasting  will  review  the 
entries  with  the  final  winners  select- 
ed by  a panel  of  physicians. 

The  entry  deadline  is  Dec  10,  1976. 
Entries  must  have  been  published  or 
broadcast  between  Dec  1,  1975  and 
Nov  30,  1976. 

Award  winners  will  be  announced 
Feb  1,  1977.  Presentations  will  be 
made  duringTMA’s  annual  session  in 
Houston  in  May  1977.  The  award  is 
named  in  honor  of  Anson  Jones,  MD, 
a pioneer  Texas  physician,  distin- 
guished writer,  and  former  presi- 
dent of  the  Republic  of 
Texas. 

He  was  responsible  for  the  establish- 
ment of  the  first  regulations  con- 
cerning the  practice  of  the  healing 
arts  in  Texas.  While  serving  as  Sec- 
retary of  State  to  the  Republic,  he 
urged  the  formation  of  an  “Associa- 
tion of  Physicians  of  the  Republic  of 


Texas  for  the  promotion  and  general 
diffusion  of  medical 
knowledge.” 


Rural  medical  loans  awarded 

The  state  Rural  Medical  Education 
Board  has  awarded  more  than 
$123,100  to  29  medical  students  for 
fiscal  years  1976  and  1977  as  of 
Sept  10,  1976.  The  loans  went  to  21 
freshmen,  four  sophomores,  three 
juniors,  and  one  senior 
student. 

The  rural  medical  education  board, 
established  by  the  legislature  in 
1973,  is  authorized  to  make  loans  to 
medical  students  with  the  stipulation 
that  they  will  serve  in  rural  areas 
upon  completion  of  theirtraining. 
The  students  will  receive  credit  for 
one-fifth  of  the  loan  for  each  year  of 
rural  practice,  thus  the  loan  is  re- 
tired in  five  years. 

The  goals  of  the  program  are  to  pro- 
vide needy  students  assistance  with 
the  high  cost  of  medical  education 
and  to  provide  a strong  incentive  for 
practicing  in  rural  areas. 

The  students  are  not  required  to 
attend  a Texas  medical  school,  but 
practice  must  be  in  the  state. 

The  board  will  be  looking  for  a new 
budget  appropriation  when  the  Tex- 
as Legislature  meets  in  1977.  The 
board  is  also  authorized  to  receive 
donations  to  the  loan  fund  from  any 
group  or  individual. 


INVESTMENT  PERFORMANCE  FOR  TMA  MEMBERS'  RETIREMENT  PLAN  & TRUST 
(As  a service  to  participants  in  the  TMA  Members'  Retirement  Plan  and  to  physicians  interested  in  enrolling 
in  the  program,  comparative  performances  for  investments  are  listed.  Figures  shown  are  the  latest  available 
at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Investment  Media* 

1976 

Through 

10/31/76 

3 Years 
Ended 
12/31/75 

5 Years 
Ended 
12/31/75 

Current 

Dividend 

Yield 

Loomis-Sayles  Capital  Dev.  Fund 

-1-  9,4% 

-33.0% 

- 6.2% 

1.5% 

Loomis-Sayles  Mutual  Fund 

+ 7.3% 

-21.0% 

- 3.7% 

3.2% 

Mercantile  Bank  Equity  Fund 

-1-12.5% 

-35.8% 

-16.5% 

3.6% 

Mercantile  Bank  Fixed  Income  Fund 

+ 6.7% 

-13.5% 

- 8.6% 

7.6% 

T Rowe  Price  Growth  Stock  Fund 

-1-  7.3% 

-34.1% 

- 1.9% 

2.1% 

T Rowe  Price  New  Income  Fund 

-F  2.7% 

N/A 

N/A 

7.9% 

Stein  Roe  & Farnham  Balanced  Fund 

-F  6.8% 

-24.9% 

-F  4.1% 

3.1% 

Standard  & Poor  500  Stock  Average 

-F14,l% 

-30.9% 

- 2.1% 

Dow  Jones  Industrial  Average 

-F13.2% 

-16.4% 

-F  1.6% 

•Includes  reinvested  capital  gains  distributions 
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CAPITAL  COMMENTS 

AUSTIN:  PROFESSIONAL  LIABILITY  INSURANCE  INCREASE.  Effective  Jan  1, 
1977,  the  State  Board  of  Insurance  of  Texas  has  approved  a filing  by  the  Medical 
Protective  Company  of  Fort  Wayne,  Ind,  to  amend  the  increased  limits  factor 
applicable  to  professional  liability  insurance.  The  company  is  using  the  old  In- 
surance Service  Office  (ISO)  excess  factors.  After  Jan  1,  1977,  Medical  Protec- 
tive will  use  new  ISO  factors.  The  new  factors  will  be  applicable  to  all  new  and 
renewal  policies  on  and  after  Jan  1,  1977.  In  the  filing.  Medical  Protective  indi- 
cated that  the  use  of  countrywide  experience  would  indicate  a 25.4  percent  in- 
crease. The  use  of  Texas  experience  using  countrywide  loss  development  factors 
indicates  a 63.3  percent  increase,  and  the  use  of  Texas  experience  using  the 
Texas  loss  development  factors  indicates  a 60.3  percent  increase.  The  new  ISO 
factors  will  constitute  an  effective  16.7  percent  increase  on  the  average  for 
physicians  for  this  coverage. 

WASHINGTON:  MORE  WOMEN  ENTERING  HEALTH  PROFESSIONS.  A report  of 
the  Department  of  Health,  Education,  and  Welfare  shows  there  are  increasing 
numbers  of  women  in  health  professions.  The  study,  commissioned  by  the 
Women’s  Action  Program  in  the  Office  of  Planning  and  Evaluation,  was  conduct- 
ed by  a San  Francisco  Research  Group,  Urban  and  Rural  System  Associates. 

In  the  1974-1975  academic  year,  the  summary  said,  22.2  percent  of  the  first 
year  medical  school  students  were  women.  In  osteopathy,  women  accounted 
for  10.9  percent  of  the  places;  in  dentistry,  11.2  percent;  in  veterinary  medi- 
cine, 24.4  percent;  in  optometry,  11.4  percent;  in  podiatry,  4 percent;  in 
pharmacy,  27  percent;  and  in  public  health,  47  percent. 

WASHINGTON:  COLD  REMEDIES  SALES.  Francis  C.  Lowell,  MD,  a Harvard 
allergy  specialist  who  headed  a panel  on  over-the-counter  drugs,  said  there  are 
between  35,000  and  50,000  cold  remedies  on  the  market  with  an  annual  sales 
volume  of  $735  million. 

WASHINGTON:  COST  OF  NATIONAL  HEALTH  INSURANCE.  The  Department  of 
Health,  Education  and  Welfare  has  issued  a new  report  estimating  the  cost  of 
various  national  health  insurance  bills  that  were  introduced  in  the  94th  Con- 
gress. Prepared  for  HEW  by  actuary  Gordon  Trapnell,  the  report  estimates  that 
the  cost  of  the  various  proposals  by  1980  would  be:  $233.5  billion  for  the  Long- 
Ribikoff  plan;  $234.8  billion  for  the  Nixon  Administration’s  CHIP  plan;  $243.5 
billion  forthe  Health  Insurance  Association’s  plan;  $243.8  billion  forthe  AMA 
plan;  $248.6  billion  forthe  American  Hospital  Association’s  bill;  and  $248.3 
billion  for  labor’s  health  security  proposal.  With  no  NHI  program,  U.S.  health 
expenditures  would  be  $223.6  billion,  the  report  estimates. 

WASHINGTON:  MEDICAL  COST  STUDY.  A new  government  study  forecasts 
medical  expenditures  in  1980  as  $223.5  billion,  an  increase  of  $83  billion  in 
four  years.  That  is  without  national  health  insurance.  A Columbia  University 
study  shows  private  hospitals  and  physicians  already  are  operating  largely  on 
public  funds  without  adequate  control.  In  New  York  City,  taxpayers  are  paying 
sixty  percent  of  the  health  care  bill,  double  the  percent  of  ten  years  ago. 


Editor’s  note: 
“Capital  Com- 
ments” is  pre- 
pared by  Brown, 
Maroney,  Rose, 
Baker  & Barber, 
Attorneys  at  Law, 
TMA  General  Coun- 
sel, to  highlight 
current  items  of 
interest  relating  to 
health  matters  in 
the  US  Congress, 
federal  agencies, 
state  legislature, 
and  Texas 
administrative 
agencies. 
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WASHINGTON:  CHIROPRACTORS  SUE  AMA.  Five  individual  chiropractors, 
representing  the  profession,  have  filed  a suit  in  the  U.S.  District  Court,  Chicago, 
charging  the  AMA,  the  American  Hospital  Association,  the  Joint  Commission  on 
Hospital  Accreditation,  ten  other  health  groups,  and  a number  of  individuals 
with  conspiracy  to  monopolize  health  care  in  the  United  States  and  unreasonable 
restraint  of  trade. 


DALLAS:  NATUROPATHIC  PHYSICIANS  FILE  SUIT.  The  Texas  Association  of 
Naturopathic  Physicians  is  one  of  several  groups  which  says  in  a suit  filed  in 
Dallas  that  the  constitutional  right  to  practice  naturopathy  is  being  rejected. 
Other  plaintiffs  in  the  suit,  filed  in  U.S.  District  Judge  Robert  Porter’s  court, 
include  the  National  Association  of  Naturopathic  Physicians,  several  other  state 
naturopathic  associations,  and  a number  of  naturopathic  physicians,  students, 
and  patients.  The  suit  is  filed  against  the  U.S.  Food  and  Drug  Administration,  the 
U.S.  Department  of  Health,  Education  and  Welfare,  Dallas  County  Commission- 
ers, the  State  Board  of  Pharmacy,  and  the  Texas  State  Board  of  Medical 
Examiners.  The  suit  alleges  that  various  state  and  federal  laws  and  regulations 
restrict  the  practice  of  naturopathy,  as  it  is  defined  by  the  plaintiffs.  The  suit 
defines  naturopathy  as  the  “art,  science  and  philosophy  of  natural  healing  by 
application  of  the  laws  of  nature  to  the  human  body  for  its  care  and  to  preserve 
disease  by  any  means  that  will  assist  the  self-healing  processes  of  the  body.’’ 

The  suit  contends  the  defendant’s  laws  and  regulations  also  restrict  the  training 
and  education  of  naturopathic  students.  It  says  naturopathic  physicians  are 
denied  full  use  of  government  programs  like  Medicare,  are  restricted  to  access 
to  hospitals,  and  are  restricted  by  unconstitutional  laws  regarding  prescriptions. 
The  suit  asked  the  court  to  declare  all  laws  and  regulations  allegedly  violating 
the  constitutional  rights  of  the  plaintiffs  to  be  void. 


WASHINGTON:  NEW  MEDICARE  HOSPITAL  DEDUCTIBLE.  Beginning  in  January, 
the  Medicare  hospital  deductible  will  be  $124.  The  present  Part  B hospital 
deductible  isthefirst  $104  of  the  patient’s  hospital  bill.  The  new  deductible  for 
a beneficiary  with  a hospital  stay  of  more  than  sixty  days  will  be  $31  daily  for 
the  first  day  through  the  90th  day,  an  increase  over  the  present  $26  daily,  A 
beneficiary  who  wishes  to  draw  on  his  life-time  reserve  of  60  days  will  pay  $62 
for  each  reserve  day  used,  an  increase  of  $10  from  the  present  $52  daily  charge. 
Post-hospital  stays  of  more  than  20  days  in  a skilled  nursing  facility  will  cost 
$15.50  daily  from  the  21st  through  the  100th  day,  an  increase  from  the  present 
$13  daily.  Social  Security  officials  say  that  about  24.7  million  persons  were 
covered  by  hospital  insurance  this  year,  a number  that  will  increase  to  25.3 
million  by  next  year. 

MARYLAND:  UNETHICAL  ADVERTISING.  One  hundred  and  fifteen  Prince 
George’s  County  Maryland  physicians  have  been  reprimanded  for  allowing 
names  and  information  about  practices  to  appear  in  1974  consumer  directory 
compiled  by  Ralph  Nader’s  health  research  group.  The  Maryland  Commission 
on  Medical  Discipline,  a state  agency,  ruled  that  whileconsumerdirectories 
are  a good  idea,  any  that  rate  physicians  as  did  the  health  research  group, 
smacks  of  indirect  advertising  and  violates  state  law. 
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WASHINGTON:  NATIONAL  SURGICAL  RULES  THREAT.  The  AMA  has  informed 
Rep  John  Moss,  (D-Calif),  Chairman  of  the  House  Commerce  Subcommittee  on 
Oversight  and  Investigation,  that — although  the  AMA  supports  elimination  of 
unnecessary  services  in  Medicare  and  Medicaid,  it  does  not  feel  the  federal 
government  should  establish  criteria  for  determining  v/hat  is  necessary.  In  a 
letterto  Rep  Moss,  James  Sammons,  MD,  AMA  executive  vice  president,  said 
that  a letter  from  the  chairman  appears  to  indicate  that  the  subcommittee 
intends  to  establish  such  criteria.  Elimination  of  unnecessary  services  is  \what 
professional  standards  review  organizations  are  all  about.  Dr  Sammons  said.  In 
cooperation  with  the  Department  of  Health,  Education,  and  Welfare,  the  AMA  has 
helped  in  development  of  sample  criteria  that  were  published  last  July.  “We  see 
no  reason  to  develop  additional  criteria.  Local  determination  must  be  a keystone 
consideration  as  it  is  in  the  PSRO  program,”  Dr  Sammons  said. 

WASHINGTON:  NEW  APPROPRIATIONS  VETO  OVERRIDDEN.  An  appropriations 
bill  for  fiscal  1977  became  law  after  Congress  overrode  the  President’s  veto.  In 
objecting  to  the  bill.  President  Ford  said,  “My  objection  to  this  measure  is  based 
purely  and  simply  on  the  issue  of  fiscal  integrity.”  While  voicing  support  for  most 
of  the  programs  funded  in  the  bill,  as  well  as  the  amendment  which  restricts  the 
use  of  federal  funds  for  abortion,  the  President  said  the  $56.6  billion  measure 
was  an  unwarranted  spending  increase  and  an  example  of  a partisan  political 
bill  lacking  fiscal  restraint  and  responsibility.  Included  in  the  bill  are  the  follow- 
ing appropriations:  Health  Service  Administration  (including  maternal  and  child 
health,  family  planning,  and  home  health  services.  Health  Maintenance  Organi- 
zations, and  the  National  Health  Service  Corps),  $1,016  billion;  National  Insti- 
tutes of  Health,  $2,412  billion;  alcohol-drug  abuse  and  mental  health,  $824 
million;  Health  Resources  Administration,  $394  million.  The  total  health  appro- 
priation is  $5,015  billion. 

WASHINGTON:  GOVERNORS  OPPOSE  HEALTH  MANPOWER  CREDENTIALING. 
The  Southern  Governor’s  Conference  has  adopted  a resolution  opposing  the  re- 
cent HEW  report  calling  for  the  establishment  of  a national  certification  council 
for  health  care  personnel  and  the  development  of  national  credentialing  stand- 
ards for  the  health  care  professions.  The  resolution,  submitted  by  Gov  Chris- 
topher S.  Bond  of  Missouri,  states,  “Be  it  resolved,  that  the  Southern  Governor’s 
Conference  by  this  resolution  hereby  advises  the  Secretary,  Department  of 
Health,  Education,  and  Welfare,  and  the  Congress  of  its  opposition  to  the  recom- 
mendation presented  in  the  proposal  and  to  the  methods  and  procedures  it 
suggested  to  coerce  their  acceptance.” 
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You  can  help  inform  the  public 
on  liability  insurance  problems 


An  informative  new  pamphlet  from  TMA  can  tell 
physicians’  story  of  the  malpractice  insurance  crisis 
quickly  and  easily.  Communication  with  the  public  is 
vital  if  we  are  to  overcome  the  crisis. 

A sample  copy  of  “No  Texan  can  escape  this  epi- 
demic” is  enclosed  so  you  can  see  what  an  effective 
communication  tool  the  pamphlet  can  be. 


Available  free  from  TMA 


You  can  put  the  pamphlet  in  statements,  place  it  in 

waiting  rooms  and  hospitals,  distribute  it  at  meetings 
Utilize  it  in  all  sorts  of  situations. 


An  effective  display  card  with  pamphlet  pocket 
also  is  available  free  of  charge.  This  versatile  tool  uses 
professional  looking  gray  and  white  graphics  to  attrac 
tively  display  pamphlets  and  its  own  message:  “Run-j 
away  Malpractice  Insurance  rates  are  hurting  every-  | 
body.  Let’s  help  each  other  get  action  in  Austin.”  | 

You  can  fold  out  its  attached  easel  for  tabletop  dis- 
play or  hang  the  8V2  x 1 1 inch  card  on  a wall  in  a promi 
nent  place.  j 


Available  free  from  TMA 


i 


Use  the  easy  order  form  below. 


TO;  Communication  Department 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Yes,  1 want  to  help  tell  people  about  the  "malpractice  insurance"  crisis.  Please  send,  free  of  charge: 

Pamphlets  entitled  "No  Texan  can  escape  Display  cards — "Runaway  Malpractice 

(No.)  this  epidemic."  (No.)  Insurance  rates  are  hurting  everybody.  . ." 


Send  to: 

(print  or  (Name) 

type) 

(Address) 


(City,  state,  zip) 


THE  AMERICAN  SOCIETY  FOR  DERMATOLOGIC 
SURGERY  AND 

THE  AMERICAN  ACADEMY  OF  FACIAL  PLASTIC 
AND  RECONSTRUCTIVE  SURGERY,  INC. 

ANNOUNCE 
THE  FOURTH  ANNUAL 

Hair  Transplant 

Spposjum  and  Workshop 

Multi-discipline  International  Faculty 
including:  dermatologists,  otolaryngologists, 
regional  and  general  plastic  surgeons. 

Attendance  Limited 

February  11th  and  12th,  1977 

FEE  $520.00 

The  Stough  Dermatology  and 
Cutaneous  Surgery  Clinic,  P.A. 

Doctors  Park 

Hot  Springs,  Arkansas  71901 
For  further  information,  contact: 

Program  Director,  D.  B.  Stough,  III,  M.D. 
at  above  address. 


Wichita  Falls  Clinic 


501  Midwestern  Parkway  East,  Wichita  Falls,  Texas  76302 

GENERAL  SURGERY 

W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Clark  W.  Brazil,  M.D. 

GENERAL  THORACIC  AND  VASCULAR  SURGERY 
Cecil  H.  Meares,  M.D. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield.  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D.,  F.A.C.S. 

Richard  H.  Moore,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason.  D.D.S. 

RADIOLOGY  AND  RADIOACTIVE  ISOTOPES 
Thomas  K.  Bose,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Joseph  Bilder.  Jr.,  M.D. 

George  W,  Slaughter,  M.D. 

INTERNAL  MEDICINE 
P.  K.  Smith.  M.D.,  F.A.C.P. 

I.  L.  Humphrey.  Jr.,  M.D. 

Preston  McCall,  M.D. 

Julian  C Sleeper.  M.D.,  Cardiology 
David  M.  Pogue,  M.D.,  Cardiology 
Wendell  I.  Wyatt,  M.D. 

Lowell  L.  Harvey.  M.D. 

FAMILY  PRACTICE 

J.  B.  Hathom,  Jr..  M.D, 

Melvin  Horany.  M.D. 

James  T.  Cook.  M.D. 

Madeleine  Kent,  M.D. 

UROLOGY 

John  C.  Wurster,  M.D. 

OBSTETRICS  AND  GYNECOLOGY 
Warren  T.  Kable,  M.D. 

Frank  J.  Lee.  M.D. 

ADMINISTRATIVE  OFFICER 
James  M.  Missler,  Administrator 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Just  send  the 
coupon  below 


Do  you  have 
patients  with 
Paget’s  Disease 


Armour  Pharmaceutical  □ 
Company 

Greyhound  Tower  □ 

1 1 1 West  Clarendon  Avenue 
Phoenix,  Arizona  85077 


Send  latest  information 
on  Paget's  Disease  of  Bone. 
Have  your  representative 
call  on  me. 


Dr 


Address 


City 


State 


Zip 
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CONTINUING  EDUCATION  COURSES 


DECEMBER 


Cardiovascular  Disease 

Title;  22nd  Annual  Cardiology  Program: 
Selected  Topics  in  Cardiology 
Sponsor:  UT  Health  Science  Center  at 
Houston,  Division  of  Continuing  Educa- 
tion 

Location  of  Course:  St  Joseph  Hospital 
Auditorium,  Houston 
Dates;  Dec  7-9,  1976 
Duration:  Continuous,  2V^  days,  18 
total  course  hours 
Designed  For:  General  practitioners; 
Specialists;  Elementary  and  advanced 
students  of  cardiology 
Credit:  18  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture 

Contact:  Office  of  the  Director,  Division 
of  Continuing  Education,  UT  Health 
Science  Center  at  Houston,  Box  20367, 
Houston  77025 


Title:  Coronary,  Valvular  and  Myocardial 
Heart  Diseases:  Structure-Function 
Correlations 

Sponsor;  American  College  of  Cardiology 
Location  of  Course:  Williamsburg,  Va 
Dates;  Dec  7-10,  1976 
Fee:  Members,  $150;  Non-members, 
$200 

Credit:  26  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Mary  Anne  Mclnerny,  Director 
of  Continuing  Education  Programs, 
American  College  of  Cardiology,  9650 
Rockville  Pike,  Bethesda,  Md  20014 


Title:  Cardiology  for  the  Clinician-1976: 
Facts,  Fables  and  Fallacies 
Sponsors:  American  College  of  Cardi- 
ology, New  York  Medical  College 


Location  of  Course:  Americana  Hotel, 
New  York 

Dates:  Dec  10-12,  1976 

Fee:  Members,  $140;  Non-members, 

$175 

Credit:  23  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Mary  Anne  Mclnerny,  Director, 
Department  of  Continuing  Education 
Programs,  American  College  of  Cardi- 
ology, 9650  Rockville  Pike,  Bethesda, 
Md  20014. 


Gastroenterology 

Title:  Gastrointestinal  Workshop  for 
the  Practicing  Physician 
Sponsor:  University  of  Kentucky  Medical 
Center 

Location  of  Course:  University  of  Ken- 
tucky Medical  Center,  Lexington 
Dates:  Dec  17-18,  1976 
Fee:  $80 

Contact:  Frank  R Lemon,  MD,  Continu- 
ing Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington,  Ky 
40506 


Neurology 

Title:  Current  Therapy  of  Common 
Neurological  Disorders 
Sponsors:  Department  of  Neurology, 
UT  Health  Science  Center  at  Dallas, 
Southwestern  Medical  School;  A Webb 
Roberts  Center  for  Continuing  Educa- 
tion, Dallas 

Location  of  Course:  UT  Health  Science 
Center  at  Dallas 
Dates:  Dec  10-11,  1976 
Credit:  12  hours,  AAFP  Prescribed; 
Category  I,  AMA  Physician’s  Recogni- 
tion Award 

Contact:  Office  of  Continuing  Educa- 
tion, UT  Health  Science  Center  at  Dal- 
las, 5323  Harry  Hines  Blvd,  Dallas 
75235 


Ophthalmology 

Title:  Hermann  Hospital  Ophthalmology 
Annual  Alumni  Meeting 
Sponsors:  UT  Medical  School  at  Hous- 
ton, Department  of  Ophthalmology; 
Hermann  Hospital,  Houston 
Location  of  Course:  Holiday  Inn,  Medical 
Center,  Houston 
Date:  Dec  11, 1976 
Duration:  1 day,  8 hours  instruction 
Fee:  $50 

Designed  For:  Specialists  in  Ophthal- 
mology 

Teaching  Methods:  Audiovisual  ma- 
terials, lecture,  open  question 
Contact:  Richard  S Ruiz,  MD,  Chairman, 
Department  of  Ophthalmology,  UT  Med- 
ical School  at  Houston,  1121  Hermann 
Professional  Bldg,  Houston  77025 


Psychiatry 

Title:  Phenomenology  and  Treatment  of 
Schizophrenia 

Sponsor:  Department  of  Psychiatry, 
Baylor  College  of  Medicine,  Houston 
Dates:  Dec  9-10, 1976 
Duration:  Continuous,  2 days 
Contact:  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  Texas  Medi- 
cal Center,  Houston  77030 


Other 

Title:  Child  Abuse  and  Protective  Ser- 
vices Institute  Series 
Sponsors:  State  Bar  of  Texas,  State 
Department  of  Public  Welfare 
Locations  and  Dates  of  Course:  Odessa 
(Nov  4),  El  Paso  (Nov  5),  Dallas 
(Nov  18),  Harlingen  (Nov  18),  Fort 
Worth  (Nov  19),  San  Antonio  (Nov  19) 
Fee:  Pre-registration,  $30;  Door  regis- 
tration, $35 

Designed  For:  Department  of  Public 
Welfare  staff  workers;  Juvenile,  district. 


32 


TEXAS  MEDICINE 


domestic  relations  and  other  judges; 
County  and  district  attorneys;  Legal  aid 
attorneys;  School,  hospital  and  police 
personnel 

Contact:  State  Bar  of  Texas,  Child 
Abuse  Institute,  Box  12487,  Capitol 
Station,  Austin  78711 


Title:  Health  Planning  and  Primary 
Care  Symposium 

Sponsor:  American  Association  for 
Comprehensive  Health  Planning 
Location  of  Course:  New  Orleans 
Dates:  Dec  9-10,  1976 
Fee:  $150 

Designed  For:  Planners,  providers,  con- 
sumers involved  in  primary  care  develop- 
ment and  delivery 
Enrollment:  Maximum,  500 
Contact:  American  Association  for 
Comprehensive  Health  Planning,  801 
N Fairfax  St,  Suite  212,  Alexandria, 

Va  22314 


JANUARY,  1977 


Cardiovascular  Disease 

Title:  Results  and  Evaluation  of  New 
Methodology  in  Cardiology 
Sponsors:  American  College  of  Cardi- 
ology, Santa  Barbara  Heart  and  Lung 
Institute 

Location  of  Course:  Opticon  Theater, 
Snowmass-at-Aspen,  Aspen,  Colo 
Dates:  Jan  10-14,  1977 
Fee:  Members,  $125;  Non-members, 
$175 

Credit:  18  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Mary  Anne  Mclnerny,  Director, 
Department  of  Continuing  Education 
Programs,  American  College  of  Cardi- 
ology, 9650  Rockville  Pike,  Bethesda, 
Md  20014 


Title:  Ischemic  Heart  Disease,  Problems 
and  Perspectives 

Sponsors:  John  A Burns  School  of  Medi- 
cine, University  of  Hawaii;  Council  on 
Clinical  Cardiology,  American  Heart 
Association 

Location  of  Course:  Royal  Lahaina  Hotel, 

Maui,  Hawaii 

Dates:  Jan  17-20,  1977 

Fee:  $175 

Credit:  13  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Hawaii  Conference  Services, 
Box  22670,  Honolulu  96822 


Chest  Disease 

Title:  Current  Topics  in  Respiratory 
Disease 

Sponsor:  New  York  University  Post- 

Graduate  Medical  School 

Location  of  Course:  New  York 

Dates:  Jan  20-22,  1977 

Fee:  $150;  Reduced  rates  available 

Designed  For;  Specialists  in  Internal 

Medicine,  Family  Practice 

Credit:  Category  I,  AMA  Physician’s 

Recognition  Award 

Contact:  Office  of  the  Assoc  Dean, 

Registration  Department,  New  York 

University  Post-Graduate  Medical 

School,  550  First  Ave,  New  York  10016 


Emergency  Care 

Title:  Recent  Advances  in  Care  of  the 
Acutely  Injured 

Sponsors:  American  College  of  Sur- 
geons; Department  of  Surgery,  Tulane 
Medical  Center,  New  Orleans 
Location  of  Course:  Fairmont  Hotel, 
New  Orleans 
Dates:  Jan  24-26,  1977 
Fee:  Surgeons,  $200;  Residents,  $100 
Enrollment:  Maximum,  200 
Contact:  American  College  of  Surgeons, 
Trauma  Division,  55  E Erie,  Chicago 
60611 


Hematology 

Title:  Topics  in  Clinical  Hematology: 
Disorders  in  Maturation 
Sponsors:  American  College  of  Physi- 
cians, University  of  Florida  School  of 
Medicine,  American  Society  of 
Hematology 

Location  of  Course:  Ponte  Vedra  Beach, 
Fla 

Dates:  Jan  10-13,  1977 
Credit;  26  hours.  Category  I,  AMA  Phy- 
sician’s Recognition  Award 
Contact:  Registrar,  Postgraduate 
Courses,  ACP,  4200  Pine  St,  Philadel- 
phia 19104 


Obstetrics  & Gynecology 

Title;  Diseasesof  the  Vulva  and  Vagina 
Sponsor:  Baylor  College  of  Medicine 
Location:  Shamrock  Hilton  Hotel, 
Houston 

Dates:  Jan  13-15,  1977 
Fee:  $225 

Contact:  Division  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77030 
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Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.:  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED. 


Bank  Financing 
I for  Physicians  | 

I 

I 
I 
I 
I 
I 
I 
I 


We  specialize  in  equipment  leasing  and  financing, 
unsecured  loans  and  lines  of  credit  to  Physicians 
And  we  handle  it  all  by  mail. 

Unsecured  loans  with  optional  dollar  amounts 
(to  $10,000),  optional  payment  schedules.  Equipment 
leasing  to  give  you  tax  advantages,  restore  operating 
capital,  convert  unused  depreciation  to  cash.  And  lines 
of  credit  to  provide  for  future  cash  needs. 

We  charge  tax  deductible  bank  rates.  You  won't  spend 
any  of  your  valuable  time  at  your  bank,  and  you'll  re- 
serve your  regular  bank  credit  for  times  when  you 
really  need  it. 

For  further  information,  complete  and  mail  this  coupon 
today.  I want  to  know  more  about; 

_ Unsecured  Loans  Sale  & Lease  Back  Plans 

A Line  of  Credit  Lease-Purchase  Plans 

Equipment  Leasing  Equipment  Financing 

_ OthPf 


Dr 

Address , 
City 


Phone , 


State. 


J^TEXflS  BANK 

Services  Division  ^ TRUST  COMPANY 

P.  O.  Box  101  Jacksonville,  Texas  75766 


for  the  inflamed  phase 
of  hemorrhoidal  flare-up 

ANUSOL-HC"  SUPPOSITORIES 

Rectal  Suppositories  with  Hydrocortisone  Acetate 

ANUSOL-HC  “ CREAM 

Rectal  Cream  with  Hydrocortisone  Acetate 

CAUTION:  Federal  law  prohibits  dispensing  Anusol-HC 
Suppositories  and  Anusol-HC  Cream  without  pre- 
scription. 

Description:  Each  Anusol-HC  Suppository  contains 
hydrocortisone  acetate,  10.0  mg,  bismuth  subgallate, 
2.25%:  bismuth  resorcin  compound,  1,75%:  benzyl  ben- 
zoate, 1.2%:  Peruvian  Balsam,  1.8%:  zinc  oxide,  11,0%: 
also  contains  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  coloring  in  a bland 
hydrogenated  oil-cocoa  butter  base. 

Each  gram  of  Anusol-HC  Cream  contains  hydrocorti- 
sone acetate.  5.0  mg:  bismuth  subgallate.  22  5 mg: 
bismuth  resorcin  compound,  17.5  mg.  benzyl  benzoate. 
12.0  mg.  Peruvian  Balsam,  18.0  mg,  zinc  oxide,  1100  mg, 
also  contains  the  following  inactive  ingredients:  propy- 
lene glycol,  bismuth  subiodide,  propylparaben,  methyl- 
paraben,  polysorbate  60,  sorbitan  monostearate  in  a 
water-miscible  base  of  mineral  oil  and  glyceryl  mono- 
stearate. Non-staining. 

Indications:  Anusol-HC  is  adjunctive  therapy  for  the 
symptomatic  relief  of  pain  and  discomfort  in:  external  and 
internal  hemorrhoids,  proctitis,  papillitis,  cryptitis  and 
fissures,  incomplete  fistulas,  and  relief  of  local  pain 
following  anorectal  surgery. 

Anusol-HC  is  especially  indicated  when  inflammation 
is  present.  When  acute  symptoms  subside,  most  patients 
can  be  maintained  on  regular  Anusol " Suppositories  or 
Ointment. 

Contraindications:  History  of  sensitivity  to  any  compo- 
nent. Topical  corticosteroids  should  not  be  employed  in 
tuberculous,  fungal  and  most  viral  lesions  of  the  skin 
(including  herpes,  vaccinia  and  varicella). 

Warnings:  The  safe  use  of  topical  steroids  during 
pregnancy  has  not  been  fully  established  Therefore, 
during  pregnancy  they  should  not  be  used  unnecessarily 
on  extended  areas,  in  large  amounts  or  for  prolonged 
periods  of  time. 

Precautions:  Symptomatic  relief  should  not  delay  defini- 
tive diagnoses  or  treatment.  When  there  is  bacterial  skin 
infection,  topical  corticosteroids  should  be  used  only  with 
appropriate  concomitant  antimicrobial  therapy.  Prolonged 
or  excessive  use  of  corticosteroids  might  produce  sys- 
temic effects. 

Dosage  and  Administration:  Anusol-HC  Suppositories: 
Remove  toil  wrapper  and  insert  into  the  anus.  One 
suppository  in  the  morning  and  one  at  bedtime,  for  3 to  6 
days  or  until  inflammation  subsides.  Then  maintain 
patient  comfort  with  regular  Anusol. 

Anusol-HC  Cream:  Adults -Remove  tube  cap  and 
attach  the  plastic  applicator.  After  gentle  bathing  and 
drying  of  the  area,  apply  to  the  exterior  surface  and  gently 
rub  in.  For  internal  use,  insert  the  applicator  by  applying 
gentle,  continuous  pressure.  Then  squeeze  tube  to  deliver 
medication.  Cream  should  be  applied  3 or  4 times  a day 
for  3 to  6 days  or  until  inflammation  subsides.  Then 
maintain  patient  comfort  with  regular  Anusol, 

Supplied:  Anusol-HC  Suppositories -boxes  of  12 
(N  0047-0089-12)  suppositories  in  silver  foil  strips 
with  ^ printed  in  black. 

Anusol-HC  Cream -one-ounce  tube  (N  0047-0090- 
01)  with  plastic  applicator:  detachable  label. 

Full  information  is  available  on  request. 


warner/Chiicott 
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Artist’s  interpretation  in  bas-relief  of 
external  hemorrhoids,  postoperative  anorectal 
wounds  and  anal  dermatitis. 


suppositories  and  credri 


wirn  nyarpcortisone  ocetate.  Rx  only 


• without  belladonna  alkaloids  • without  CNS  stimulants 


Fkmous  Fighters 


NEOSPORIN*  Ointment 

( polymyxin  B'badtracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5.000  units;  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING;  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS;  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  \Afarning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


COMING 

MEETINGS 


AMERICAN  MEDICAL  ASSOCIATION 

The  American  Medical  Association’s  30th  Clinical  Convention 
in  Philadelphia,  Dec.  4-7,  1976  will  offer  more  than  100  con- 
tinuing medical  education  events.  The  schedule  includes  approxi- 
mately 45  postgpraduate  courses  and  nine  general  sessions  which 
qualify  for  Category  I credit  toward  the  AMA  Physician’s 
Recognition  Award.  Also  on  the  scientific  program  are  16  lunch- 
eons, 32  “Meet  the  Professor”  sessions,  telecourses,  living  teach- 
ing demonstrations  and  conducted  exhibit  rounds.  AMA  mem- 
bers and  their  guests  pay  no  general  registration  fee;  non- 
member physicians  pay  $35,  and  their  guests,  $10  each.  Fees 
for  postgraduate  courses  vary. 

Contact:  AMA  Department  of  Meeting  Services,  535  N Dear- 
born St,  Chicago  60610 

CONFERENCE  ON  RURAL  HEALTH  IN  SOUTH  TEXAS 

The  Children’s  Heart  Program  of  South  Texas  will  present  a 
Conference  on  Rural  Health  in  South  Texas,  Dec  9-10,  1976 
at  the  Emerald  Beach  Holiday  Inn  in  Corpus  Christi,  Tex.  The 
objectives  of  the  conference  are  (1)  to  increase  awareness  of 
rural  health  problems,  especially  within  South  Texas,  (2)  to 
provide  information  on  successful  and  innovative  approaches 
to  solving  rural  health  problems  in  Texas  and  (3)  to  bring 
together  individuals  interested  in  rural  health  in  South  Texas. 
Panel  discussions  and  presentations  will  focus  on  defining  the 
health  needs  of  South  Texas,  migrant  health,  folk  medicine  and 
other  related  topics. 

Contact:  The  Children’s  Heart  Program  of  South  Texas,  Dris- 
coll Foundation  Children’s  Hospital,  Box  6530,  Corpus  Christi, 
Tex  78411 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  DERMA- 
TOLOGY,  36th  Annual  Meeting,  Palmer 
House,  Chicago,  Dec  4-9,  1976.  New  fea- 
ture: forum  for  presentation  of  new  inves- 
tigations, recent  advances  titled  What’s 
New  in  Clinical  Research.  Forum  to  be 
held  Dec  7.  Presentation  time  limited  to 
12  minutes,  three  minutes  allowed  for  dis- 
cussion. Contact:  820  Davis  St,  Evanston, 
111  60201. 


AMERICAN  ACADEMY  OF  PSYCHO- 
ANALYSIS, 20th  Winter  Meeting,  Omni 
International  Hotel,  Atlanta,  Dec  3-6.  1976. 
Dr  Alberta  Szalita,  training  analyst, 
Columbia  University  Psychoanalytic  Clinic, 
to  keynote  plenary  session  Dec  3.  Her  topic 
will  be  impact  of  psychoanalysis  on  the 
family.  Dr  Don  Bloch,  director  of  Family 
Institute  of  New  York,  to  do  live  family 
interview  at  Dec  4 plenary  session.  Dr 
Hans  Strupp,  professor  of  psychotherapy, 
Vanderbilt  University,  to  speak  on  the 
problem  of  negative  effects  of  psychother- 
apy. Other  program  participants:  Dr  Mil- 
ton  Berger,  chairman,  APA  Video  Task 
Force:  Dr  Salvador  Minuchin,  director, 
Philadelphia  Family  Therapy  Training  Cen- 
ter: Dr  Carl  Whitaker,  professor  of  psy- 
chiatry, University  of  Wisconsin;  Dr 
David  Schecter,  former  director  of  train- 
ing, William  Alanson  White  Psychoana- 
lytic Institute,  New  York;  Dr  O Spurgeon 
English,  professor  of  psychiatry.  Temple 
University;  Dr  Ian  Alger,  director  of  pro- 
grams, American  Academy  of  Psychoan- 
alysis. Contact:  40  Gramercy  Park  N,  New 
York  10010. 


TEXAS  ACADEMY  CHAPTER,  AMERICAN  COLLEGE 
OF  PHYSICIANS 

The  annual  joint  meeting  of  the  Texas  Academy  of  Internal 
Medicine,  American  College  of  Physicians  and  Texas  Society 
of  Internal  Medicine  will  take  place  Dec  2-4,  1976  at  the  Hous- 
ton Oaks  Hotel.  Physicians  who  attend  the  meeting  are  eligible 
for  Category  I credit  toward  the  AMA  Physician’s  Recogni- 
tion Award. 


INTERNATIONAL  COLLEGE  OF  SUR- 
GEONS, Annual  Meeting,  Caesar’s  Palace, 
Las  Vegas,  Nev,  Dec  10-16,  1976.  Post- 
graduate courses  on  malignant  lymphomas, 
head  and  neck  surgery,  eye  surgery,  hand 
surgery,  gynecology  and  urology,  pacemak- 
ers, endoscopy.  Registration  fees:  ICS 
member,  $60;  non-member,  $100;  continu- 
ing medical  education  courses,  $60  each. 
Contact:  1616  Lake  Shore  Dr,  Chicago 
60610. 


Contact:  Robert  D Bone,  MD,  Box  841,  Corsicana,  Tex  75110 


For  other  courses  and  symposiums,  see 
Continuing  Education  Courses,  pp  32-33. 


Volume  72,  December,  1976 


37 


Calendar  of  Listings 

a Denotes  Texas  Meetings 


DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY.  Chicago, 
Dec  4-9,  1976.  820  Davis  St,  Evanston,  III  60201. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  At- 
lanta, Dec  6-8,  1976.  Charlotte  Bruskin,  Exec  Sec,  40 
Gramercy  Park  N,  New  York  10010. 

AMERICAN  MEDICAL  ASSOCIATION,  Philadelphia, 
Dec  4-8,  1976.  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  SOCIETY  OF  HEMATOLOGY,  Boston,  Dec 
3-6,  1976.  Thomas  Bradley,  MD.  Sec,  Veterans  Admin- 
istration Hospital,  4160  Clement  St,  San  Francisco 
94121. 

■ THE  CHILDREN’S  HEART  PROGRAM  OF  SOUTH 
TEXAS,  DRISCOLL  FOUNDATION  CHILDREN'S 
HOSPITAL,  Conference  on  Rural  Health  in  South  Tex- 
as, Corpus  Christi,  Dec  9-10,  1976.  Box  6630,  Corpus 
Christ!  78411. 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  Las 
Vegas,  Nev,  Dec  12-16,  1976.  1616  N Lake  Shore  Dr. 
Chicago  60610. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY.  Dal- 
las, Dec  2-4,  1976.  Reuben  H Adams,  MD,  Pres,  3630  Noble 
Ave.  Dallas  76204. 

■ TEXAS  ACADEMY  CHAPTER,  AMERICAN  COL- 
LEGE OF  PHYSICIANS,  Houston,  Dec  2-3,  1976.  RD 
Bone,  MD,  Sec,  Box  841,  Corsicana,  Tex  76110. 


JANUARY,  1977 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER.  Vail,  Colo,  Jan  6-8,  1977. 
2660  Yale  Blvd,  SE,  Suite  106,  Albuquerque,  NM  87106. 

AMERICAN  HEART  ASSOCIATION.  ARIZONA  AF- 
FILIATE. Scottsdale.  Ariz,  Jan  21-22,  1977.  1446  E 
Thomas  Rd.  Phoenix,  Ariz  86014. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  MEDI- 
CINE AND  SURGERY,  Hollywood,  Fla,  Jan  30-Feb  6. 
1977.  Virginia  Kendall,  Sec,  30  N Michigan  Ave,  Chicago 
60602. 

AMERICAN  SOCIETY  OF  CONTEMPORARY  OPH- 
THALMOLOGY. Hollywood.  Fla,  Jan  30-Feb  6,  1977. 
John  Bellows,  MD,  Dir,  6 N Michigan  Ave,  Suite  1110, 
Chicago  60602. 

■ TEXAS  MEDICAL  ASSOCIATION,  Winter  Confer- 
ence, Austin,  Jan  14-16,  1977.  C Lincoln  Williston, 

Exec  Dir,  1801  N Lamar  Blvd,  Austin,  Tex  78701. 

US  VIRGIN  ISLANDS  MEDICAL  SOCIETY.  St  Croix, 
VI.  Jan  13-16,  1977.  ’ames  S Glenn,  MD,  Chairman,  US 
Virgin  Islands  Medical  Society,  Box  620,  Christiansted, 
St  Croix,  US  Virgin  Islands  00820. 


FEBRUARY,  1977 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Las  Vegas,  Nev,  Feb  3-8,  1977.  Charles  V Heck- 
MD,  Exec  Dir,  430  N Michigan  Ave,  Chicago  60611. 


AMERICAN  COLLEGE  OF  CARDIOLOGY,  Philadel- 
phia, Feb  28-Mar  3,  1977.  William  D Nelligan,  9660 
Rockville  Pike,  Bethesda,  Md  20014. 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS, 
New  Orleans,  Feb  9-13,  1977.  K Nicolas,  1730  Penn- 
sylvania Ave  NW,  Suite  1160,  Washington,  DC  20006. 

AMERICAN  COLLEGE  OF  PSYCHIATRISTS.  Atlanta, 
Feb  2-6,  1977.  JC  Nemiah,  MD.  Beth  Israel  Hospital, 
330  Brookline  Ave,  Boston  02216. 

AMERICAN  COUNCIL  OF  MEDICAL  STAFFS.  Wash- 
ington. DC,  February,  1977.  JL  Garcia-Oller,  MD,  3422 
Bienville  St.  New  Orleans  70119. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
New  Orleans,  Feb  6-9,  1977.  BF  Alfano,  MD,  Exec 
Sec,  676  Main  St,  Melrose,  Mass  02176. 

AMERICAN  SOCIETY  I'OR  SURGERY  OF  THE 
HAND.  Las  Vegas,  Nev,  Feb  1-3,  1977.  JA  Boswick, 
Jr,  MD,  Sec,  University  of  Colorado  Medical  Center, 
4200  E 9th  Ave,  Denver  80220. 

ASPEN  RADIOLOGY  CONFERENCE,  Aspen.  Colo,  Feb 
28-Mar  4,  1977.  Emanuel  Salzman,  MD,  Conference 

Chairman,  Division  of  Radiology,  Beth  Israel  Hospital, 
Denver  80204. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  Pecos,  Tex, 
Feb  7,  1977.  LN  Nickey,  MD,  1616  N Oregon  St,  El 
Paso,  Tex  79902. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY, 
Kuala  Lumpur,  Singapore.  Bali.  Hong  Kong  and  Taipei. 
Feb  17-Mar  7,  1977.  Alfred  J Cantor,  MD,  96  Wildwood 
Rd,  Great  Neck,  NY  11024. 

TAOS  MEDICAL  SYMPOSIUM,  Taos,  NM,  Feb  16-19, 
1977.  Thomas  A Bodnar,  Exec  Dir,  Albuquerque  & 
Bernalillo  County  Medical  Association,  2660  Yale  Blvd 
SE  #103,  Albuquerque,  NM  87106. 

■ TEXAS  PUBLIC  HEALTH  ASSOCIATION,  Corpus 
Christi,  Feb  27-Mar  2,  1977.  Robert  E Monroe,  Exec 
Sec.  4107  Medical  Parkway  #201,  Austin  78766. 


MARCH,  1977 


AMERICAN  ACADEMY  OF  ALLERGY,  New  York, 
Mar  26-31.  1977.  DL  McNeil,  Exec  Dir,  226  E Michi- 
gan St,  Milwaukee  63202. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
NEW  MEXICO  CHAPTER,  Durango,  Colo,  Mar  18-19, 
1977.  2660  Yale  Blvd,  SE,  Suite  106,  Albuquerque, 

NM  87106. 

AMERICAN  COLLEGE  OF  SURGEONS,  Los  Angeles, 
Mar  28-31,  1977.  CR  Hanlon,  MD,  Dir,  66  E Erie  St, 
Chicago  60611. 

AMERICAN  MEDICAL  ASSOCIATION  NATIONAL 
CONFERENCE  ON  RURAL  HEALTH,  Seattle,  Mar 
30-Apr  1.  1977.  AMA  Department  of  Rural  and  Com- 
munity Health,  636  N Dearborn  St,  Chicago  60610. 

AMERICAN  MEDICAL  STUDENT  ASSOCIATION,  Chi- 
cago, Mar  30-Apr  3,  1977.  LR  Giancola,  Exec  Dir, 

1171  Tower  Rd,  Schaumburg,  111  60196. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Houston,  Mar  4-6,  1977.  Iris  Wen- 
zel, 1801  N Lamar,  Austin  78701. 
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NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  Mar  28-31,  1977.  1430  Tulane  Ave,  New 
Orleans  70112. 

■ SOCIETY  OF  NUCLEAR  MEDICINE.  SOUTHWEST 
CHAPTER,  El  Paso,  Mar  18-20,  1977.  RJ  Gorten,  MD, 
916  Strand,  Galveston,  Tex  77650. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Little  Rock,  Ark,  Mar  16-18,  1977.  Ebtec 
Sec,  4300  N Lamar  Blvd,  Austin,  Tex  78766. 

■ ST  LUKE’S  EPISCOPAL  HOSPITAL/BAYLOR 
COLLEGE  OF  MEDICINE,  13th  Annual  Orthopedic 
Symposium,  Houston,  Apr  1-2,  1977.  Alexander  E Brodsky, 
MD,  606  Medical  Towers  Bldg,  Houston  77026. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Dallas,  Mar  17- 
19,  1977.  Iris  Wenzel,  1801  N Lamar,  Austin,  Tex  78701. 

■ UT  SYSTEM  MD  ANDERSON  HOSPITAL  AND  TU- 
MOR INSTITUTE,  Symposium  on  Fundamental  Cancer 
Research,  Houston,  Mar  2-4,  1977.  Stephen  C Stuyck, 
MD,  MD  Anderson  Hospital  and  Tumor  Institute,  Hous- 
ton 77030. 


APRIL,  1977 


AMERICAN  ACADEMY  OF  NEUROLOGY,  Atlanta, 
Apr  26-30,  1977.  Stanley  A Nelson,  Exec  Dir,  4016  W 
66th,  Suite  302A,  Minneapolis  66436. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Toronto,  Apr  18-20,  1977.  WT  Maloney,  6 Bea- 
con St,  Suite  620,  Boston  02108. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Phil- 
adelphia, Apr  19-22,  1977.  James  W Dilley,  Exec  Dir, 
2807  Central,  Evanston,  111  60201. 

■ AMERICAN  COLLEGE  OF  PHYSICIANS,  Dallas, 

Apr  18-21,  1977.  EC  Rosenow,  Exec  Vice-pres,  4200 

Pine  St,  Philadelphia  19104. 

■ AMERICAN  COLLEGE  OF  RADIOLOGY,  Houston, 
Apr  17-22,  1977.  WC  Stronach,  Exec  Dir,  20  N Wacker 
Dr,  Chicago  60606. 

AMERICAN  GERIATRICS  SOCIETY,  San  Francisco, 
Apr  13-14,  1977.  10  Columbus  Circle,  New  York  10019. 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIA- 
TION, Boston,  Apr  24-28,  1977.  Howard  N Schulz,  Exec 
Dir,  160  N Wacker  Dr,  Chicago  60606. 

AMERICAN  PEDIATRIC  SOCIETY.  San  Francisco,  Apr 
26-29,  1977.  David  Goldring,  MD,  Sec,  600  S Kingshigh- 
way,  St  Louis  63110. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.  Chi- 
cago, Apr  24-28,  1977.  Richard  J Hannigan,  Exec  Of- 
ficer, 1120  N Charles  St,  Baltimore  21201. 

ARKANSAS  MEDICAL  SOCIETY,  Little  Rock,  Apr 
24-27,  1977.  CC  Long,  MD,  Exec  Vice-pres,  214  N 12th, 
Box  1208,  Fort  Smith,  Ark  72901. 

ARIZONA  MEDICAL  ASSOCIATION,  Phoenix,  Ariz, 
Apr  26-30,  1977.  BE  Robinson,  Exec  Dir,  810  W Bethany 
Home  Rd.  Phoenix,  Ariz  86013. 


ASSOCIATION  FOR  RESEARCH  IN  VISION  AND 
OPHTHALMOLOGY,  Sarasota.  Fla,  Apr  26-29,  1977. 
RD  Reinecke,  MD.  Sec-Treas,  Albany  Medical  College, 
Albany,  NY  12208. 

NEW  YORK  ROENTGEN  SOCIETY.  New  York,  Apr 
28-30,  1977.  TC  Beneventano,  MD,  Sec-Treas,  Monte- 
fiore  Hospital  and  Medical  Center,  111  E 210th  St, 
Bronx,  NY  10467. 

NORTH  AMERICAN  CLINICAL  DERMATOLOGIC  SO- 
CIETY, Monterey,  Calif,  Apr  17-24,  1977.  EF  Finnerty, 
MD.  Sec  Gen,  610  Commonwealth  Ave,  Boston  02216. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  Honolulu, 
Apr  3-9,  1977.  John  R Watson,  MD,  236  Alexander 
Young  Bldg,  Honolulu  96813. 

SOCIETY  OF  TEACHERS  OF  FAMILY  MEDICINE, 
New  Orleans,  Apr  17-20,  1977.  Ms  PL  Plhal  , Exec  Dir, 
1740  W 92nd  St,  Kansas  City,  Mo  64114. 

SOUTHEASTERN  SURGICAL  CONGRESS,  Bal  Har- 
bour, Fla,  Apr  3-7,  1977.  AH  Letton,  MD.  Sec-Dir,  316 
Boulevard  NE,  Suite  600,  Atlanta  30312. 

■ SOUTHWEST  ALLERGY  FORUM,  Lakeway  Inn, 
Austin,  Apr  30-May  4,  1977.  Theo  6 Painter,  Jr,  MD, 
Suite  107,  Medical  Park  Tower,  Austin,  Tex  78706. 

SOUTHWESTERN  SURGICAL  CONGRESS.  Acapulco, 
Mexico,  Apr  25-28,  1977.  Jack  A Barney,  MD,  Sec- 
Treas,  708  Physicians  & Surgeons  Bldg,  Oklahoma  City 
73103. 


MAY,  1977 


AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Indiana  Chapter,  Indianapolis,  May  11-14,  1977. 
David  Gettle,  MD,  10005  Hillsdale,  Carmel,  Ind  46032. 

■ TEXAS  MEDICAL  ASSOCIATION,  Annual  Session, 
Houston,  May  11-15,  1976.  C Lincoln  Williston,  Exec 
Dir,  1801  N Lamar  Blvd,  Austin,  Tex  78701. 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY.  Boston,  May,  1977.  ME 
Tardy,  MD.  2800  Lake  Shore,  Chicago  60667. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS  , Chicago.  May  9-12.  1977.  Warren 
H Pearse,  MD,  One  E Wacker  Dr.  Suite  2700,  Chicago 
60601. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 

TEXAS  CHAPTER.  San  Antonio,  May  19-22,  1977. 

Geraldine  Midgley,  Box  1287,  Uvalde,  Tex  78801. 

AMERICAN  THORACIC  SOCIETY  OF  THE  AMERI- 
CAN LUNG  ASSOCI  h'i'ION,  San  Francisco,  May  16-18, 
1977.  Robert  G Weymutller,  Exec  Dir,  1740  Broadway, 
New  York  10019. 

DIGESTIVE  DISEASE  WEEK,  Toronto,  May  21-26,  1977, 
Charles  B Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Houston,  May 
12,  1977.  CF  Miller,  MD,  Box  1338,  Waco,  Tex  76703. 

■ TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION. 
Houston,  May  12,  1977.  Frank  J Kelly,  MD.  Box  647, 
Amarillo,  Tex  79604. 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 


ogy; spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syn- 
drome; convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 
orders, possibility  of  increase  in  frequency 


and/or  severity  of  grand  mal  seizure 
require  increased  dosage  of  standar 
convulsant  medication;  abrupt  withe 
may  be  associated  with  temporary  ir 
crease  in  frequency  and/or  severity 
seizures.  Advise  against  simultaneoi 
gestion  of  alcohol  and  other  CNS  dei 
sants.  Withdrawal  symptoms  (simile 
those  with  barbiturates  and  alcohol) 
occurred  following  abrupt  discontim 
(convulsions,  tremor,  abdominal  ani 
cle  cramps,  vomiting  and  sweating) 
addiction-prone  individuals  under  c; 
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According  to  her  major 
ptoms,  she  is  a psychoneu- 
c patient  with  severe 
iety.  But  according  to  the 
pription  she  gives  of  her 
ings,  part  of  the  problem 
’ sound  like  depression. 

5 is  because  her  problem, 
ough  primarily  one  of  ex- 
ive  anxiety,  is  often  accom- 
ied  by  depressive  symptom- 
ogy.  Valium  (diazepam) 
provide  relief  for  both— as 
excessive  anxiety  is  re- 
;d,  the  depressive  symp- 
s associated  with  it  are  also 
n relieved. 

There  are  other  advan- 
;s  in  using  Valium  for  the 
lagement  of  psychoneu- 
2 anxiety  with  secondary 
ressive symptoms:  the 
:hotherapeutic  effect  of 
ium  is  pronounced  and 
d.  This  means  that  im- 
vement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
aie  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


I'eillance  because  of  their  predisposi- 
: to  habituation  and  dependence. 

ijsage  in  Pregnancy:  Use  of  minor 
ranquilizers  during  first  trimester 
ihould  almost  always  be  avoided 
)ecause  of  increased  risk  of  con- 
’enital  malformations  as  suggested 
n several  studies.  Consider  pos- 
sibility of  pregnancy  when  institut- 
ng  therapy;  advise  patients  to 
fiscuss  therapy  if  they  intend  to  or 
lo  become  pregnant, 
cautions:  If  combined  with  other  psy- 
tropics  or  anticonvulsants,  consider 
jfully  pharmacology  of  agents  em- 


ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 


skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 
spasticity,  insomnia,  rage,  sleep  distur- 
bances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Information  for  authors 

Texas  Medicine  is  a scientific,  clinical  journal 
published  primarily  for  members  of  the  Texas 
Medical  Association.  In  addition,  it  informs  mem- 
bers— through  editorials,  news  pages,  and  regu- 
lar departments — about  medical  events,  legisla- 
tive and  governmental  news,  coming  meetings, 
continuing  education  courses,  and  programs  and 
policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the 
Managing  Editor,  1801  North  Lamar  Blvd.,  Austin 
78701.  It  must  be  offered  solely  to  this  journal. 
Each  article  is  reviewed  by  a consultant  specialist 
and  an  editorial  board,  and  is  accepted  or  reject- 
ed on  the  basis  of  its  individual  merit  and  the 
availability  of  other  material.  Reviews  usually  take 
six  to  eight  weeks. 

Scientific  Articles 

Manuscripts  should  be  typed  double-spaced  with 
ample  margins  on  firm  paper.  Two  copies  should 
be  submitted  and  the  author  should  keep  a copy. 

Titles  should  include  the  words  most  suitable 
for  indexing  the  article  in  “Index  Medicus,” 
should  stress  the  main  point,  and  should  be  brief. 
Subtitles  should  not  be  connected  grammatically 
with  the  main  title. 

Authors’  names  and  degrees  should  follow  the 
title,  and  their  mailing  addresses  should  be  listed 
at  the  end  of  the  article. 

An  introductory  summary  of  50-75  words  is  re- 
quired. 

Text  should  be  narrative  with  complete  senten- 
ces, few  abbreviations,  and  logical  subheadings. 
For  spelling  and  usage  the  editors  follow  "Dor- 
land’s  Illustrated  Medical  Dictionary,’’  25th  edi- 
tion, and  “Webster’s  Third  New  International  Die- 
tionary.  Unabridged.” 

References 

Reference  lists  should  contain  in  this  order  (1) 
author’s  last  name,  initials,  (2)  title  of  article  or 
book,  (3)  name  of  journal,  (4)  volume  and  inclu- 
sive page  numbers,  written  33:156-160,  (5)  year. 
For  books,  the  title  should  be  followed  by  place  of 
publication,  name  of  publisher,  and  year. 
Illustrative  Material 

Illustrations  should  be  black  and  white  drawings 
or  positive  photographs,  with  neat,  uniform,  fairly 
large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  au- 
thor’s name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences, 
numbered,  and  typed  on  a separate  sheet. 

A few  color  illustrations  are  authorized. 

Tables  should  be  typed  on  separate  sheets. 
Column  headings  should  show  points  of  similar- 
ity; side  headings,  points  of  difference. 

Previously  Published  Material 
Written  permission  should  be  obtained  from  the 
publishers  and  the  authors  for  use  of  any  pre- 
viously published  material  (extensive  textual  mat- 
ter, illustrations,  tables)  used.  Short  verbatim 
quotations  in  the  text  may  be  used  without  per- 
mission, but  should  be  quoted  exactly  with  the 
source  credited.  Copies  of  permission  letters 
should  be  submitted  with  the  manuscript. 
Editorials 

Editorials  should  be  prepared  in  the  same  general 


manner,  and  should  be  written  in  clear,  concise 
language.  Length  should  be  about  two  or  three 
pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the 
Managing  Editor  and  consultants. 

News 

News  items  should  be  sent  to  the  Editorial  Of- 
fices, 1801  North  Lamar  Blvd.,  Austin  78701. 
Continuing  Education,  Meetings 
Continuing  education  courses  and  medical  meet- 
ings are  listed  in  each  issue.  Information  about 
courses  should  include  title,  sponsor,  location, 
dates,  duration,  fee,  how  many  may  enroll,  for 
whom  the  course  is  designed,  teaching  methods, 
type  and  number  of  hours  credit,  and  name  and 
mailing  address  of  a person  to  contact. 

Information  about  meetings  should  include  the 
name  of  the  organization,  place  and  inclusive 
dates,  and  name  and  mailing  address  of  a person 
to  contact.  Program  topics  and  names  of  speak- 
ers may  be  included  as  space  permits. 

Material  should  be  submitted  in  writing  six 
weeks  before  publication;  for  example,  informa- 
tion for  the  June  issue  (published  June  1)  is  need- 
ed by  April  15. 

Obituaries 

Obituaries  of  deceased  TMA  members  are  pub- 
lished if  adequate  information  is  received  within 
four  months  of  date  of  death.  When  notifying  the 
editors  of  a member’s  death,  please  give  the 
name  and  address  of  next  of  kin. 

Policy  on  Columns 

Few  contributors  recognize  beforehand  the 
demands  of  producing  a monthly  column  that  will 
consistently  be  of  interest  and  value  to  the  reader. 
Although  a few  regular  columns  appear,  it  has  not 
been  the  policy  to  grant  monthly  pages  to  spe- 
cific committees,  councils,  or  groups. 

The  Scientific  Publication  Committee  and  the 
editors  do,  however,  encourage  committees, 
councils,  and  individuals  to  submit  original  mate- 
rial which  they  consider  valuable  to  readers. 
Should  regular  publication  in  column  form  be 
deemed  appropriate,  the  Committee  and  the  edi- 
tors will  consider  development  of  a column. 
Editing 

All  material  is  subject  to  editing,  but  authors  re- 
ceive typescripts  to  check  before  publication.  Af- 
ter the  article  is  sent  to  the  printer,  only  minimal 
revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at 
an  established  schedule  of  costs.  Authors  auto- 
matically receive  order  blanks  when  their  articles 
are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medi- 
cal Association.  Written  permission  from  the  Man- 
aging Editor  must  be  obtained  before  reproduc- 
ing, in  part  or  in  whole,  any  material  published  in 
Texas  Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to 
be  deemed  an  endorsement  of  the  views  express- 
ed therein,  nor  shall  publication  of  any  advertise- 
ment be  considered  an  endorsement  of  or  ap- 
proval of  the  product  or  service  involved. 
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YOU  HAD  YOUR 


HT^  Ti/'  Hearing  losses 

/ are  among  the  most 


consistently  neglected 
y health  problems.  Many 

rri-riaT't'n  T HT’r'TV  CTT^^  people  with  them  won  t even 

X JIj  O 1 XJ  J-i  1 Hi  l-i  X O 1 yX  admit  it  to  themselves,  let  alone 

/ others.  A little  encouragement  may 
y start  them  thinking  about  themselves 

COMFORTABLE  HEARING/-^  TteffwhfSlfering  you  the  poster 

shown  here.  You  can  hang  it  on  the  wall  or  stand 
/ it  on  a small  table.  It  comes  with  booklets  called  "As 
INVESTMENT  OF  A FEW  MI  precious  as  sight' ' that  give  your  patients  some  basic 

^ facts  about  auditory  testing  and  hearing  losses  and  how 
/ easy  they  are  to  correct  in  many  cases. 

^ Write  to  us  for  your  free  poster  and  booklets.  They  just 

^ might  help  you  to  help  some  patients  who  aren't  hearing  as  well 
^ as  they  used  to.  Even  those  who  ordinarily  wouldn't  hear  of  it. 


^ Professional  Relations  Division,  Beltone  Electronics  Corporation 

4201  West  Victoria  Street,  Chicago,  Illinois  60646,  an  American  company 


COMPULSION/ an  irresistible  impulse  to  perform  an  irrational  act. 


Excessive  drinking  . . . leading  to  alcohol  addiction  . . . can't  be  controlled 
successfully  unless  the  compulsion  is  destroyed. 

Schick  Hospital  is  a confirmed  leader  in  modifying  compulsive  behavior 
and  replacing  it  with  rational  thinking  and  behavior. 

Aversive  conditioning  has  been  found  to  be  the  fastest,  most  effective 
means  of  breaking  up  compulsive  drinking.  Combined  with  rational  behavior 
therapy,  over  half  of  the  individuals  who  take  a two-week  re-education 
program  never  take  nor  feel  the  need  to  take  another  drink. 

A 100%  medically  oriented  program  in  a first  class  hospital  fully  accredited 
by  the  lomt  Commission  on  Accreditation  of  Hospitals,  and  a Blue  Cross- 
Blue  Shield  Member  Hospital.  Health  and  hospitalization  insurance 
approved,  including  CHAMPUS. 


SCHICK  HOSPITAL 

4101  Frawley  Drive  • Fort  Worth,  (D/FW  Mid-Cities)  76118 

Call  for  24  hour  information:  Fort  Worth  (817)  284-9217  • Dallas  (214)  589-0444 

COMING  SOON.  Hospital  programs  for  compulsive  eaters  and  overweight  individuals. 

Hospital  programs  for  compulsive  smokers  with  pulmonary  and  cardiovascular  disorders. 

’Webster's  New  Collegiate  Dictionary 
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help  make 

COLACE'the 

most  widely  used 
stool  softener. 


® COLACE  works  by  stool-softening  action  alone,  free  from  laxative 

stimulation.  Simply  by  letting  natural  intestinal  water  permeate  stools, 
COLACE  helps  to  eliminate  the  hard,  dry  stools  common  to  constipation. 

dioctyl  sodium  sulfosuccinate  COLACE  works  to  prevent  pain  and  straining  at  stool  with  minimum 

chance  of  griping  or  cramps,  particularly  in  patients  with  delicate 
anorectal  disorders.  COLACE  is  safe  and  non-habit  forming  in  short-  or 


long-term  therapy.  COLACE— the  simple  water  way  to  ease  constipation 
from  infancy  to  old  age.  Capsules,  syrup  or  liquid. 


The  one 

the  patient  takes 


never  tested. 


Surprising,  perhaps,  hut  it  makes  sense  when  you  think  about  it. 

Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  he  tested  because  it  would  have  to  he  broken  down  for 
analysis  — after  which  it  could  never  he  used  hy  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  ot  a Lilly  drug, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  ordered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
dmgs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 
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The  wet  child 


Edmond  T.  Gonzales,  Jr,  MD 

Urinary  incontinence  in  children  is  a com- 
mon disorder  affecting  nearly  one  child  in 
ten  at  5 years  of  age.^  Any  physician  who 
treats  children  will  spend  a significant  pro- 
portion of  professional  time  evaluating 
urinary  wetting  disorders. 

Fortunately,  most  wetting  problems  are 
self-limited  and  benign,  and  after  a careful 
history,  physical  examination,  and  urinaly- 
sis with  urine  culture,  the  child  and  parents 
can  be  assured  that  nothing  serious  is 
wrong.  Occasionally,  though,  wetting  may 
be  the  only  symptom  of  a significant  urolog- 
ical disorder  which  threatens  both  the  in- 
tegrity of  the  child’s  urinary  tract  as  well  as 
renal  function.  When  such  a problem  is  sus- 
pected, more  extensive  urological  studies 
are  indicated  to  properly  diagnose  and 
manage  the  abnormality.  While  recent  phy- 
siologic and  histologic  studies  have  improv- 
ed our  understanding  of  bladder  function, 
abnormal  bladder  function  remains  difficult 
to  treat;  but  an  accurate  diagnosis  and  ap- 
propriate therapy  can  do  much  to  alleviate 
the  social  and  medical  problems  associated 
with  vesical  dysfunction. 

The  purpose  of  this  article  is  to  review 
current  explanations  of  disorders  of  urinary 
control  in  children  and  to  provide  a basis 
for  evaluation,  diagnosis,  and  therapy.  I 
find  it  useful  to  divide  incontinent  children 
into  two  groups:  (1)  those  who  wet  only  at 
night,  and  (2)  those  who  have  a disorder  of 
urinary  control  both  day  and  night.  This  dis- 
tinction is  important  since  the  severity  of 
the  disorder  and  the  extent  of  the  initial 
evaluation  is  often  determined  by  the  his- 
tory alone.  In  this  article  enuresis  will  refer 
to  disorders  of  nighttime  wetting  only  since 
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the  term  is  generally  used  in  that  context  in 
clinical  practice. 

Nocturnal  Enuresis 

The  etiology  of  nocturnal  enuresis  has  been 
the  source  of  much  speculation  through  the 
centuries,  and  it  is  clear  today  that  no  one 
factor  can  explain  all  cases.  Current 
theories  include  a maturational  delay  in 
bladder  function  associated  with  a small 
capacity  and  urgency, ^ sleep  disturbance,^ 
uninhibited  bladder  contractions,^  cerebral 
dysrhythmias,^  and  allergy.® 

Most  cases  of  enuresis  probably  repre- 
sent a maturational  delay  in  cerebral  con- 
trol of  bladder  function.  Although  the  child 
is  usually  brought  for  evaluation  of  night- 
time wetting  only,  careful  questioning  often 
reveals  slightly  increased  daytime  frequen- 
cy with  some  urgency.  These  minor  altera- 
tions of  daytime  voiding  habits  are  general- 
ly ignored  by  the  parents  since  they  do  not 
cause  wetting  except  in  stressful  situations 
when  a toilet  is  not  convenient.  Controlled 
studies  have  also  shown  that  many  enure- 
tics  have  a smaller  bladder  capacity  both 
day  and  night  than  non-enuretics,  and  that 
this  appears  to  be  a functional  disorder 
ratherthan  an  anatomic  one  since  bladder 
capacity  becomes  normal  when  the  patient 
is  under  anesthesia.-  Such  patients  have 
generally  been  enuretic  all  of  their  lives  and 
may  also  have  had  difficulty  in  attaining 
daytime  control. 

Other  causes  for  nocturnal  enuresis  are 
more  difficult  to  substantiate,  and  in  some 
ways  sleep  disturbances,  uninhibited  blad- 
der contractions,  or  cerebral  dysrhythmias 
may  represent  other  manifestations  of  de- 
layed neurological  development.  In  a few 
individuals  removal  of  an  allergenic  food- 
stuff from  the  diet  has  produced  remark- 
able improvement  in  day  and  nighttime  con- 
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trol.  Allergy,  however,  is  a cause  for  only  a 
very  small  numberof  enuretics. 

A familial  factor  may  be  involved. 

Breger"  found  that  in  40%  of  enuretic 
children,  at  least  one  parent  had  the  same 
disorder,  and  in  35%,  another  sibling 
was  also  affected.  In  another  survey, 
it  was  found  that  when  both  parents  were 
enuretic,  77  % of  the  children  were  enure- 
tic; when  one  parent  was  enuretic,  44%  of 
the  children  were  enuretic;  but  when  nei- 
ther parent  was  enuretic,  only  15%  of  the 
children  were  enuretic.®  Enuresis  is  gen- 
erally accepted  to  be  slightly  more  common 
in  lower  socioeconomic  groups. 

Behavioral  disorders  have  long  been 
thought  to  be  a cause  of  enuresis.  At  times, 
the  onset  of  the  enuresis  can  be  dated  to  a 
specific  traumatic  event  such  as  the  birth 
of  a sibling  or  the  loss  of  a parent.  Yet, 
psychotherapy  has  not  proven  beneficial  in 
most  instances,  and  recent  studies  have 
shown  that  most  children  with  enuresis 
have  no  more  psychiatric  abnormalities 
than  a non-enuretic  group  their  own  age.® 

In  addition,  cessation  of  enuresis  does  not 
result  in  symptom  substitution. The  anx- 
iety which  is  often  identified  in  the  older 
enuretic  child  seems  to  be  more  a result  of 
the  disorder  than  its  cause. 

Enuresis  is  exceedingly  common  al- 
though the  reported  incidence  varies  with 
the  author’s  definition  of  wetting.  Millerand 
associates  reported  that  8.9%  of  children 
at  age  5 years  were  wet.^  Blomf  ield  and 
Douglas, in  a similar  study,  found  that 
11.9%  of  boys  and  8.4%  of  girls  were  wet 
at  night  at  age  6.  In  all  series,  there  is  a 
gradual  decrease  in  the  incidence  of  enure- 
sis with  increasing  age,  and  by  puberty 
less  than  1 % of  the  population  is  affected. 

When  the  history  defines  only  a nighttime 
problem  and  the  physical  examination  and 


urinalysis  and  culture  are  normal,  enuresis 
is  considered  “primary,”  and  furtherdiag- 
nostic  evaluation  is  unlikely  to  yield  signifi- 
cant information  regarding  diagnosis  or 
treatment. 12  Although  minor  bladder  outlet 
obstructions  have  been  enthusiastically 
diagnosed  in  the  past,  the  consensus 
among  most  authors  is  that  organic  urinary 
tract  lesions  do  not  commonly  underlie  noc- 
turnal enuresis  and  that  with  organic 
lesions,  other  symptoms  or  signs  are  usual- 
ly present  in  addition  to  the  enuresis.  In- 
deed, even  among  “primary”  adolescent 
enuretics,  complete  urological  evaluation 
is  generally  unrewarding. i® 

T reatment  is  tailored  to  the  age  of  the 
child  and  to  previous  attempts  to  control 
the  wetting.  Evaluation  of  the  merits  of  re- 
ported treatment  programs  is  difficult  be- 
cause of  the  tendency  to  spontaneous  cure. 
Most  authorities  agree  that  nighttime  wet- 
tingalone  causes  minimal  social  and  psy- 
chological problems  until  the  child  is  6 
years  old,  and  before  that  age  specific  at- 
tempts at  control  are  not  indicated.  Some 
attempt  to  restrict  fluids  near  bedtime  is 
encouraged,  but  in  the  preschooler,  this 
may  be  difficult  to  achieve  and  should  not 
be  a cause  of  hostility  between  parent  and 
child.  In  addition,  forcingfluids  duringthe 
day  gradually  increases  bladder  capacity 
and,  in  some  instances,  has  been  more  ben- 
eficial than  fluid  restriction. n Parental  pa- 
tience, tolerance,  and  understanding  are 
essential  elements  in  managing  the  child  at 
this  age. 

When  bedwetting  persists  beyond  the 
age  of  6 years,  more  active  treatment  is  in- 
stituted. Initial  management  is  generally 
pharmacologic.  Since  most  cases  of  noc- 
turnal enuresis  appearto  be  related  to  a 
developmental  and  maturational  delay  in 
bladder  control  associated  with  increased 
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detrusor  spasticity,  anticholinergic  therapy 
would  seem  to  be  of  benefit.  Although  some 
improvement  is  seen  occasionally,  overall 
results  have  not  been  encouraging.^® 

Recently,  much  enthusiasm  has  attended 
the  use  of  imipramine  (Tofranil)  in  enure- 
sis, and  this  drug  has  been  shown  to  be  su- 
periorto  a placebo  in  properly  controlled 
studies,  with  60-70%  of  children  achiev- 
ing complete  or  much  improved  urinary 
control  while  takingthe  drug. The  site  of 
action  of  imipramine  is  unknown,  but  it  af- 
fects both  the  central  nervous  system  and 
the  bladder  muscle.  Dosage  is  instituted  at 
.9  to  1.5  mg/kg/day,  which  calculates,  for 
the  average  child,  to  25  mg  orally  for  chil- 
dren between  ages  5 and  8 years  and  50  mg 
for  older  children.  Forthe  child  over  12 
years  of  age,  75  mg  may  be  required.  The 
drugis  usually  given  in  a singledose  at 
bedtime.  When  control  is  achieved,  the  ap- 
propriate dosage  is  maintained  for  several 
months  and  then  tapered  gradually.  How- 
ever, rate  of  relapse  is  high  when  the  medi- 
cation is  discontinued,  and  a prolonged 
course  of  therapy  is  generally  required.  It 
would  seem  that  the  effect  of  imipramine  is 
to  temporize  thechild’s  problem  until  the 
normal  spontaneous  improvement  in  night- 
time bladder  control  occurs  with  increasing 
age. 

Tofranil  is  a toxic  drug.  When  prescribed 
for  a family  with  young  children,  specific 
precautions  should  be  given  to  an  adult  in 
the  family,  and  the  medication  always  must 
be  provided  in  a child-proof  container. 

Other  tricyclic  antidepressants,  such  as 
amitriptyline  (Elavil)  and  nortriptyline 
(Aventyl),  chemically  related  to  imipra- 
mine, have  also  been  helpful  in  managing 
enuresis.  Side  effects  are  uncommon  but 
include  dry  mouth,  nervousness,  sleep  dis- 
orders, mild  gastrointestinal  disturbances. 


and  adverse  personality  changes.  Since 
these  drugs  also  improve  bladder  function 
in  the  presence  of  organic  disease,  they 
should  not  be  dispensed  without  at  least 
seeingthe  child  in  the  office  to  assess  the 
problem. 

Conditioning  systems  are  another  thera- 
peutic regimen  currently  popular  in  some 
clinics.  These  devices,  which  are  electric 
grids  that  close  when  a conducting  medium 
such  as  urine  passes  overthem,  activate 
various  alarms  such  as  bells,  lights,  or 
gentle  electric  shocks.  In  some  series  ces- 
sation of  enuresis  has  occurred  with  these 
devices  in  as  many  as  80%  of  patients.^® 
Despite  the  apparent  anxiety  that  such 
systems  may  cause,  their  use  has  not  been 
associated  with  increased  psychopatho- 
logy. However,  it  is  generally  recommended 
that  parental  support  be  maximal  the  first 
few  nights  to  prevent  the  child  from  be- 
coming frightened  when  the  system  is  ac- 
tivated. The  devices  are  readily  available  in 
many  retail  outlets  in  this  country.  Any 
physician  planningto  utilize  these  devices 
should  familiarize  himself  with  their  poten- 
tial electrical  hazards. 

Other  forms  of  therapy,  such  as  behavior 
modification  and  specific  psychotherapy, 
have  been  enthusiastically  supported  by 
some  authors  in  the  past  but,  as  noted  pre- 
viously, have  not  been  associated  with  sig- 
nificant rates  of  cure.  Today,  these  are 
generally  reserved  forthe  most  resistant 
cases  or  for  children  who  have  obvious 
psychopathology  manifest  by  other  behav- 
ioral abnormalities. 

A recent  publication^®  has  encouraged 
and  supported  the  technique  of  respon- 
sibility-reinforcement. In  thistechnique, 
the  child  is  encouraged  to  take  an  active 
role  in  gauging  his  progress  by  keeping  an 
accurate  record  of  each  dry  night,  and  the 
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child  may  be  given  a simple  reward,  such  as 
a star  on  a calendar,  for  each  dry  night. 

With  this  technique  and  with  strong  paren- 
tal and  physician  support,  the  overall  suc- 
cess rate  approximated  that  of  the  other 
programs  outlined,  and  relapse  was  signifi- 
cantly less  with  a program  of  responsibility- 
reinforcement. 

Wetting  Associated  with  Underlying 
Genitourinary  Abnormalities 

Children  with  wetting  problems  both  day 
and  night  are  likely  to  have  underlying 
urologic  abnormalities  and  require  more 
extensive  urologic  evaluation.  Numerous 
disorders  may  be  responsible  for  bladder 
dysfunction,  but  they  can  be  conveniently 
classified  into  four  groups:  (1)  infectious, 
(2)  obstructive,  (3)  neurologic,  and  (4)  mis- 
cellaneous. These  disorders  are  not  mutual- 

1.  Voiding  cinecystourethrogram  in  a 5-year-old 
boy  with  frequency  and  intermittent  wetting.  Mild 
dilation  of  the  prostatic  urethra  and  faint  linear 
shadows  consistent  with  posterior  urethral 
valves  are  evident.  Intravenous  urogram  was 
normal. 


ly  exclusive  of  one  another,  and  children 
with  obstruction  or  neurologic  disease  may 
first  present  for  evaluation  when  urinary 
tract  infection  develops;  but  each  disorder 
may  cause  wetting  problems  by  itself  and 
must  be  managed  independently  once  the 
infection  is  under  control. 

Urinary  Infection 

Urinary  tract  infections  in  children  are 
common  and  after  the  neonatal  period  oc- 
cur almost  exclusively  in  girls. In  about 
two-thirds  of  cases,  intravenous  urograms 
and  cystourethrograms  are  normal,  and  the 
infections  are  associated  only  with  signs 
and  symptoms  of  cystitis — frequency,  ur- 
gency, dysuria,  and  incontinence.  Signifi- 
cant fever  is  unusual  unless  a structural 
abnormality  is  present.  In  very  young  chil- 
dren the  only  symptom  of  infection  may  be 
the  onset  of  wetting  without  detectable 
change  in  othervoiding  habits.  Surgical 
therapy  may  be  necessary  if  the  urinary 
tract  is  abnormal.  When  no  organic  abnor- 
malities exist,  most  children  with  frequent, 
recurrent  urinary  tract  infections  can  be 
controlled  with  long-term,  suppressive 
chemotherapy.  Routine  urethral  dilation 
has  not  been  effective  in  managing  these 
problems. 21 

Some  girls  persist  with  frequency  and 
incontinence  which  began  initially  with 
urinary  tract  infections,  suggesting  that  the 
bladder  may  remain  in  an  irritable  state  for 
many  months  after  the  urine  is  rendered 
sterile. 22  Anticholinergic  drugs,  such  as 
propantheline  bromide  (Pro-Banthine)  or 
tincture  of  belladonna,  may  assist  in  con- 
trolling these  troublesome  symptoms.  The 
tincture  preparation  is  particularly  useful 
in  children  because  the  dosage  can  be  in- 
creased slowly  until  either  the  desired  ef- 
fect is  achieved  or  side  effects  occur. 

Obstruction 

Obstructive  lesions  in  the  lower  urinary 
tract,  the  urethra  or  bladder  neck  may  pre- 
sent only  with  wetting  disorders.  Intravesi- 
cal obstruction  results  in  detrusor  hyper- 
trophy, which  causes  bladder  irritability 
with  a small  capacity,  urgency,  urinaryfre- 
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quency,  dribbling,  and  incontinence.  In 
male  infants,  such  obstructions  are  often 
severe  with  urinary  infection  and  renal 
failure  demanding  the  most  urgent  atten- 
tion. Occasionally,  posterior  urethral 
valves,  congenital  urethral  strictures,  or 
anterior  urethral  diverticula  may  cause  only 
mild  obstruction  and  present  primarily  with 
symptoms  of  voiding  dysfunction^^  (Fig  1). 
Urethral  meatal  stenosis  in  circumcised 
boys  can,  rarely,  be  a cause  of  this  disorder 
also.  In  each  instance,  appropriate  relief  of 
the  obstruction  will  allow  the  detrusor  to 
return  to  normal  and  improve  bladder 
function. 

Obstructive  lesions  in  girls  are  less  well- 
defined  and  less  well-established  clinically. 
Distal  urethral  stenosis  has  been  implicated 
as  a cause  of  voiding  dysfunction  as  well  as 
of  recurrent  urinary  infections.-^  However, 
urethral  dilations  are  beneficial  in  only  a 
small  percentage  of  children  who  have  fre- 
quency and  incontinence  without 
infection.25 

Neurological  Abnormalities 

Neurological  abnormalities  of  the  bladder 
always  result  in  voiding  dysfunction,  from 
urinary  retention  to  total  urinary  incon- 
tinence. Some  defects,  such  as  meningomy- 
elocele, are  associated  with  neurological 
derangement  of  the  lower  extremities  and 
perineal  musculature  and  are  easy  to  diag- 
nose. Other  disorders,  such  as  congenital 
absence  of  the  sacrum  or  tethering  of  the 
conus  medullaris,  can  be  difficult  to  diag- 
nose clinically  since  lower  extremity  func- 
tion often  is  near  normal  (Fig  2).  Children 
with  neurogenic  vesical  dysfunction  also 
have  problems  with  stool  control  since  in- 
nervation of  the  anus  and  lower  rectum  is 
derived  from  the  same  nerve  roots  as  that 
of  the  bladder.  On  occasion,  bladder  dys- 
function consistent  with  a neurogenic  ori- 
gin is  identified  without  other  underlying 
neurological  defects,  and  is  termed  the 
non-neurogenic,  neurogenic  bladder,  or 
subclinical  neurogenic  bladder.^^.sr  Usual- 
ly, though,  subtle  bowel  dysfunction  is  also 
present. 

Any  of  these  conditions,  if  unrecognized 
and  untreated,  can  progress  to  renal  failure 


from  infection  with  vesicoureteral  reflux  or 
ureteral  obstruction.  The  diagnosis  and  de- 
gree of  bladder  involvement  is  confirmed 
with  urodynamic  studies,  such  as  the 
urinary  flow  rate,  cystometrogram,  urethral 
pressure  profile,  and  perineal  electromy- 
ography. Careful  monitoring  for  urinary  in- 
fection and  periodic  radiologic  evaluation 
of  the  upper  urinary  tract  are  essential  to 
assess  adequacy  of  treatment. 

T reatment  is  designed  to  preserve  renal 
function  and  provide  the  child  with  socially 
acceptable  urinary  continence.  In  infancy, 
the  Crede  maneuver  is  simple  and  generally 

2.  Roentgenogram  of  the  abdomen  of  a 4-year- 
old  girl  with  total,  dribbling  urinary  incontinence 
reveals  complete  absence  of  the  sacrum.  She  had 
continued  fecal  soiling  also.  Intravenous  uro- 
gram was  normal. 
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effective  in  maintaining  low  residuals  and 
a sterile  urine.  Incontinence  is  controlled 
with  a diaper,  as  for  all  children  this  age. 
Urethral  dilation  can  assist  bladder  empty- 
ing by  the  Crede  maneuver  in  girls  with  ex- 
ternal sphincter  spasm, although  a sim- 
ple vesicostomy  is  beneficial  in  selected 
infants  as  a temporary  form  of  urinary 
diversion. 23  The  introduction  of  newer  tech- 
niques for  older  children,  such  as  intermit- 
tent urethral  catheterization^o  and  pharma- 
cologic management  of  bladder  and  vesical 
neck  function  with  autonomic  drugs,^!  has 
decreased  the  need  for  supravesical  diver- 
sion as  commonly  performed  in  the  past. 

3.  Intravenous  urogram  of  a 4-year-old  girl  with 
continued  wetting.  On  the  left  side,  there  is  dupli- 
cation of  the  upper  urinary  tract  with  slightly 
delayed  visualization  of  the  upper  segment.  In- 
spection of  the  perineum  revealed  continual  drip- 
ping of  urine  from  the  urethral  meatus.  (Films 
courtesy  of  M.  A.  Anhalt,  MD.) 


Mechanical  devices,  such  as  the  artificial 
urethral  sphincter  devised  by  Scott,  Brad- 
ley, and  Timm,  are  also  gaining  popularity 
in  some  centers  when  lesser  forms  of  man- 
agement have  been  unsuccessful.^^when 
renal  function  deteriorates,  however,  some 
form  of  permanent  diversion  is  generally 
required.  While  still  beset  with  certain  prob- 
lems, a properly  done  ureterointestinal  con- 
duit stabilizes  or  improves  renal  function 
and  provides  socially  acceptable  urinary 
continence. 

Some  cases  of  frequency  and  inconti- 
nence are  associated  with  a small  bladder 
capacity  and  frequent  uninhibited  contrac- 
tions as  seen  on  the  cystometrogram.  In 
younger  children,  this  often  represents  de- 
lay in  maturation  of  normal  bladder  func- 
tion, but  in  a few  it  persists  into  adulthood. 
The  symptoms  are  generally  managed  with 
anticholinergics  and  will  improve  in  most 
with  time  and  training. 

Miscellaneous 

Occcasionally,  a ureter  may  be  ectopic,  that 
is,  enterthe  bladder  at  a location  otherthan 
the  normal  position  on  the  trigone.  In  girls 
the  ureter  may  enterthe  urethra  orthe 
genital  tract.  In  either  case,  there  is  con- 
tinued dribbling  of  urine  despite  normal 
voiding  at  normal  intervals  (Fig  3).  In  the 
male,  the  ureter  generally  enters  the 
urethra  in  the  prostatic  portion  and  thus  is 
above  the  external  urinary  sphincter.  In 
most  cases  total  urinary  incontinence  is 
not  present,  but  the  continued  seepage  of 
urine  into  the  prostatic  urethra  stimulates 
detrusor  irritability  so  that  intermittent 
dribbling  may  be  present.  Most  cases  of 
ectopia  occur  in  duplicated  ureters  and 
generally  can  be  suspected  on  viewingthe 
intravenous  urogram.  Cystoscopy  with 
catheterization  of  the  ectopic  orifice,  if 
found,  is  diagnostic.  Congenital  vesical 
neck  anomalies,  such  as  epispadias,  are 
also  associated  with  urinary  wetting.  They 
are  generally  easy  to  diagnose  and  are  pri- 
mary surgical  problems. 

Summary 

Urinary  incontinence  in  children  is  a com- 
mon disorder.  Systematic  evaluation  con- 
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sisting  of  history,  physical  examination, 
and  urinalysis  will  define  the  majority  of 
these  disorders  that  are  benign  in  nature 
and  can  be  followed  clinically  without 
threat  to  renal  function.  When  wetting  oc- 
curs only  at  night,  extensive  urological 
evaluation  is  not  necessary.  Occasionally 
incontinence  is  the  only  symptom  of  a more 
serious  urological  problem  and  requires 
elaborate  investigation  for  appropriate 
diagnosis  and  ultimate  therapy.  Recent  de- 
velopments and  better  appreciation  of 
bladder  function  have  improved  manage- 
ment of  these  children  so  that  more  are 
able  to  maintain  an  intact  urinary  tract 
with  normal  renal  function  than  in  the  past. 
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Trends  in  therapy; 
prednisone  for  myasthenia  gravis 

Bernard  M.  Patten,  MD 


Myasthenia  gravis,  a disease  of  unknown 
etiology  characterized  by  weakness  and 
easy  fatigability  of  skeletal  muscle,  parti- 
cularly involves  the  muscles  supplied  by 
the  cranial  nerves.  It  produces  ptosis; 
ophthalmoparesis;  difficulty  in  chewing, 
swallowing,  and  talking;  and,  at  times,  re- 
spiratory insufficiency.  Limb  muscle 
strength  may  also  be  affected  with  proximal 
muscles  more  often  and  more  severely  in- 
volved. Atrophy  can  occur  but  the  tendon 
reflexes  remain  brisk.  Myasthenia  gravis 
may  affect  either  sex  at  any  age,  and  varies 
in  severity  from  mild  cases  that  do  not  pro- 
gress to  severe  cases  that  become  fatal. 

Until  recently,  the  anticholinesterases, 
including  pyridostigmine,  neostigmine,  am- 
benonium,  and,  on  rare  occasions,  organ- 
ophosphorus  compounds  were  the  major 
agents  available  for  treatment  of  myas- 
thenia gravis.  These  drugs  increased  the 
relative  concentration  of  acetylcholine  in 
the  neuromuscular  junction,  partially  cor- 
recting the  defect  in  neuromuscular  trans- 
mission that  is  characteristic  of  myas- 
thenia. Concurrent  with  the  improvement  in 
neuromuscular  transmission,  patients 
usually  experienced  increased  strength  and 
decreased  fatigability. 

Unfortunately,  the  anticholinesterases 
only  rarely  returned  the  patient  to  normal 
functioning.  Despite  the  most  skillful  ad- 
justment of  anticholinesterase  dosage, 
some  myasthenic  patients,  although  they 
became  better,  continued  to  suffer  varying 
degrees  of  muscle  weakness,  fatigue,  and 
difficulty  swallowing,  chewing  and  talking. 
Carefully  taken  histories  often  showed  that 
profound  changes  had  occurred  in  the  pa- 
tient’s premorbid  activities  and  satisfac- 
tions so  that,  for  instance,  avid  readers 
gave  up  reading  because  of  diploplia,  and 
gourmets  gave  up  eating  in  restaurants  be- 
cause of  trouble  chewing  or  swallowing. 


Few  physicians  would  put  up  with  the  life 
style  that  myasthenia  gravis  patients  were 
formerly  expected  to  endure. 

Prednisone,  introduced  for  myasthenia 
gravis  five  years  ago,i  has  made  a dramatic 
difference  in  the  lives  of  many  patients, 
even  in  those  whose  cases  were  refractory 
to  traditional  anticholinesterase  therapy.^ 
Because  prednisone  is  an  effective  form  of 
therapy  in  myasthenia,^  ® it  deserves  a trial 
in  any  patient  who  has  significantfunction- 
al  disability  and  is  not  leading  a satisfactory 
existence  while  taking  anticholinesterase. 
Older  patients,  especially  those  over  age 
40,  seem  to  be  most  likely  to  benef  it.^  Pa- 
tients with  ocular  myasthenia,  a form  of  the 
disease  notoriously  refractory  to  anticho- 
linesterase drugs,  may  also  be  expected  to 
respond.  Prednisone  is  also  useful  in  get- 
ting the  patient  into  optimal  clinical  condi- 
tion for  thymectomy. 

Before  starting  treatment  with  predni- 
sone the  physician  should  be familiarwith 
some  important  points: 

1 . The  early  investigators  of  the  effect 
of  cortisone  on  myasthenia  gravis  often 
noted,  duringthe  period  of  initial  adminis- 
tration of  the  steroid,  a worsening  of  the  pa- 
tient’s condition  and  the  development  of  a 
refractoriness  to  the  anticholinesterase 
drug.^  ® The  reason  for  this  period  of  wors- 
ening is  not  known,  but  it  has  been  ascrib- 
ed to  an  adverse  interaction  between  cor- 
ticosteroids and  anticholinesterase  drugs 
at  the  neurosmucular  junction  similar  to 
that  demonstrated  in  the  rat.^® 

Various  regimens  have  been  designed  to 
avoid  this  initial  worsening,  but  the  one  that 
seems  simplest  and  most  effective  is  to 
gradually  increase  the  dose  of  prednisone 
from  25  mgorally  every  otherday  to  100 
mg  every  other  day  during  the  course  of  one 
month. “ On  this  regimen,  patients  usually 
experience  no  induction  of  weakness  and 
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only  a progressive  increase  in  strength  on 
the  day  they  take  the  prednisone  and  a re- 
turn toward  baseline  strength  on  the  day 
they  do  not  take  the  prednisone.  During  a 
few  months,  the  “on-off”  day  difference 
gradually  becomes  less  pronounced  until 
the  patient  is  better  on  both  days.  The  de- 
velopment of  muscle  twitches  or  stomach 
cramps  on  the  afternoon  of  the  “on”  day  is 
often  the  first  indication  of  excess  choliner- 
gic activity  and  may  be  used  as  a clinical  in- 
dicator to  reduce  the  maintenance  dose  of 
anticholinesterase  as  the  patient  improves. 

2.  The  aim  of  therapy  is  to  maintain  nor- 
mal functional  status  on  the  lowest  possible 
dose  given  in  the  safest  possible  way. 
Therefore,  when  the  patient  has  been  func- 
tionally normal  for  two  to  three  months, 
the  prednisone  dosage  may  be  decreased 

5 mg  each  month  until  the  lowest  dose  that 
maintains  the  patient’s  health  is  reached. 

3.  As  in  other  conditions  responding  to 
prednisone,  alternate-day  therapy  is  the 
best  tolerated  regimen,  and  also  the  least 
effective  in  controllingthe  disease. When 
myasthenia  does  not  improve  with  alter- 
nate-day therapy,  once-a-day  therapy 
should  be  tried;  the  patient  takes  the  whole 
day’s  dose  once  in  the  morning.  Those  pa- 
tients whose  conditions  do  not  improve  with 
daily  therapy  should  be  tried  on  round-the- 
clock  therapy,  wherein  the  patient  takes 
one-quarter  of  the  daily  dose  every  six 
hours. 

4.  Side  effects  of  therapy  are  numerous 
and  include  fluid  retention,  aggravation  of 
diabetes,  change  in  facial  and  body  fat 
(Cushingoid  appearance),  hypertension, 
cataracts,  demineralization  of  bone,  hypo- 
kalemia, and  gastrointestinal  bleeding. 
Their  occurrence  can  be  minimized  by  a low 
carbohydrate  and  low  sodium  diet,  potassi- 
um chloride  supplementation,  and  the  use 
of  antacids. 


One  of  the  challenging  problems  in  my- 
asthenia gravis  today  is  to  determine  which 
treatment  or  combination  of  treatments  is 
best  for  different  patients.  The  anticholin- 
esterases are  often  enough  to  control  mild 
cases.  Prednisone  and  thymectomy  must  be 
considered  in  more  severe  cases.  Probably 
the  best  plan,  from  the  available  evidence, 
is  to  try  anticholinesterase  first  and  then  to 
treat  with  prednisone  all  those  who  do  not 
respond  adequately.  When  the  patient  has 
achieved  a good  clinical  response  with 
prednisone,  thymectomy  should  be  done 
and  the  prednisone  continued  as  needed  to 
maintain  the  patient’s  level  of  improve- 
ment. 
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Salmonella  heidelberg 

as  a causative  agent  of  meningitis 


A case  of  meningitis  caused  by  Salmonella 
heidelberg  in  an  infant  is  reported.  Human 
infections  with  this  organism  are  relatively 
uncommon,  and  S Heidelberg’s  causal  rela- 
tionship in  meningitis  has  been  previously 
reported  only  once  in  the  United  States. 

Since  its  first  isolation  by  Habs^  in  1933, 
Salmonella  heidelberg  v^as  rarely  implicated 
in  human  infections  until  1953,  when 
Mackey^  reported  that  it  was  the  third  most 
common  of  the  sal  monel  lae  occurring  in 
Dares  Salaam.  Gastrointestinal  infections 
mth  S heidelberg  started  appearing  in  Eu- 
rope and  America  about  the  same  time.^'® 
MacCready  and  associates^  reported  eight 
isolations  of  this  organism  from  3,190 
cases  of  salmonellosis  in  Massachusetts 
from  1940  through  1955.  Although  the 
organism  is  mainly  associated  with  gastro- 
intestinal disturbances,  it  also  has  been 
isolated  in  cases  of  generalized  infections. 
Breitenfeld  and  others®  reported  the  isola- 
tion ot  S heidelberg  trom  cases  of  septi- 
cemia, pneumonia,  and  urinary  tract  infec- 
tions. To  our  knowledge  there  are  only  three 
documented  reports  of  its  isolation  from 
spinal  fluid;®-®  these  cases  were  in  Russia, 
Yugoslavia,  and  the  United  States.  We  be- 
lieve that  this  is  the  second  report  of  isola- 
tion ot  S heidelberg  trom  a patient  with  clin- 
ical signs  of  meningitis. 

Case  History 

A 7-month-old  black  boy  was  admitted  to 
the  Ben  Taub  General  Hospital  with  a six- 
day  history  of  fever,  lethargy,  and  vomiting. 
The  patient  had  been  treated  with  antibio- 
tics, but  did  not  respond.  Physical  examina- 
tion on  admission  revealed  a temperature 
of  38. 4C  (101. 2F),  pulse  rate  of  130  beats 
per  minute,  and  respirations  28  per  min- 


ute. The  patient  was  lethargic  and  his  neck 
was  rigid.  No  petechiae  were  observed.  A 
lumbar  puncture  produced  cloudy  cere- 
brospinal fluid  (CSF)  with  a glucose  of  48 
mg/100  ml;  protein,  360  mg/100  ml;  and 
white  cell  count  of  12,000  with  97%  poly- 
morphonuclear leukocytes.  Gram  staining 
of  the  sedimented  spinal  fluid  showed 
gram-negative  bacilli.  The  patient  was  start- 
ed on  intravenousfluid  of  0.85%  saline, 
containing  5%  glucose,  500  ml/day,  and 
was  treated  with  ampicillin  (300  mg/kg/ 
day)  for  21  days.  The  CSF  culture  grew 
Salmonella  which  was  susceptible  to  am- 
picillin, chloramphenicol,  tetracycline, 
cephalothin,  colistin,  and  streptomycin. 

The  isolate  was  identified  by  serotyping  as 
S heidelberg  at  the  Houston  City  Health  De- 
partment Laboratories.  The  patient  re- 
sponded to  treatment,  and  a repeat  spinal 
tap  on  the  third  hospital  day  showed  cloudy 
fluid  with  28  mg/100  ml  glucose,  93  mg/ 
100  ml  protein;  and  280  white  cells  with 
50%  polymorphonuclear  leukocytes.  Gram 
stain  was  negative  for  bacteria,  and  spinal 
fluid  culture  was  sterile.  Duringthe  course 
of  chemotherapy  there  was  an  improvement 
in  the  patient’s  condition  and  he  became 
afebrile.  On  the  21st  hospital  day  the  CSF 
was  clear,  with  54  mg/100  ml  glucose,  14 
mg/100  ml  protein,  and  a decrease  in  the 
spinal  fluid  leukocytes  to  60  cells.  The  pa- 
tient remained  afebrile  after  ampicillin  was 
discontinued,  and  he  was  discharged  on 
the  28th  hospital  day. 

Complications  of  salmonellosis  do  not 
frequently  include  central  nervous  system 
involvement.  However,  under  certain  con- 
ditions, especially  in  infants,  salmonella 
meningitis  poses  a serious  problem.® 
Guthrie  and  Montgomery’®  reported  a hos- 
pital epidemic  in  which  ten  infants  died 
with  septic  meningitis  caused  bySenteriti- 
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dis.  In  another  outbreak  of  meningitis,  in 
which  the  fatality  rate  was  100%,  21  chil- 
dren died  of  infection  due  to  5 Havana}'^ 
Septic  meningitis  due  to  S panama  has  been 
described. ^2, 13  Henderson^^  and  Riley  and 
Deardoffi®  found  that  species  of  Salmonella 
which  are  responsible  for  the  majority  of 
cases  of  meningitis  are  5 enteritidis,  S 
havana,  S paratyphi  B,  S panama,  S cholera- 
suis,  and  S typhimurium. 

Saphra  and  Winter^®  noted  that  of  the 
7,779  human  infections  caused  by  sal- 
monellae  in  New  York  in  16years,  only  77 
consisted  of  meningitis.  They  further  found 
that  all  these  patients  were  infants,  fre- 
quently onlya  few  days  or  weeks  old.  Sal- 
monella meningitis  seems  to  occur  chiefly 
in  infants,  with  80%  of  reported  cases  be- 
ing in  children  and  young  adults;  the  reason 
for  this  age  distribution  is  not  known.  Ziai 
and  Haggerty^'^  reviewed  the  factors  that 
may  predispose  the  infants  to  meningitis. 
Otila^®  suggested  a possible  mechanism  for 
this  susceptibility  by  demonstrating  an  in- 
creased permeability  of  infant  meninges  to 
a dye,  indicating  that  the  organism,  which 
gains  access  to  the  circulation,  may  pene- 
trate and  localize  in  the  central  nervous 
system  to  a greater  degree  than  in  older 
patients. 

Isolation  of  Salmonella  from  CSF  is  rela- 
tively rare.  MacCready  and  associates^  re- 
ported nine  cases  of  meningitis  among 
3,190  salmonella  infections  in  Massachu- 
setts during  a period  of  16  years.  Similarly, 
Saphra  and  Winter^®  found  that  0.8%  of  the 
7,779  salmonella  infections  resulted  in 
meningeal  involvement.  Although  meningi- 
tis caused  by  S Heidelberg  has  been  reported 
only  twice  in  Eastern  Europe  and  Russia, 
and  once  in  the  United  States  priortothis 
report,  the  severity  and  seriousness  of  such 
infections  cannot  be  overemphasized  be- 


cause of  the  relatively  asymptomatic  nature 
of  the  disease  in  early  infancy.  Like  most 
other  salmonella  meningeal  infections,  all 
cases  of  S Heidelberg  meningitis  cited  here, 
involving  seven  patients,  occurred  in  in- 
fants, and  two  of  them  resulted  in  death. 
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In  view  of  the  possibility  that  an  outbreak 
of  swine  influenza  may  occur  in  Texas  this 
year  or  in  the  next  year  or  so,  it  may  be 
timely  to  report  again  on  a few  of  the  un- 
usually severe  cases  seen  in  an  explosive 
epidemic  of  influenza  and  influenza-like 
disease  that  occurred  at  Fort  Dix,  NJ,  early 
in  1951.1 

The  Fort  Dix  outbreak  was  part  of  an 
epidemic  occurring  in  the  United  States 
and  other  countries  during  1950-1951.  A 
series  of  studies  of  influenza  and  influenza- 
like diseases  had  been  in  progress  at  Fort 
Dix  since  the  fall  of  1947. t 

From  Jan  1 through  March  31,  1951, 
more  than  3,400  patients  were  admitted  to 
the  US  Army  Hospital  at  Fort  Dix.  The  ma- 
jority showed  only  mild  influenza  symptoms 
such  as  chills,  fever,  malaise,  generalized 
aches,  sore  throat,  congested  nares,  persis- 
tent cough,  profuse  sweating,  and  weak- 
ness. Usually  the  illness  ran  a short  febrile 
course  and  was  followed  by  rapid  and  com- 
plete recovery.  A small  number  of  the  pa- 
tients, however,  were  severely  ill,  with  va- 
rious debilitating  complications  and  pro- 
longed convalescence.  Thirty  patients 
(0.88%)  had  pneumonia  with  delayed  re- 
solution despite  adequate  chemotherapy, 
and  four  (0.12%)  had  myocarditis,  which 
often  appeared  late  in  the  course  of  the 
illness  or  during  convalescence.  The  case 
reports  illustrate  these  uncommon 
features. 

♦Deceased. 

tThese  studies,  conducted  under  the  auspices 
of  the  Commission  on  Influenza  of  the  Armed 
Forces  Epidemiological  Board,  were  carried  out 
with  the  support  of  the  Office  of  the  Surgeon 
General  of  the  Army,  in  collaboration  with  the 
Fort  Dix  medical  staff  and  the  First  US  Army 
Medical  Laboratory.  These  studies  were  directly 
supervised  by  Jonas  E.  Salk,  MD,  University  of 
Pittsburgh. 2 


Case  Reports 

Case  1:  An  18-year-oId  man  who  had  had 
“a  common  cold”  since  Jan  20  was  ad- 
mitted to  the  hospital  on  Feb  2 because  of 
acute  illness  and  the  finding  of  coarse  rales 
throughout  both  lung  fields.  Physical  ex- 
amination on  admission  revealed  dullness 
and  numerous  moist  rales  overthe  right 
lung  field  posteriorly  and  in  the  right  axilla. 
The  remainder  of  the  admission  findings 
and  a summary  of  the  patient’s  complete 
hospital  course  are  shown  in  Fig  1. 

This  was  a case  of  serologically  proven 
influenza  A complicated  by  bilateral  pneu- 
monia, with  a severe,  prolonged,  hectic, 
febrile  course.  The  disease  did  not  respond 
to  multiple-antibiotic  and  sulfonamide 
therapy.  There  was  delayed  resolution  of 
the  pneumonia,  and  Candida  albicans  was 
recovered  from  the  sputum  following  the 
intensive  use  of  antibiotics. 

Case  2:  A 22-year-old  man  had  been  in- 
creasingly ill  with  what  appeared  to  be  mild 
influenza  since  Feb  2,  and  was  admitted  to 
the  hospital  on  Feb  9;  symptoms  are  shown 
in  Fig  2.  Shortly  before  admission,  vomiting 
and  some  diarrhea  had  developed.  Fig  2 
summarizes  the  complete  hospital  course. 

In  this  case  of  serologically  proven  in- 
fluenza A complicated  by  bronchopneu- 
monia, there  was  prolonged  high  fever, 
mental  confusion  and  actual  delirium,  and 
eventual  ECG  findings  compatible  with  my- 
ocarditis. There  was  no  apparent  response 
to  antibiotics  and  sulfonamides.  Occasion- 
al pneumococci  were  found  in  the  sputum 

This  article  was  published  in  the  April  1958  issue 
of  the  United  States  Armed  Forces  Medical  Jour- 
nal. Although  Texas  Medicine  usually  does  not 
accept  previously  published  material,  the  editors 
have  made  an  exception  because  of  the  current 
concern  that  a severe  influenza  outbreak  might 
be  imminent. 
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6m/day 
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orollu 

Streptomycin 
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Aspirin,  gm/day 
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Symptoms 


Chills.Fever.  Cyanosis  of  "Nausea. 

Productive  cough  lips.  Productive 
c tenacious.  Flushed  face,  cough 
yellow  sputum.  Headache,  continues. 
Sore  throat.  Severe, productive 
Stuffy  nose,  cough  S bloody 


Oxygen 


Pharyngitis. 
Tonsillitis. 
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rt.L.L.  6 axilla. 
Flushed  face. 
Headache. 
Prostration. 


expectorotion.  Prostration. 
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rt.L.L.&axilla. 
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cough  c 
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a Strep.  acid-fast 
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26  Feb. 

Clean 

Chest 

X-Ray 


1.  Consolidated  hospitalization  chart;  case  1,  influenza  A and 
bilateral  pneumonia. 
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Severe  cases  of  influenza 


culture  taken  on  admission,  but  none  grew 
in  the  blood  culture. 

Case  3;  A 22-year-old  man  was  admitted 
to  the  hospital  on  Feb  1 1 for  a respiratory 
condition  of  four  days’  duration.  He  was 
acutely  ill  and  there  was  dullness  and  bron- 
chial breathing  over  the  right  chest  an- 
teriorly. Fig3  lists  his  symptoms  on  admis- 
sion and  presents  a summary  of  his  com- 
plete course  while  hospitalized. 

This  patient  had  serologically  proven  in- 
fluenza A complicated  by  pneumococcci 
pneumonia  as  evidenced  by  lobar  consoli- 
dation seen  in  roentgenograms  of  the  chest, 
a high  white  blood  cell  count,  and  the 
presence  of  pneumococci  in  the  blood 
stream.  Despite  intensive  antibiotic  and 
triple  sulfonamide  therapy,  the  pneumonia 
did  not  resolve  completely  until  the  60th 
day  of  illness,  and  some  residual  pleural 
thickening  in  the  right  costophrenic  angle 
remained.  Even  in  the  presence  of  unre- 
solved pneumonia,  however,  the  patient’s 
temperature  was  normal  after  the  13th  day 
of  his  illness  and  he  was  relatively  symp- 
tom-free after  the  30th  day. 

Case  4:  A 22-year-old  man  who  had  had 
malaise,  fever,  cough,  and  sore  throat  for 
three  days,  was  admitted  to  the  hospital  on 
Feb  25  with  a temperature  of  41.33C 
(106.4F).  He  was  delirious  and  vomiting 
repeatedly.  His  pulse  rate  was  135  per  min- 
ute and  respirations  were  30  per  minute 
and  shallow,  but  no  abnormal  signs  were 
elicited  on  examination  of  the  heart  and 
lungs.  A summary  of  the  details  of  the 
course  in  hospital  is  presented  in  Fig  4. 
Serologic  study  of  blood  serum  during 
acute  and  convalescent  stages  revealed  no 
significant  rise  in  antibody  titer  for  in- 
fluenza. 

This  patient  had  a severe  influenza-like 
illness  which  soon  was  complicated  by 


pneumonia  and  later  by  myocarditis.  The 
pneumonia  developed  on  the  ninth  day  of 
illness,  after  four  days  of  treatment  with 
penicillin  and  Chloromycetin.  Multiple- 
antibiotic  and  sulfonamide  therapy  had  no 
clinically  observable  effect  on  either  the 
influenza-like  illness  orthe  pneumonia, 
and  pneumococci  still  could  be  recovered 
from  the  sputum  after  prolonged  treatment 
with  penicillin,  Aureomycin,  Chloromycetin, 
and  triple  sulfonamide.  Duringthe  later 
stages  of  the  patient’s  illness,  there  was 
ECG  evidence  of  myocarditis  as  manifested 
by  development  of  ST-T  changes.  This  per- 
sisted for  more  than  a month,  but  was  fol- 
lowed by  complete  recovery. 

Discussion 

The  four  cases  reported  represent  a rela- 
tively small  number  in  which  influenza  Aor 
the  influenza-like  illness  assumed  a severe 
and  malignant  form,  or  in  which  there  were 
serious  complications.  To  a variable  extent, 
there  was  pulmonary  infiltration  with  not- 
ably delayed  resolution,  prolonged  hectic 
fever,  severe  prostration  with  impending 
circulatory  collapse,  and  ECG  evidence  of 
myocarditis.  Lymphadenopathy  appeared 
in  many  cases,  and  in  an  occasional  case 
there  was  splenomegaly. 

Myocarditis 

An  important  observation  in  this  epidemic 
was  that  a previously  healthy  young  soldier 
with  influenza  A orthe  influenza-like  illness 
could  have  such  a serious  complication  as 
myocarditis  late  in  the  course  of  the  illness 
or  during  convalescence,  with  a resting 
tachycardia  being  the  only  clinically  sug- 
gestive sign. 

In  view  of  this  finding  and  of  the  report 
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2.  Consolidated  hospitalization  chart;  case  2,  influenza  A with 
bronchopneumonia  and  myocarditis. 


61 


Volume  72,  December,  1976 


Severe  cases  of  influenza 


Dote  in  Feb. 


11 


12 


13 


14 


15 


16 


17 


16 


19 


20 


26 


z 3 


10 


21 


27 


Oou  of 

3tQl 


Hoap 


ai 

Day  of 

I llness 


8 


10 


16 


20 


21 


23 


28 


39 


8 


10 


11 


12 


13 


19 


23 


24 


26 


31 


42 


47 


57 


71 


60 


74 


8! 

3 


Q. 

E 


X)3- 
102- 
101 
won 
w- 

96- 

97- 


-Normal  Temp.- 


0 
Q( 

1 

lo 

<0 

tf) 

O 

I 

c 

o 

c. 


AUREO 

Gm/day  2- 

Orally 

Penicillin  - 
Unit*  X 10® 


Total:  32. Gm 


.6  .6  .6  .6  1.2  2.4  1.8  ^12 Million  U.  doily*  .6  .6 


Triple  Sulfa 
Gm/dog 


8.  6.  6.  6.  6. 


^Severe  Heodoche.  ^ Productive  Cough  ^Coughing  Le^  NoCoapkiiiib 

Productive  Cough  C 5lood-tlnged  mucus  Sore  Throat. 

7 bloody  Sputum.  continues.  No  ChestPoin. 

Shortness  of  breath.  Shortness  of 
Right  Chest  Pain.  breath  Less. 

Chest  Pain  Less. 


Symptoms 


WbCxlCXX) 


16.4 


12.4  122  23f«i.-13.6 


10.5 


'SecLBote 


29.  (Winirobe) 


18. 


6.7 

1. 


Sputum  Culture 


Neisseria 


blood 

Culture 


^ Grom  Positive  ^lood  Culture  Reported 

Diplococci(Lonceoiatc)  Positive  This  Dote ; 
loentified  as  Penicillin  Increased. 

Pneumococci. 


11  Feb. 

17  Feb. 

27  Feb. 

10  Mar. 

21  Mar. 

27  Mar. 

/ ^ 

9 Apr. 

^ 

Chest 

X-  Ray 

ft 

it 

fs: 

3.  Consolidated  hospitalization  chart;  case  3,  influenza  A and 
pneumococcic  pneumonia. 


by  Finland  and  associates  of  two  cases  of 
influenza  with  postmortem  findings  of 
acute  nonbacterial  myocarditis, ^ duringthe 
remainder  of  the  epidemic,  ECGs  were  ob- 
tained on  all  patients  in  whom  complica- 
tions, an  unusual  clinical  course,  or  persis- 
tent tachycardia  developed,  particularly  if 
it  occurred  late  in  the  course  of  the  illness 
or  during  convalescence. 

Had  EGG  studies  not  been  done,  this 
complication  would  not  have  been  recog- 
nized and,  therefore,  not  treated.  No  spe- 


cific therapy  was  given  these  four  patients 
with  myocarditis,  except  bed  rest  with  bath- 
room privileges  only,  until  the  EGG  return- 
ed to  normal;  thereafter,  a gradual  return 
to  full  activity  was  carried  out.  No  compli- 
cations developed  subsequently,  to  our 
knowledge. 

Pneumonia 

The  incidence  of  pneumonia  (all  types)  with 
roentgenographic  confirmation  in  this  epi- 
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4.  Consolidated  hospitalization  chart;  case  4,  influenza-like  syn- 
drome with  pneumonia  and  myocarditis. 


Volume  72,  December,  1976 


Severe  cases  of  influenza 


demic  was  0.88% . There  generally  was  a 
delay  in  resolution,  despite  intensive  use 
of  antibiotics. 

Fever 

In  uncomplicated  cases,  the  temperature 
ranged  from  38. 3C  (101 F)  to  40C  (104 F) 
for  three  to  five  days,  with  return  to  normal 
by  crisis  or  lysis  and  an  afebrile  course 
thereafter.^  There  was  no  discernible  dif- 
ference in  the  effect  of  Aureomycin  and  of 
APC  (aspirin,  phenacetin,  and  caffeine)  on 
the  duration  or  degree  of  fever  in  these 
patients.4  A few  cases  showed  unpredict- 
able swings  of  temperature,  with  elevation 
for  one  or  two  days,  then  a drop  to  normal 
for  four  or  five  days,  and  then  a sudden 
elevation  and  subsidence,  only  to  be  re- 
peated some  days  later.  Cases  of  this  type 
were  screened  carefully  for  complications. 
Occasionally  a roentgenogram  of  the  chest 
revealed  a pneumonic  infiltration  forthe 
first  time  following  such  a flare-up  in 
temperature. 

Prostration 

There  often  was  profound  weakness  during 
the  first  days  of  illness,  but  this  generally 
decreased  after  two  to  three  days.  However, 
post-influenzal  asthenia  was  present  in 
noteworthy  degree  in  an  occasional  pa- 
tient. It  was  necessary  to  retain  such  pa- 
tients in  the  hospital  until  the  asthenia  had 
completely  disappeared  before  allowing 
them  to  return  to  duty. 

Role  of  Antibiotics 

Neither  antibiotic  nor  chemotherapeutic 
agents  in  any  combination  altered  the 
course  of  these  diseases.  In  some  in- 


stances, after  about  ten  days  of  fever,  de- 
spite the  use  of  combinations  of  antibiotics, 
a drop  in  temperature  followed  the  addition 
of  another  antibiotic,  but  this  might  have 
been  coincidence.  It  is  believed  that  the 
influenza  virus  has  a pathogenicity  of  its 
own  for  which  no  appropriate  medication 
is  available,  and  that  the  treatment  must 
consist  of  employing  sound  medical  prin- 
ciples of  therapy,  good  nursing  care,  sup- 
portive measures,  and  continual  patient 
surveillance  to  recognize  complications 
as  they  arise. 

In  case  1,  the  use  of  a combination  of 
antibiotics  suppressed  the  normal  bacterial 
flora  of  the  respiratory  tract  so  completely 
that  a pure  culture  of  C albicans  was  ob- 
tained. This  is  one  of  the  hazards  of  the 
Prolonged  use  of  antibiotics  in  large 
doses. ^ 

Results  of  Treatment 

No  deaths  occurred  in  the  treatment  of  ap- 
proximately 3,400  cases  of  clinical  influ- 
enza, in  contrast  to  the  large  number  of 
deaths  in  older  people  noted  in  the  1951 
epidemic  in  the  area  of  Liverpool,  En- 
gland.® While  the  vigor  and  youth  of  our 
group  of  patients  were  factors  of  prime  im- 
portance in  determining  the  favorable 
course  of  this  epidemic,  careful  medical 
observation,  good  nursing  care,  and 
prompt  institution  of  supportive  measures, 
including  oxygen  and  parenteral  fluids, 
played  an  important  role  in  facilitatingthe 
recovery  of  the  seriously  ill  patients. 

Summary 

Approximately  3,400  patients  with  influen- 
za-A  and  an  influenza-like  disease  were 
hospitalized  during  an  explosive  epidemic 
of  mixed  etiology  in  early  1951  at  Fort  Dix. 
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A few  cases  assumed  an  unusually  severe 
and  malignantform.  Myocarditis,  an  im- 
portant though  infrequent  complication, 
appeared  late  in  the  course  of  the  illness  or 
during  convalescence  in  four  cases.  Pneu- 
monia, with  delayed  resolution  despite  in- 
tensive use  of  antibiotics  and  chemothera- 
py, occurred  in  30  patients.  In  one  of  the 
four  cases  presented,  candidiasis  develop- 
ed as  a consequence  of  antibiotic  therapy. 
Neither  antibiotics  nor  chemotherapeutic 
agents  had  any  specific  effect  in  altering 
the  clinical  course,  nor  was  there  any  salu- 
tary effect  from  any  combination  of  drugs; 
however,  there  were  no  deaths  in  this 
series,  and  the  most  effective  treatments 
were  good  nursing  and  prompt  supportive 
measures. 

Postscript 

As  a current  update  to  this  article  it  is  rec- 
ommended that  the  approved  type  of  influ- 
enza vaccine(s)  be  administered  before  the 
influenza  season  is  expected,  especially  for 
individuals  of  all  ages  suffering  from  chron- 
ic diseases  (heart  disease,  chronic  bron- 
chopulmonary diseases,  chronic  renal  fail- 
ure, diabetes  mellitus  and  other  chronic 
metabolic  disorders,  chronic  neuromus- 
cular disorders,  malignancies,  and  im- 
munodeficient  states)  and  for  older  per- 
sons, especially  those  over  65  years  of  age. 
Influenza  vaccines  through  the  years  have 
proven  their  effectiveness  in  preventing 
and  in  lessening  the  severity  of  the  disease 
in  a large  majority  of  individuals. 

— Santino  J.  Lerro,  MD. 
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The  hidden  energy  crisis: 

oil  and  gas  raw  materials  in  medicine 


David  H.  Glenn,  MD 

I suspect  that  many  Texans  have  been 
watching  the  national  energy  headlines 
with  a detached  interest  during  the  past 
two  to  three  years.  The  energy  “crisis” 
might  seem  to  be  rather  distant  for  Tex- 
ans who  feel  surrounded  by  abundant  sup- 
plies of  gasoline  for  their  cars  and  gas  to 
heat  their  homes.  Some  physicians  may 
even  share  the  peaceful  illusion  of  this 
misconception. 

Behind  the  newspaper  headlines,  how- 
ever, is  a hidden  energy  problem  which 
most  of  us  have  probably  overlooked — 
that  oil  and  gas  are  essential  petrochemi- 
cal raw  materials  for  literally  hundreds  of 
medical  instruments  and  equipment  and 
thousands  of  pharmaceuticals.  Govern- 
ment energy  policy  decisions  made  in 
Washington,  and  those  made  in  Texas,  have 
a direct  effect  on  the  practice  of  medicine. 

Petrochemical  Plants 

To  understand  the  potential  impact,  we 
need  to  study  the  role  of  a typical  petro- 
chemical plant.  Crude  oil  and  natural  gas 
are  basic  raw  materials  which  are 
“cracked”  in  a series  of  highly  complex 
steps  to  separate  them  into  primary  prod- 
ucts, which  are,  in  turn,  transformed  into 
a series  of  usable  chemical  products,  or 
into  a variety  of  plastics. 

At  varying  stages  in  the  manufacturing 
process,  these  chemicals  and  plastics  be- 
come materials  for  a variety  of  medical 
applications.  For  example.  Union  Carbide 
Corporation,  as  an  intermediate  chemical 
manufacturer,  makes  more  than  200  sep- 
arate chemical  products  which  are  used 
in  basic  pharmaceutical  applications 
alone. 

Chemicals  in  Medicine 

In  order  to  develop  a basic  understanding 
of  the  far-ranging  importance  of  oil  and 


gas  raw  materials  in  the  everyday  prac- 
tice of  medicine,  we  can  take  a look  at  the 
pharmaceutical  uses  of  three  basic  chemi- 
cal groups: 

1.  Phenol,  acids  and  anhydrides,  alka- 
nolamines  and  aldehydes:  These  are  used 
for  analgesics,  antihistamines,  antibiotics, 
antibacterials,  sedatives,  and  tranquil- 
izers. 

2.  Esters  and  alcohols:  These  are  uti- 
lized in  the  fermentation  process  in  manu- 
facturing antibiotics. 

3.  Polyethylene  glycols,  hydroxyethyl 
celluloses  and  water-soluble  ethylene 
oxide  polymers:  These  are  required  for 
processing  as  tablet  binders  and  pill  coat- 
ings. 

In  fact,  petrochemicals  play  an  essen- 
tial role  throughout  pharmaceutical  man- 
ufacturing, from  basic  aspirin  to  the 
growth  of  penicillin  molds. 

A common  medication  for  a patient 
might  require  ethanol  as  a solvent  to  ex- 
tract the  antibiotic  in  manufacturing,  or 
contain  a nonionic  or  anionic  surfactant; 
polyethylene  glycol  is  a vehicle  used  for 
rectal  suppositories,  and  phenylpropano- 
lamine is  used  in  cough  syrup. 

Instruments  and  Supplies 

Another  far-reaching  impact  of  petro- 
chemicals in  medicine  comes  in  their 
varied  applications  as  raw  materials  in 
manufacture  of  instruments  and  supplies. 
The  entire  utilization  of  disposables  for 
maintaining  sterile  conditions  and  con- 
trolling the  spread  of  infection  is  based  on 
the  use  of  plastics.  Likewise,  the  pioneer- 
ing technology  now  being  developed  in 
heart  valves  and  related  implants  is  based 
on  the  use  of  specialized  plastics. 

The  real  impact  lies  in  the  common- 
place items  which  are  taken  for  granted  in 
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our  hospitals  and  examining  rooms.  Iso- 
propanol, as  an  oil-and-gas-derived  petro- 
chemical product,  is  the  familiar  rubbing 
alcohol  used  daily.  Polyethylene  and  poly- 
vinyl acetate  are  used  in  a myriad  of  medi- 
cal products  such  as  tubing,  sheeting, 
splints,  prostheses,  blood  bags,  disposa- 
ble syringes,  and  catheters. 

Another  petrochemical,  ethylene  oxide, 
is  now  used  for  sterilization  of  equipment 
in  hospitals  and  in  pharmaceutical  manu- 
facturing to  prevent  hepatitis  transmis- 
sion. Ammonium  nitrate  is  a basic  ingredi- 
ent in  those  handy  “quick  cold”  packages. 

Similarly,  nitrogen  mustards  have  been 
a long-standing  part  of  chemotherapy  in 
cancer  treatment.  Propylene  glycol  has 
been  used  for  obtaining  specimens  for 
sputum  cytology. 

All  Specialties 

Petrochemicals  touch  the  daily  practice  of 
virtually  every  physician  and  specialty  in 
medicine  today.  They  appear  in  radiologi- 
cal dyes  and  films,  dermatological 
creams,  disposable  proctoscopes,  sig- 
moidoscopes, IPPB  machines,  otoscope 
tips,  and  speculum  probes.  Emergency 
and  surgical  rooms  hold  a host  of  these 
products — endotracheal  tubes,  intraven- 
ous tubing,  syringes,  and  oxygen  masks. 

In  other  words,  oil  and  gas  products 
are  an  unseen  and  overlooked  part  of  the 
daily  medical  practice  of  every  physician. 
The  only  possible  exception  might  be  the 
psychiatrist,  but  if  he  uses  a vinyl  couch  or 
prescribes  a tranquilizer,  then  he,  too, 
joins  the  wide  medical  world  of  petro- 
chemical product  users. 

As  proof  of  their  importance  for  your- 
self, simply  glance  around  your  examining 
room  or  a hospital.  Virtually  all  of  the  in- 
struments not  made  of  metal  or  wood  are 


supplied  in  part  by  oil  and  gas  raw  materi- 
als. The  overwhelming  majority  of  phar- 
maceutical companies  use  petrochemicals 
in  their  manufacturing  process.  In  fact, 
even  the  printing  inks  for  this  article  and 
those  in  other  medical  journals  use 
petrochemicals. 

Every  day,  we  work  in  the  center  of  an 
array  of  end  products  from  oil  and  gas, 
and  the  next  time  an  energy  problem  is  in 
the  headlines,  I hope  that  all  of  us  have  a 
fuller  understanding  of  its  direct  impact 
on  our  profession  and  our  capability  to 
provide  the  best  medical  care  for  our  pa- 
tients. 

The  United  States  really  is  facing  a 
problem  with  dwindling  domestic  supplies 
of  oil  and  gas,  and  a growing  dependence 
on  unstable  foreign  supplies.  In  the 
months  and  years  ahead,  government  will 
have  to  become  more  effective  in  dealing 
with  this  shortage  of  energy  supplies.  I 
hope  that  future  government  decisions 
will  preserve  a portion  of  our  available  oil 
and  gas  fortheir  somewhat  hidden,  but 
essential  raw  material  role  as  raw  petro- 
chemical products  for  medical  use.  In 
some  cases  this  may  mean  higher  prices 
for  oil  and  gas,  but  from  a medical  stand- 
point alone,  that  may  be  necessary  if  we 
are  to  have  ample  supplies  for  use  as  both 
fuels  and  essential  raw  materials. 

Dr  Glenn,  Gulf  Coast  Medical  Director,  Chemi- 
cals and  Plastics  Division,  Union  Carbide 
Corporation,  PO  Box  471,  Texas  City,  TX  77590. 
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The  problems  of  the  mentally  ill  defendant 
in  the  criminal  and  mental  health  process- 
es have  been  the  subject  of  much  discus- 
sion, conflict,  and  controversy  in  the  past 
few  decades.  The  questions  being  posed 
and  the  positions  being  taken  are  so  many 
and  complex  and  the  needs  for  reform  so 
various  that  it  is  difficult  to  deal  with  the 
subject  on  an  objective  level. 

Much  of  the  debate  has  taken  the  form 
of  confrontation  between  psychiatrists 
and  lawyers  over  the  test  of  criminal  re- 
sponsibility. Generally,  psychiatrists  fa- 
vor therapeutic  rather  than  punitive 
treatment  of  offenders,  while  lawyers 
seek  to  maintain  the  principle  of  criminal 
responsibility. 

In  other  cases,  both  lawyers  and  psy- 
chiatrists err  too  much  in  finding  clients 
incompetent,  which  sometimes  means  that 
the  client  spends  more  time  in  a locked 
mental  hospital  than  he  would  have  spent 
in  prison  if  he  had  been  sentenced  without 
the  issue  of  mental  competency.  Adding  to 
this  is  the  tendency  of  psychiatrists  to  over- 
predict dangerousness,  the  lack  of  spe- 
cific standards  for  predicting  dangerous- 
ness, and  the  reluctance  of  public  mental 
health  professionals  to  release  the  so- 
called  criminally  insane  for  fear  of  legal 
or  public  reprisal.  The  issue  goes  beyond 
the  test  of  criminal  responsibility;  it  in- 
volves the  whole  dilemma  of  how  society 
should  treat,  and/or  wants  to  treat,  this 
individual.  No  matter  what  legal  or  psychi- 
atric test  of  competency  is  applied,  other 
unspoken  factors  do  influence  the  outcome 
of  the  case:  the  enormity  of  the  crime,  evi- 
dence presented  on  the  mental  condition 
of  the  defendant,  and  his  apparent  dan- 
gerousness. Perhaps  the  most  important 
influence,  however,  is  what  the  jury  knows 
or  thinks  about  the  likely  practical  out- 
come of  acquittal:  Will  the  defendant  re- 
ceive total  freedom  or  relatively  short- 


term civil  hospitalization,  or  will  he  be 
confined  to  a maximum  security  institu- 
tion for  life  or  until  cured?  Perhaps,  too, 
each  jury  member’s  personal  feelings 
about  mental  illness  also  enter  into  this 
decision. 

For  the  lay  public,  and  even  for  some 
professionals  in  law  and  psychiatry,  this 
situation  does  not  seem  to  be  ambiguous. 

If  a person  has  been  labeled  as  a criminal, 
he  is  considered  bad;  if  a person  has  been 
labeled  as  mentally  disturbed,  he  is  con- 
sidered mad.  These  labels  and  the  public 
reactions  to  each  seem  to  be  relatively 
straightforward  and  unperplexing;  how- 
ever, if  a person  happens  to  be  unfortu- 
nate enough  to  be  labeled  as  both  criminal 
and  mentally  disturbed  {bad-mad  or  mad- 
bad),  the  complexity  of  the  actions  and  the 
attitudes  toward  him  greatly  increases. 

Sensational  newspaper  articles  exploit 
crimes  committed  by  former  mental  pa- 
tients, and  the  occasional  bizarre  crimes 
that  they  commit  arouse  much  more  pub- 
lic attention  than  do  the  run-of-the-mill 
burglaries  they  most  frequently  commit. 
Behind  much  of  the  problem  lies  the  widely 
accepted  assumption  that  mentally  ill  peo- 
ple, particularly  those  who  have  been 
charged  with  crime,  are  somehow 
uniquely  dangerous. ^ Despite  public  ed- 
ucation programs  to  the  contrary,  this  be- 
lief still  is  widespread.  The  label  “mental 
illness’’  increases  public  anxiety,  and 
when  the  label  “criminally  insane”  is  add- 
ed, hysteria  ensues.  If  it  is  really  true  that 
the  mentally  abnormal  offender  is  more 
dangerous  than  others,  the  assumption  is 
(although  it  is  seldom  articulated)  that  the 
established  sanctions  of  the  criminal  law, 
and  even  the  legitimate  preventive  deten- 
tion of  civil  commitment,  are  not  sufficient 
to  protect  the  public  against  mentally  ill 
criminals.  If  this  assumption  is  correct, 
then  what  is  needed  is  assurance  that  the 
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presumed  offender  will  be  kept  in  custody 
(for  life  if  necessary)  so  long  as  he  re- 
mains mentally  ill  orthere  is  a possibility 
of  his  committing  another  offense. 

The  specter  of  dangerousness  haunts 
and  perverts  society  and  is  reflected  in 
the  legal  processes.  Rarely  a week  goes  by 
that  those  of  us  who  work  in  public  psychi- 
atry do  not  receive  a telephone  call  from 
someone  saying,  “Please  lock  my  son/ 
daughter/wife/other  relative  up  for- 
ever.” The  caller  ignores  the  recent  atten- 
tion to  patients'  civil  rights  and  the  pos- 
sibility of  cure  or  relief  of  symptoms  in 
many  mental  conditions. 

Society’s  fear  of  the  dangerous  mad- 
man can  be  seen  in  the  choice  of  legal  pro- 
cedures and  the  reluctance  of  civil  as  well 
as  criminal  mental  institutions  to  dis- 
charge patients  who  have  been  charged 
with  a crime.  Even  civilly  committed  pa- 
tients charged  with  minor  offenses  may  be 
held  beyond  the  point  of  recovery  when 
most  other  patients  would  have  been  dis- 
charged. They  are  much  less  likely  than 
other  patients  to  be  permitted  the  usual 
ground  privileges,  home  visits,  and  condi- 
tional discharges  which  are  considered  an 
important  part  of  therapy  for  hospitalized 
psychiatric  patients.  Mental  health  pro- 
fessionals fear  public  outrage  if  these  pa- 
tients should  commit  an  offense.  Although 
many  mental  health  and  legal  profession- 
als have  argued  that  society’s  fears  asso- 
ciated with  the  mentally  ill  defendant  are 
unrealistic  and  exaggerated,  extreme 
conservatism  in  dealingwith  this  popula- 
tion still  prevails  even  though  many  could 
be  treated  in  an  open  hospital  or  on  an  out- 
patient basis  only. 

Case  Example 

A44-year-old,  black,  nonpsychotic  man  of 
borderline  intelligence  was  alleged  to  have 


been  the  driver  in  a service  station  hold- 
up. He  had  no  prior  history  of  offenses, 
hospitalizations,  or  any  other  violent  be- 
havior, and  he  was  labeled  “incompetent” 
and  committed  indefinitely  to  a maximum 
security  unit  for  the  criminally  insane, 
where  he  spent  21  years.  (The  other  par- 
ticipants in  the  robbery  received  brief 
terms  in  jail  and  were  released  early  on 
parole.) 

A new  psychiatrist  finally  began  ar- 
ranging for  release,  and  on  examination 
the  patient  was  found  to  be  completely  non- 
psychotic. He  was  competent  and  was  a 
hard  worker  as  a janitor  for  a large  500- 
bed  building  at  a state  hospital.  His  per- 
sonality was  pleasant,  he  had  no  thought 
disorder  or  history  of  aggressive  acts, 
and  he  had  not  attempted  to  steal  again.  He 
was  a favorite  of  the  hospital  staff  and  was 
well  thought  of;  nevertheless,  his  family 
expressed  extreme  reluctance  to  take  him 
home  for  fear  of  being  murdered  in  their 
beds  at  night  since  he  had  been  in  a maxi- 
mum security  unit  forthe  criminally 
insane. 

Theyfinally  took  him  because  he  had 
some  Social  Security  income  that  would  be 
of  assistance  to  the  entire  family.  He  was 
returned  to  the  hospital  within  the  next  six 
months  and  readmitted  because  he  essen- 
tially had  no  other  home.  Later,  he  was  re- 
leased to  a foster  home  where  he  has  shown 
no  further  efforts  at  any  type  of  criminal 
behavior. 

Clarifying  Procedures 

In  an  effort  to  bring  about  some  order  and 
clarity  to  the  legal  and  mental  health  pro- 
cedures utilized  with  mentally  ill  defen- 
dants in  Texas,  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation, 
with  the  help  of  other  interested  individu- 
als, prepared  and  submitted  to  the  64th 
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Texas  Legislature  a set  of  proposed  revi- 
sions to  Article  46.02  of  the  Texas  Code  of 
Criminal  Procedures.  After  considerable 
deliberation,  the  legislature  passed  a new 
statute  relating  to  the  status  of  mentally  ill 
defendants. 

This  revision  of  Article  46.02  of  the 
Texas  Code  of  Criminal  Procedure  is  this 
state’s  response  to  the  growing  concern 
about  equal  protection,  least  restrictive 
alternative,  right  to  treatment,  and  due 
process  as  they  affect  the  mentally  ill 
criminal  defendants  in  the  state.  It  is  of  ut- 
most importance  that  these  new  proceed- 
ings be  communicated  to  those  who  are 
most  involved. 

Provisions  of  New  Law 

In  summary.  Article  46.02,  Texas  Code  of 
Criminal  Procedure,  now  provides: 

Pre-Trial  Evaluations 

The  period  for  holding  a patient  for  pre- 
trial evaluation  for  “competency”  or  “in- 
sanity” is  now  14  days.  The  examiner(s) 
must  send  a written  report  to  the  com- 
mitting court  within  21  days,  and  the  re- 
port must  include: 

1.  A description  of  the  procedures  used 
in  the  examination; 

2.  The  examiner’s  observations  and 
findings  as  to  the  defendant’s  competency 
to  stand  trial; 

3.  Recommended  treatment;  and 

4.  If  incompetent,  observations  and 
findings  as  to  whether  there  is  a substan- 
tial probability  that  the  defendantwill  at- 
tain the  competency  to  stand  trial  in  the 
foreseeable  future. 

An  opinion  as  to  the  defendant’s  mental 
competency  to  stand  trial  and  an  opinion 
as  to  his  sanity  at  the  time  of  the  offense 
may  be  requested  by  the  court  in  the  pre- 


trial evaluation,  but  each  issue  must  be 
written  and  reported  separately. 

Competency  Hearing 

A defendant  is  presumed  competent  to 
stand  trial  unless  a preponderance  of  the 
evidence  proves  that  he  is  incompetent. 
The  jury  must  determine  (1)  whether  the 
defendant  is  incompetent  to  stand  trial; 
and  (2)  whether  there  is  no  substantial 
probability  that  the  defendant  will  attain 
the  competency  to  stand  trial  within  the 
foreseeable  future. 

Competency  Disposition 

If  the  defendant  is  found  competent  by  the 
jury,  he  may  then  be  tried  on  the  merits 
of  the  case. 

Incompetency  Disposition 

1.  When  a defendant  has  been  determined 
incompetent  to  stand  trial  and  unlikely  to 
attain  such  competency  in  the  foreseeable 
future,  the  court  commits  the  defendant 
to  the  maximum  security  unit  of  Rusk 
State  Hospital,  to  the  maximum  security 
unit  of  any  other  facility  designated  by  the 
Texas  Department  of  Mental  Health  and 
Mental  Retardation,  to  an  agency  of  the 
United  States  operating  a mental  hospital, 
or  to  a Veteran’s  Administration  hospital 
for  a period  not  to  exceed  12  months. 

The  statute  itself  does  not  preclude  the 
court  from  allowing  the  defendant  to  be 
released  on  bail  if  the  court  determines 
that  the  defendant  can  be  adequately 
treated  on  an  outpatient  basis  for  the  pur- 
pose of  attaining  competency  to  stand 
trial. 

The  facility  to  which  the  defendant  is 
committed  must  develop  an  individual  pro- 
gram with  the  purpose  of  aiding  him  to 
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achieve  competency,  and  report  his  prog- 
ress to  the  court  at  least  every  90  days. 

The  head  of  a facility  to  which  a person  has 
been  committed  shall  promptly  notify  the 
committing  court:  (a)  when  he  is  of  the 
opinion  that  the  defendant  has  attained 
competency  to  stand  trial;  or  (b)  when  he 
is  of  the  opinion  that  there  is  no  substan- 
tial probability  that  the  defendant  will  at- 
tain the  competency  to  stand  trial  in  the 
foreseeable  future;  or  (c)  14  days  before 
the  expiration  of  the  12-month  commit- 
ment. 

2.  If  a defendant  is  found  incompetent 
to  stand  trial  and  there  is  found  no  sub- 
stantial probability  that  he  will  become 
competent  in  the  foreseeable  future,  or  if 
the  defendant  has  been  previously  com- 
mitted to  a facility  (under  Subsection  “a” 
of  Section  5 of  Article46.02,  VCCP)  and  it 
appears  to  the  court  that  the  defendant 
requires  observation  or  treatment  in  a 
mental  health  or  mental  retardation  facil- 
ity for  his  own  welfare  and  protection  or 
the  protection  of  others,  the  court  shall 
transfer  the  defendant  to  the  appropriate 
court  for  civil  commitment  proceedings. 

A person  committed  to  a mental  health 
or  mental  retardation  facility  as  a result 
of  these  proceedings  is  committed  to  the 
maximum  security  unit  of  Rusk  State  Hos- 
pital or  to  the  maximum  security  unit  of 
any  other  facility  designated  by  the  Texas 
Department  of  Mental  Health  and  Mental 
Retardation.  Within  30  days  following 
commitment,  the  person  shall  be  trans- 
ferred to  a nonsecurity  unit  of  a mental 
health  or  mental  retardation  facility  des- 
ignated by  the  Texas  Department  of  Men- 
tal Health  and  Mental  Retardation  unless 
he  is  determined  to  be  manifestly  danger- 
ous. The  head  of  the  facility  is  notified  by 
the  prosecuting  attorney  that  criminal 
charges  against  the  patient  are  pending. 


At  least  14  days  before  the  patient's  dis- 
charge, the  prosecuting  attorney  is  noti- 
fied; the  attorney  also  receives  a written 
report  as  to  the  competency  of  the  person 
to  stand  trial. 

On  written  notice  by  the  head  of  a men- 
tal health  or  mental  retardation  facility 
that,  in  his  opinion,  a person  who  has  been 
civilly  committed  to  that  facility,  and 
against  whom  criminal  charges  are  pend- 
ing, is  competent  to  stand  trial,  or  on  good 
cause  shown  by  the  defendant,  his  counsel, 
or  the  prosecuting  attorney,  the  court  in 
which  the  criminal  charges  are  pending 
may  hold  a hearing  to  determine  the  com- 
petency of  the  defendant  to  stand  trial. 

If  the  defendant  is  found  to  be  compe- 
tent to  stand  trial,  the  proceedings  on  the 
criminal  charges  may  be  continued.  If  the 
defendant  is  again  found  incompetent  to 
stand  trial  and  is  under  an  order  of  com- 
mitment to  a mental  health  or  mental  re- 
tardation facility,  the  court  shall  order 
him  placed  in  the  custody  of  the  sheriff  for 
transportation  back  to  that  same  facility. 

Insanity  Disposition 

If  a defendant  is  found  not  guilty  by  reason 
of  insanity  in  the  trial  of  a criminal  of- 
fense, and  it  appears  to  the  court  that  the 
defendant  requires  observation  or  treat- 
ment in  a mental  health  or  mental  retar- 
dation facility  for  his  own  welfare  and  pro- 
tection or  for  the  protection  of  others,  the 
court  shall  transfer  the  defendant  to  the 
appropriate  court  for  civil  commitment 
proceedings  and  may  order  the  defendant 
detained  pendingthe  prompt  determina- 
tion of  whether  the  defendant  shall  be 
committed  to  a mental  health  or  mental 
retardation  facility,  be  given  into  the  care 
of  a responsible  person  on  satisfactory  se- 
curity being  given  for  his  proper  care  and 
protection,  or  be  discharged. 
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1.  Flow  chart  showing  route  of  a defendant  whose  competency  to  stand  trial  is  at  issue. 


Discharge  back  to  court 


\ 

Competency  hearing 


Report  Is  filed  with  the  court,  the  court 
having  authority  to  make  determination  unless 
there  is  objection  from  either  the  prosecution 
or  defense  counsel 
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Transfer  defendant  to  appropriate 
court  for  civil  commitment  proceedings 


Civil  commitment  proceedings 


Stay  at  Rusk  if  manifestly  dangerous 


\i 


If  criminal  proceedings  are  still  pending,  the 
superintendent  shall  notify  the  prosecuting 
attorney  in  writing  at  least  14  days  before 
discharge  of  patient  A written  report  as  to 
the  competency  of  the  person  to  stand  trial 
shall  accompany  the  notice 


\J 


Trial  on  merits 


/ 


Back  to  same  TDMHMR  facility 
if  still  under  commitment 


INCOMPETENCY  TO  STAND  TRIAL 
A person  is  incompetent  to  stand  trial  if  he  does  not  have: 

1 Sufficient  present  ability  to  consult  with  his  lawyer 
with  a reasonable  degree  of  rational  understanding; 

or 

2 A rational  as  well  as  factual  understanding  of  the 
proceedings  against  him 
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If  a person  is  committed  to  a mental 
health  or  mental  retardation  facility  as  a 
result  of  these  proceedings,  he  shall  be 
committed  to  the  maximum  security  unit 
of  Rusk  State  Hospital  or  the  maximum 
security  unit  of  any  other  facility  designat- 
ed by  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation.  Within  30 
days  following  commitment,  he  shall  be 
transferred  to  a nonsecurity  unit  of  a 
mental  health  or  mental  retardation  facili- 
ty designated  by  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation  un- 
less the  person  is  determined  to  be  mani- 
festly dangerous.  This  person  may  also  be 
discharged  directly  from  Rusk  State  Hos- 
pital (pursuant  to  Section  80  of  the  Texas 
Mental  Health  Code)  upon  14  days  notice 
to  the  prosecuting  attorney  of  the  court  in 
which  criminal  charges  against  the  patient 
are  pending. 

In  the  hope  of  trying  to  provide  some 
visual  clarity  to  this  new  set  of  proce- 
dures, flow  charts  of  the  movement  of  a 
client  through  the  judicial  and  mental 
health  systems  are  provided  in  Fig  1 and 
Fig  2. 

Current  Significant  Issues 

Now  that  this  new  law  has  been  in  exis- 
tence for  about  16  months,  three  signifi- 
cant issues  seem  to  be  drawing  the  most 
attention,  concern,  and  confusion.  These 
issues  are  the  areas  of  competency,  insan- 
ity, and  dangerousness.  Psychiatrists, 
lawyers,  and  judges  throughout  the  state 
will  be  having  to  cope  with  these  issues. 

Competency 

Competency,  although  not  a new  term  in 
the  mental  health  area,  has  found  a new 
meaning  as  far  as  its  use  in  the  Texas  Code 
of  Criminal  Procedure  is  concerned.  As 


stated  in  Article  46.02,  “A  person  is  in- 
competent to  stand  trial  if  he  does  not 
have:  (1)  sufficient  present  ability  to  con- 
sult with  his  lawyer  with  a reasonable  de- 
gree of  rational  understanding  (Dusky  vs 
US 362  US  402,  I960)]  or  (2)  a rational  as 
well  as  factual  understanding  of  the  pro- 
ceedings against  him. 

The  significance  of  this  new  concept  in 
criminal  proceedings  is  that  psychiatrists 
and  other  mental  health  professionals  will 
be  evaluating  a person’s  competency,  and 
making  a determination  as  to  the  probabil- 
ity of  his  regaining  competency  in  the  fore- 
seeable future.  This  represents,  for  many 
psychiatrists,  a major  change  in  the  way 
competency  is  determined.^  Before  this, 
psychiatrists  based  competency  evalua- 
tions on  whether  or  not  a person  was  ac- 
tually mentally  ill.  This  is  no  longer  consid- 
ered the  best  way  to  determine  com- 
petency. 

The  basic  issue  to  be  clarified  is  that 
competency,  not  sanity,  is  being  evaluated. 
If  a person  is  able  to  consult  with  his  law- 
yer with  a reasonable  degree  of  rational 
understanding,  or  has  a rational  as  well  as 
factual  understanding  of  the  proceedings 
against  him,  he  must  be  declared  compe- 
tent to  stand  trial  on  the  merits.  His  sanity 
in  this  respect  is  not  an  issue.  Psychia- 
trists should  take  careful  steps  to  see  that 
their  reports  as  to  competency  to  stand 
trial  are  limited  to  evaluation  of  compe- 
tency to  stand  trial  as  defined  by  law.  A 
person  may  be  suffering  from  a severe 
mental  illness,  such  as  chronic  undifferen- 
tiated schizophrenia,  and  still  understand 
the  court  proceedings  and  be  able  to  advise 
and  assist  his  counsel  in  his  own  defense. 
Therefore,  he  would  be  considered  com- 
petent to  stand  trial. 

For  a handy  reference  on  the  topics  of 
competency  to  stand  trial,  see  Competency 
to  Stand  Trial  and  Mental  Illness,  DHEW 
publication  No.  (HSM)  73-9105,  1973. 

Insanity  Defense 

The  main  issue  in  insanity  defense  is  that 
there  are  numerous  new  procedures  to 
be  followed  in  the  legal  and  mental  health 
system  when  a person  is  found  to  be  not 
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2.  Flow  chart  for  a defendant  whose  sanity  is  at  issue. 


^ Discharged 

It  appears  to  court  that  defendant 
requires  observation  or  treatment  in 
an  MHMR  facility  for  his  own  welfare 
and  protection  or  the  protection  of  others 

Court  shall  transfer  defendant  to  appropriate 
court  for  civil  commitment  proceedings 


Civil  commitment  proceedings 


Commit  to  MHMR  facility 


V 


Release  to  responsible  person 


/ 


Released 


Rusk  Stale  Hospital,  Other  TDMHMR  facility, 

maximum  security  maximum  security 


INSANITY 


30  days  to  transfer  to  nonsecurity  facility  unless  person 
is  determined  to  be  manifestly  dangerous 


Transfer  to  other  Stay  at  Rusk  if 

TDMHMR  facility  manifestly  dangerous 


1 It  is  an  affirmative  defense  to  prosecution 
that  at  the  lime  of  the  conduct  charged,  the  actor, 
as  a result  of  mental  disease  or  defect, 
either  did  not  know  that  his  conduct  was  wrong  or 
was  incapable  of  conforming  his  conduct  to 
the  requirements  of  the  law  he  allegedly  violated 
2.  The  term  "mental  disease  or  defect"  does  not 
include  an  abnormality  manifested  only  by  repealed 
criminal  or  otherwise  antisocial  conduct 
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guilty  by  reason  of  insanity,  but  one  main 
issue  is  the  relatively  new  definition  of  in- 
sanity being  used  in  Texas.  The  insanity 
defense  is  defined  in  Section  8.01,  Ver- 
non’s Annotated  Texas  Penal  Code,  as  fol- 
lows: 

1.  It  is  an  affirmative  defense  to  prose- 
cution that,  at  the  time  of  the  conduct 
charged,  the  actor,  as  a result  of  mental 
disease  or  defect,  either  did  not  know 
that  his  conduct  was  wrong  or  was  incapa- 
ble of  conforming  his  conduct  to  the  re- 
quirements of  the  law  he  allegedly 
violated. 

2.  The  term  “mental  disease  or  defect” 
does  not  include  an  abnormality  mani- 
fested only  by  repeated  criminal  or  other- 
wise antisocial  conduct. 

As  with  the  competency  determination, 
insanity  will  have  to  be  reported  to  the 
court  separately  and  in  writing. 

Manifest  Dangerousness 

The  newest  and  potentially  most  trouble- 
some area  of  the  new  law  deals  with  the  de- 
termination of  manifest  dangerousness  by 
a review  board  of  the  Texas  Department 
of  Mental  Health  and  Mental  Retardation. 

After  a person  has  been  civilly  com- 
mitted to  the  maximum  security  unit  at 
Rusk  State  Hospital,  he  must  be  trans- 
ferred to  a nonsecurity  unit  within  30 
days  unless  he  is  determined  to  be  mani- 
festly dangerous.  If  determined  to  be  man- 
ifestly dangerous,  the  patient  is  to  be  de- 
tained on  a maximum  security  unit  at  Rusk 
State  Hospital,  but  if  he  is  determined  not 
to  be  manifestly  dangerous,  then  he  must 
be  moved  to  a less  restrictive  environ- 
ment. 

At  present  a review  board  has  been  es- 
tablished within  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation, 
and  criteria  are  being  developed  in  order 


to  clarify  the  objective  standards  to  be 
used  in  making  this  declaration. 

Although  the  care  of  the  mentally  ill  de- 
fendant is  just  one  area  of  concern  within 
the  Texas  Department  of  Mental  Health 
and  Mental  Retardation,  it  is  a particular- 
ly troublesome  area  in  which  there  are 
varying  and  conflicting  ideas.  With  such 
controversy  surrounding  such  a class  of 
persons,  it  is  hoped  that  this  new  legisla- 
tion will  help  the  Texas  mental  health  sys- 
tem provide  more  and  better  care  and 
treatment  while  also  protecting  all  the 
constitutional  rights  of  each  of  the  “crimi- 
nally insane”  patients. 

It  is  now  up  to  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation  and 
the  Texas  judicial  system  to  see  that  the 
provisions  of  this  new  legislation  are 
carried  out. 
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When  elevated  cholesterol  calls  for  decreased  saturates* 


Helps  lower  serum  cholesterol 


Serum  Cholesterol 
(mg  /dl ) 


220 

200 

180 

160 

140 


Moderate  cholesterol- 
lowering  diet 


Strict  cholesterol- 
lowering diet 


Mean  moderate-diet 
change  205  mg./dl. 
171  mg-/dl. 


Mean  strict-diet 
change  = 201  mg./dl. 
142  mg./dl. 


Adapted  from  Anderson,  J.T.,  Grande,  E,  and  Keys,  A.;  Cholesterol- 
lowering diets,].  Am.  Diet.  Assoc  , 62. 133, 1973. 


In  this  study,  a standard  diet  was  modified  to  produce  a 
moderate  cholesterol-lowering  diet,  using  skim  milk,  lean 
meats,  fish,  two  eggs  per  week,  poultry,  and  Ma;o/d®corn  oil 
and  corn  oil  margarine.  The  average  decrease  in  serum 
cholesterol  for  the  12  subjects  was  17%.  Serum  cholesterol 
was  reduced  even  more  (average  of  29%  for  36  subjects) 
when  a strict  diet  was  used,  which  excluded  butterfat  and 
margarine,  further  reduced  meat  and  eggs,  and  allowed 
Mazola  corn  oil  as  the  only  visible  fat.  All  changes  were 
considered  highly  significant. 

Mazola  com  oil  and  margarine 
help  diet  adherence 

For  cholesterol  control,  long-term  adherence  is  essential. 

To  gain  patient  acceptance,  the  polyunsaturated  fats  used 
must  pass  the  test  of  taste.  For  flavor  and  lightness,  Mazola 
corn  oil  and  margarine  qualify. 


Helps  patients  live  with  the  diet 

Send  coupon  for 
your  Mazola  resources  file 

A professional  file  of  11  patient  and  physician 
aids  for  reduction  of  risk  in  atherosclerosis 
and  coronary  heart  disease  is  now  available 
free  upon  request.  Just  mail  this  coupon  to 
Dr.  D.M.  Rathmann,  Ma^o/a  Nutrition 
Information  Service,  Best  Foods,  a Division 
of  CPC  International  Inc.,  Department  MFl, 

Box  307,  Coventry,  Ct.  06238. 

Included  are: 

Patient  Aids...Ma::o/a  helpj  your  patients 
live  with  a cholesterol-control  diet  with 
( 1)  “A  Diet  for  Today"—  practical  menus  and 
recipes  for  cholesterol  control.  (2)  “Beyond 
Diet. . .Exercise  Your  Way  to  Fitness  and  Heart 
Health.”  (3)  '‘QiSi  A,  Fats  and  Oils.” 

Dr. 

Name 


Mazolif 

Com  Oil  & Margarine 


Physician  Aids...Ma;o!a  helps  you  evalu- 
ate and  educate  the  high-risk  patient  with 
( 1)  “Coronary  Risk  Handbook.”  (2)  Pad  of 
coronary  risk  assessment  and  management 
forms.  (3)  Desk  pad  of  heart  anatomy. 

(4)  “Atherosclerosis”— 80-page  physician 
education  monograph  with  film  order  form. 

(5)  “Learn... before  it's  too  late”— 52-page 
nutrition  learning  system  for  patients  with 
film  order  form.  (6)  Reprint  of  “Cholesterol- 
lowering diets:  Experimental  trials  and 
literature  review.”  (7)  “Nutritive  Values  of 
Food  Products  Made  by  Best  Foods.”  (8)  "A 
Note  to  Professionals  about  ‘A  Diet  for  Today.' 


Street  Address 


City  State  Zip  Code 
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SATURDAY,  JANUARY  15, 1977 

1977  CONFERENCE  ON  LEGISLATION  AND  SOCIO-ECONOMIC  ISSUES 

Information  on  legislative  issues  of  medical  interest  which  will  be  introduced  before 
the  new  Congress  and  the  Texas  Legislature  in  1977. 

Congressional  issues  which  will  be  discussed  include  NATIONAL  HEALTH  INSURANCE, 
COST  CONTAINMENT  and  COST  CONTROL,  and  AN  ASSAULT  ON  PROFESSIONALISM. 

At  the  state  level,  attention  will  be  focused  on  bills  which  will  be  designed  to  ease  or 
resolve  the  PROFESSIONAL  LIABILITY  INSURANCE  CRISIS,  MEDICAL  MANPOWER 
AND  SUPPORT  OF  MORE  RESIDENCIES  IN  FAMILY  PRACTICE  AND  IN  PRIMARY 
CARE  FIELDS. 

JOE  C.  THOMPSON  CONFERENCE  CENTER  • AUSTIN,  TEXAS 


IEXA5  MEDICAL  ASSOCIATION 
110tfi  Annual  5e//ion ‘May  12-14,1977 

EXHIBITS  WANTED 

SCIENTIFIC  and  TECHNICAL 

For  information  and  applications  write  or  call: 

Dale  R.  Werner,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

512/477-6704 


Shamrock  Hilton  Hotel  - Hou/ton.Texo/ 
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Big  Balanced  Rock,  Chiricahua  Mountains,  Arizona  (approx  1,000  tons) 


■ Most  Widely  Prescribed— Antivert  is  the  most  widely  pre- 
scribed agent  for  the  management  of  vertigo'"  associated  with 
diseases  affecting  the  vestibular  system  such  as  Meniere's  disease, 
labyrinthitis,  and  vestibular  neuronitis. 

■ Relief  of  Nausea  and  Vomiting —Antivert/25  can  relieve  the 
nausea  and  vomiting  often  associated  with  vertigo* 

■ Dosage  for  Vertigo*  —The  usual  adult  dosage  for  Antivert/25 
is  one  tablet  t.i.d. 


CONTRAINDICATIONS.  Administration  of  Antivert  (meclizine  HQ)  during  preg- 
nancy or  to  women  who  may  become  pregnant  is  contraindicated  in  view  of  the 
teratogenic  effect  of  the  drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during  the  12-15  day  of  gestation 
has  produced  cleft  palate  in  the  offspnng.  Limited  studies  using  doses  of  over  100  mg./ 
kg./day  in  rabbits  and  10  mg.Ag./day  in  pigs  and  monkeys  did  not  show  cleft  palate. 
Congeners  of  meclizine  have  caused  cleft  palate  in  species  other  than  the  rat. 

Meclizine  HCl  is  contraindicated  in  individuals  who  have  shown  a previous  hyper- 
sensitiviry  to  it. 


WARNINGS.  Since  drowsiness  may,  on  occasion,  occur  with  use  of  this  drug,  patients 
should  be  warned  of  this  possibility  and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and  effectiveness  in  children 
have  not  been  done,  therefore,  usage  is  not  recommended  in  the  pediatric  age  group. 
Usage  in  Pregnancy:  See  ''Contraindications!' 

ADVERSE  REACmONS.  Drowsiness,  dry  mouth  and,  on  rare  occasions,  blurred 
vision  have  been  reported. 

More  detailed  professional  information  available  on 

request.  A division  of  Pfizer  Pharmaceuficals 

A * New  York,  New  York  10017 

Antivert/25C3 

(meclizine  HCl)  25  mg*Tablets 

for  vertigo* 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 

‘INDICATIONS.  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Cbuncil  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

Effective:  Management  of  nausea  and  vomiting  and  dizziness  assoaated  with 
motion  sickness. 

Possih/y  Effective:  Management  of  vertigo  assoaated  with  diseases  affecting  the 
vestibular  system. 

Final  classification  of  the  less  than  effective  indications  requires  further 
investigation. 
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THERE AREA 
LOTOPPEOPLE 
GETTING  BETWEEN 

VOUANDYMIR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  in  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government  s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent. 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  producr,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 


Railway  medicine  in  Galveston 

Maut7  Darst,  MA 


As  a port  city,  a center  for  commercial  and 
financial  activity,  and  the  site  of  the  state's 
first  and  largest  medical  school,  Galveston, 
Texas,  formed  a vital  nucleus  for  the  devel- 
opment of  rail^way  medicine. 

The  city  of  Galveston  played  an  active  role 
in  bringing  sophistication  to  the  era  of  rail- 
way medicine.  Located  on  an  island  two 
miles  off  theTexas  mainland,  it  held  a posi- 
tion as  the  most  important  commercial  and 
financial  center  of  Texas  until  the  Houston 
Ship  Channel  was  completed  in  1914,  and 
served  as  a major  port  of  entry  for  goods 
and  immigrants  into  the  Middle  West  and 
the  Southwest.  In  an  interview  (Jan  8, 
1967),  J.  McGivney,  MD,  said  that  Galves- 
ton’s legacies  are  uniquely  associated  with 
hospitals  and  health  education  resources, 
and  since  1891  it  has  been  the  home  of 
The  University  of  Texas  Medical  Branch, 
which  has  produced  more  physicians  than 
any  other  medical  school  in  Texas. 

The  Civil  War  brought  railroads  to  pro- 
minence in  the  US.  During  the  years  imme- 
diately followingthat  war,  Galveston  was 
dependent  on  the  Galveston,  Houston  & 
Henderson  Railroad,  which  had  been  com- 
pleted in  January  1860.^  ppess-ceo 
though  Galveston  at  that  time  was  consid- 
ered to  be  the  most  important  city  in  Texas, 
the  GH  & H,  her  only  railroad,  terminated 
in  Houston,  where  most  of  her  transport 
business  originated.  When  yellow  fever  be- 
camean  annual  epidemicalongtheGulf 
Coast,  Houston,  using  an  enabling  act  of 
theTexas  Legislature  which  permitted 
counties  to  place  an  embargo  on  goods 
from  infected  sources,  quarantined  all 
commercial  and  passenger  traffic  to  and 
from  the  island. ^ With  trade  paralyzed, 
Galvestonians  convinced  business  leaders 
to  build  a railroad  that  would  bypass  its 
neighbor  by  some  24  miles;^  (pp  212-216) 


was  strictly  a Galveston  enterprise.  Its 
route  from  the  Gulf  of  Mexico  north  through 
Rosenberg  and  Temple,  the  site  of  the  San- 
ta Fe  Memorial  Hospital  and  the  Scott  and 
White  Clinic,  was  influenced  by  wealth,  or 
the  lack  thereof,  political  controversy,  and 
human  health.  Although  Galveston  would 
eventually  be  served  by  other  railroads,  the 
founding  of  theGulf,  Coloradoand  Santa 
Fe  can  be  considered  in  part  the  sequel  to 
yellow  fever. 

Galveston,  then  a community  of  18,000 
people,  was  ravaged  by  a yellow  fever  epi- 
demic duringthe  summer  months  of  1867, ^ 
the  same  year  the  Sisters  of  the  Incarnate 
Word  opened  St  Mary’s  Infirmary,  the  first 
private  hospital  in  Texas.  More  than  5% 
of  the  population  died,  and  Houstonians, 
fearful  that  goods  shipped  north  from  the 
island  might  transmit  the  poorly  under- 
stood disease,  enacted  their  embargoes. 
Thus,  the  “yellow  fever’’  quarantines 
adopted  by  Houston  and  Harris  County 
caused  the  reaction  which  set  off  organiza- 
tion of  the  Gulf,  Colorado  & Santa  Fe 
Railway. 

The  GC  & SF  was  created  by  an  act  of  the 
Texas  Legislature  on  May  28, 1873.  Con- 
struction began  on  May  1, 1875  and  reach- 
ed Richmond  by  1879,  when  financial  dif- 
ficulties forced  foreclosure.  At  that  time 
John  Sealy,  a prominent  Galvestonian, 
bought  the  line  and  reorganized  it  under 
the  same  name.^  p Other  men  as- 
sociated with  this  endeavor  were  Col  W.  L. 
Moody,  H.  Kempner,  Morris  Lasker  and 
John  Henry  Hutchings. 

The  Sealys,  Kempners,  and  Moodys  were 
heavily  engaged  in  the  financial  and  com- 
mercial trade  of  the  city.  Lasker  was  a na- 
tive of  Prussia  and  moved  to  Galveston 
after  the  Civil  War.  The  Morris  Lasker  Edu- 
cational Fund  at  The  University  of  Texas  is 
named  in  his  honor.  His  son,  the  late  Albert 
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Lasker  of  New  York,  is  often  referred  to  as 
the  “father  of  modern  advertising."  The 
Albert  Lasker  Medical  Research  Awards 
have  recognized  many  individuals  who 
have  made  outstanding  contributions  to 
the  medical  and  health  fields.^  2,  p 34)  ip 
1886  the  Atchison,  Topeka  & Santa  Fe  pur- 
chased the  Galveston-sponsored  line  at  a 
valuation  of  $8,000  per  mile,  payable  in 
stock. ^ p 

The  Santa  Fe  was  one  of  the  first  rail- 
roads to  adopt  a system-wide  hospitaliza- 
tion and  pension  plan.  Employees  at  Gal- 
veston were  given  the  services  of  local  sur- 
geons and  access  to  both  St  Mary’s  Infir- 
mary and  John  Sealy  Flospital  on  an  emer- 
gency basis.  The  Santa  Fe  Flospital  at  Tem- 
ple was  always  available  for  illnesses  and 
injuries  not  of  an  emergency  nature,  ac- 
cordingtoa  letter  from  L.  M.  Rampy  (Oc- 
tober 1973).  That  hospital  had  had  its 
beginnings  in  Galveston  with  formation  of 
the  Santa  Fe  Flospital  Association,  al- 
though the  hospital  itself  was  established 
in  Temple.  Dr  Arthur  Carroll  Scott,  a na- 
tive of  Gainesville,  Tex,  became  chief  sur- 
geon in  1892;  two  years  later  he  appointed 
as  house  surgeon  Dr  Raleigh  R.  White,  a 
graduate  of  Tulane  University.^  2,  pp 

581-682) 

A pension  plan,  established  by  the  par- 
ent company  Dec  12, 1906,  provided  em- 
ployees who  had  15  years  of  service  or 
more  with  a monthly  pension  ranging  from 
$25  to  $75  or  more  per  month  when  they 
reached  65  years  of  age  or  became  unable 
to  work,  regardless  of  age.  Within  30  years 
the  Santa  Fe  had  paid  out  more  than 
$11,000,000  in  pensions,  without  a single 
contribution  from  its  employees.  The  rail- 
road also  established  a death  benefit  sys- 
tem, under  which  dependents  received  a 
lump  sum  ranging  from  $250  to  $3,000, 
depending  on  the  employee’s  length  of 


service  and  rate  of  pay.  The  railroad  de- 
ducted nothing  from  the  salaries  and  paid 
all  costs.3  (pp  292-294)  Under  the  Social  Se- 
curity Act  of  1935  and  subsequent  federal 
legislation,  the  Santa  Fe  was  eventually 
forced  to  abandon  its  system  in  favor  of  a 
governmental  retirement  plan. 

In  1894,  Galveston  gave  strong  support 
to  the  seventh  annual  meeting  of  the  Na- 
tional Association  of  Railway  Surgeons 
held  May  8-11.5 

In  Galveston,  as  in  most  railroad  com- 
munities, railroad  physicians  and  surgeons 
served  with  distinction.  Galveston,  with  its 
medical  college,  furnished  many  railroads 
with  graduates  who  made  significant  con- 
tributions tothe  field  of  medicine  and 
health  care.  For  example,  a Santa  Fe  phy- 
sician at  Galveston,  Dr  George  William 
Nordholtz  Eggers,  received  international 
recognition  for  his  research,  especially  for 
the  Eggers  splint  which  he  designed.® 

Following  somewhat  later  than  the  larger 
lines,  the  Galveston,  Houston  & Henderson 
Railroad  arranged  with  the  Missouri  State 
Life  Insurance  Company  of  St.  Louis  for  all 
employees  who  had  completed  six  months 
or  more  of  continuous  service  to  obtain  the 
benefits,  and  accident  and  sickness  insur- 
ance at  low  rates  and  without  medical  ex- 
aminations. The  insurance  package  be- 
came effective  on  Sept  28,  1928.  In  deter- 
miningtheamounts  of  insurance  each  em- 
ployee was  allowed  to  purchase,  workers 
were  divided  into  three  categories  accord- 
ingto  annual  earnings.  The  monthly  com- 
bined cost  ranged  from  $2.15  per  month 
for  those  earning$l, 500  annually,  to 
$5.25  per  month  for  those  earning  $3,000 
per  year.  Although  company  records 
make  no  reference  to  previous  medical  or 
health  care  plans,  a chief  surgeon  de- 
signated by  the  GH  & H took  care  of  major 
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medical  and  surgical  cases  at  local 
hospitals.'^ 

In  1885  the  International  and  Great 
Northern  (Missouri  Pacific)  and  the  Mis- 
souri, Kansas  & Texas  (Katy)  Railroads 
obtained  an  outlet  to  the  sea  by  leasing 
the  tracks  of  the  GH  & H between  Houston 
and  Galveston,  each  holding  $500,000  of 
the  stock.  The  arrangement  is  still  in  ef- 
fect.® In  a letter  (July  1973),  H.  E.  Hammer 
noted  that  the  Missouri  Pacific  and  the 
Katy  Railroads  did  not  have  designated 
medical  officers  in  Galveston,  and  there 
were  never  any  arrangements  with  local 
hospitals  for  health  care. 

In  1899  the  Southern  Pacific  entered 
Galveston  after  purchasingthe  Galveston, 
Houston  & Northern  Railway.  This  even- 
tually led  to  the  first  shipside  interchange 
of  freight  from  railroad  cars  to  steamships 
belonging  to  the  Southern  Pacific  Steam- 
ship Company.9  Employees  of  the  Southern 
Pacific  in  Texas  and  Louisiana  were  re- 
quired to  be  members  of  the  Southern 
Pacific  Hospital  Association.  The  associa- 
tion was  administered  by  a board  of  man- 
agers, composed  of  both  managerial  and 
employee  personnel,  who  were  elected 
once  every  two  years  by  the  membership. 

A May  1973  letter  from  J.  R.  Gandy,  MD, 
stated  that  the  association  maintained  the 
Southern  Pacific  Hospital  in  Houston, 
where  all  elective  surgery  and  medical 
workups  were  performed. 

Local  physicians  and  surgeons  were 
given  passes  over  all  Southern  Pacific  lines, 
as  well  as  certain  foreign  systems,  depend- 
ing on  the  requirements  of  the  railroad. 
Compensation  for  such  services  was  deter- 
mined on  an  individual  basis  in  each  com- 
munity. The  physicians  at  Galveston  were 
the  late  Dr  William  B.  Fisher  and  Drs  John 
R.  Delaney,  Edward  Thompson,  Jr,  and 
Alberto.  Singleton,  Jr,  who  treated  emer- 


gency problems  such  as  acute  injuries  or 
illnesses,  occurring  either  on  oroff  duty. 
The  Hospital  Association  paid  the  bills  for 
any  hospitalization,  and  drugs  required  for 
treatment  were  furnished  by  the  group  at 
no  cost  to  the  patient,  Dr  Gandy  recalled. 

Even  with  such  medical  benefits  and 
elaborate  safety  campaigns,  carelessness 
continued  to  plague  the  railroad,  some- 
times resulting  in  fatal  accidents.  The  edi- 
tor of  the  Southern  Pacific  Bulletin  in  1936 
mused,  “. . . if  every  Southern  Pacific  em- 
ployee will  cultivate  a habit  of  self-examina- 
tion and  conscientiously  apply  himself  to 
the  avoidance  of  potential  accidents  ...  it 
is  safe  to  predict  there  will  be  a decrease 
in  both  reportable  and  non-reportable 
casualties  on  these  lines. 

Employees  of  the  Galveston  Wharves 
Terminal  Railway,  operated  by  the  Port  of 
Galveston,  became  participants  in  a com- 
pany hospital  plan  established  in  1916  by 
the  then  privately-owned  Galveston  Wharf 
Company.  Although  records  relatingto  the 
rules  and  regulations  of  the  original  fund 
have  been  destroyed,  contributions  were 
collected  through  payroll  deductions.  By 
June  1944,  after  the  Wharf  Company  had 
been  purchased  by  the  City  of  Galveston, 
the  plan  continued  to  operate  under  its 
original  guidelines.  A minimum  of  $1  per 
month  was  deducted  from  the  earnings  of 
all  officers  and  employees  of  the  company 
who  had  earned  more  than  three  days’  pay, 
except  laborers  on  weekly  payrolls  who 
were  assessed  $.25  per  week.  T reatment 
was  provided  at  St  Mary’s  Infirmary  by  the 
chief  surgeon.  Dr  E.  S.  McLarty,  Sr.  Other 
clinics  or  hospitals  could  be  used  on  an 
emergency  basis,  but  only  with  the  approv- 
al of  Dr.  McLarty  orthe  Port  General 
Manager.^  ‘p 

In  1948  the  amount  assessed  was  in- 
creased to  $3  per  month  and  $.75  for 
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weekly  laborers,  after  it  was  learned  that 
the  fund  had  operated  at  a net  loss  of 
$4,482  from  April  1 to  Sept  30, 1948.  On 
Jan  1,  1972,  the  arrangement  was  discon- 
tinued and  the  Galveston  Wharves  Employ- 
ees Hospital  Association,  an  organization 
completely  independent  from  port  manage- 
ment, became  effective.  Supervised  by  a 
board  of  directors  consisting  of  Port  of 
Galveston  employees,  the  group  continues 
to  offer  complete  medical  services  and 
pays  all  expenses  except  those  for  eye  ex- 
aminations. Prescriptions  are  issued  by 
the  chief  surgeon  and  filled  at  a designated 
drug  store  at  no  cost  to  the  patient. 

The  Galveston  Terminal  Company  was 
chartered  in  1905  to  acquire,  build,  and 
operate  freight  facilities  at  Galveston  for 
the  Chicago,  Burlington  & Quincy,  the  Chi- 
cago, Rock  Island  & Gulf  (Pacific),  the  St 
Louis  & San  Francisco  (Frisco),  and  the 
Trinity  & Brazos  Valley  Railroads.  Under 
this  arrangement  the  firm,  as  strictly  a 
switching  railroad,  constructed  a depot 
and  some  15  miles  of  trackalongthe Gal- 
veston waterfront.^  p Employees  of 
the  terminal  company  were  required  to  pay 
monthly  dues  to  the  Burlington-Rock  Island 
Hospital  Association,  under  which  all  medi- 
cal expenses  were  paid.  Hospital  services, 
supervised  by  a company-appointed  physi- 
cian, were  available  through  local  clinics 
and  hospitals,  as  related  by  P.  A.  Gavrono- 
vic  in  an  interview  in  October  1973. 

The  most  unique  “railroad”  connecting 
Galveston  and  Houston  was  a 50.5-mile 
electric  interurban  constructed  in  1911 
by  the  Stone  and  Webster  Engineering  Cor- 
poration of  Boston. 12  standard  railway 
rules  and  regulations  were  modified  to  suit 
interurban  operation,  and  motormen  and 
conductors  were  carefully  selected  and 
trained  fortheir  jobs.  Trainmen  were  not 
permitted  to  smoke  or  drink  on  the  job,  and 


gambling,  while  not  necessarily  a safety 
hazard,  was  prohibited  on  all  company 
property.  Medical  services  were  available 
through  physicians  in  both  Houston  and 
Galveston.  In  an  October  1973  interview, 

R.  E.  Bowen  recalled  that  the  line  was 
abandoned  in  1936,  with  workers  trans- 
ferred to  Stone  and  Webster  bus  opera- 
tions in  the  two  cities. 

Galveston,  as  a terminus  for  several  rail- 
roads, involved  itself  heavily  in  health  care 
and  the  legacies  of  railway  medicine.  It  is  a 
heritage  Galveston  continues  as  the  nation 
nears  the  climax  of  its  bicentennial  year. 
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Dr.  Isaac  M.  Cline  (1861-1955): 
meteorologist,  physician 

Frederick  Sargent  II,  MD 


When  Isaac  Monroe  Cline  came  to  Texas  in 
1885,  a few  physicians  were  writing  about 
weather  and  disease  but  the  Texas  Medical 
Association  had  abandoned  serious  inter- 
est in  the  subject.  Its  Committee  on  Clima- 
tology and  Epidemics,  organized  in  1869, 
had  ceased  to  function  in  1879.  Cline,  a 
physician  and  a meteorologist  with  the 
Army  Signal  Corps,  was  destined  to  be- 
come director  of  the  Texas  Section  of  the 
US  Weather  Service  and  a lecturer  in 
medical  climatology  at  The  University  of 
Texas  Medical  Branch.  His  medical  meteo- 
rological studies  there  demonstrated  that 
the  mortality  from  a particular  disease 
waxed  and  waned  according  to  a particu- 
lar pattern  of  weather  changes.  It  is  the 
story  of  this  original  contribution  that 
shall  be  our  focus.* 

Medical  Meteorology  in  Texas 

During  the  colonial  period  there  was  in 
America  a lively  interest  in  medical  meteo- 
rology among  physicians  and  laymen. ^ 
Such  names  as  John  Lining,  Lionel  Chal- 
mers, Hugh  Williamson,  William  Currie, 
Benjamin  Rush  and  Noah  Webster  come 
readily  to  mind.  It  was  the  remarkable  lay- 
man Noah  Webster  who  dreamed  the 
dream  of  worldwide  meteorological  and 
vital  data  conceived  in  the  17th  century  by 
the  Englishmen  Boyle,  Locke  and  Wren. 
Deriving  from  such  a vigorous  tradition 
as  set  by  these  men,  it  is  not  surprising 
that  early  Texas  physicians  should  be  con- 
cerned with  weather  and  disease.  The 
tools  were  now  in  hand  to  measure  the  at- 
mosphere, gauge  physiological  processes. 


* The  perspective  and  the  interpretation  of  the 
history  of  medical  meteorology  presented  in 
this  article  about  Dr  Cline  derive  from  material 
collected  by  the  author  for  a book,  Hippocratic 
Heritage,  now  in  preparation. 


and  count  illness  and  disease.  Although 
still  imperfect,  the  methods  were  suffi- 
ciently accurate  to  test  the  old  idea  that 
weather  influenced  human  illness. 

That  there  was,  initially  at  least,  a keen 
interest  in  the  relation  between  weather 
and  disease  was  demonstrated  when  the 
Texas  Medical  Association  was  reorgan- 
ized in  1869.  Then  the  first  committees 
were  established  and  the  association  be- 
gan to  address  the  problems  of  etiology, 
treatment,  and  prevention  of  disease.  Of 
the  two  committees  dealing  with  scientific 
matters,  one  was  the  Committee  on  Clima- 
tology and  Epidemics.  Although  we  cannot 
be  certain  what  duties  had  been  assigned 
because  no  charges  were  ever  published, 
in  retrospect  it  appeared  that  medical 
meteorological  intelligence  was  at  least 
one  of  its  tasks.  Many  distinguished  Texas 
physicians  served  with  this  committee:  G. 
Cupples,  T.  J.  Heard,  W.  D.  Kelly,  J.  H. 
Sears,  R.  M.  Swearingen,  and  D.  R.  Wal- 
lace became  presidents  of  the  Association. 

From  the  start  the  members  of  the 
committee  sought  the  assistance  of  their 
colleagues  in  collecting  observations  on 
weather  and  disease,  and  they  repeated 
this  plea  on  several  occasions  forthe  next 
ten  years.  At  first  their  success  was  not 
great,2  and  in  1875  the  chairman  recom- 
mended that  every  county  organize  a med- 
ical society  and  that  each  society  charge  a 
sanitary  committee  with  the  responsibility 
for  systematically  collecting  meteorologi- 
cal data  and  accounts  of  epidemic  dis- 
eases.3  Brief  reports  from  a number  of 
counties  were  published  in  the  TMA  trans- 
actions in  1875  and  1876,  and  meteoro- 
logical tables  which  had  begun  to  appear 
in  1871  without  comment  or  interpreta- 
tion continued.  Chairman  E.  Palmer,  in 
1877,  concluded  that  "application  of  sani- 
tary laws”  could  enable  man  “to  modify  and 
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govern  a climate”  and  thus  control  or  mod- 
erate the  effects  of  epidemics.^  J.  R.  Rob- 
ertson, one  of  the  members,  stressed  the 
value  of  climatic  treatment  of  disease.® 

This  point  was  reasonable,  for  at  this  peri- 
od medical  climatology  was  a thriving  spe- 
cialty and  there  were  available  numerous 
treatises,  handbooks,  and  monographs  on 
the  subject.  Among  the  more  notable  from 
American  presses  were  Dunglison’s  Ele- 
ments of  Hygiene,^  Drake’s  A Systematic 
Treatise,  Historical,  Etiological,  and  Practi- 
cal, on  the  Principal  Diseases  of  the  Interior 
Valley  of  North  America,"^ and  Dist  urn  ell’s 
Influence  of  Climate  in  North  and  South 
America.^ 

Palmer’s  paper,  however,  signaled  a 
change  in  viewpoint,  the  seeds  of  which 
may  have  been  laid  a year  earlier  in  Pope’s 
“Report  on  the  Science  and  Progress  of 
Medicine. ’’1®  In  this  report.  Pope  empha- 
sized that  “The  theory  of  contagium  virum 
as  the  cause  of  acute  Infectious  Diseases  is 
constantly  gaining  favor.’’  He  urged  that  in 
order  to  unravel  the  nature  of  epidemic 
disease  and  develop  quarantine  and  sani- 
tary laws  to  control  and  prevent  it,  one 
should  carefully  observe  in  every  locality 
the  waxing,  spreading,  and  waning  of  epi- 
demics. Bibb’s  essay,  “Preventive  Medi- 
cine,’’ revealed  a similar  trend  of  the 
thinking  the  next  year.“  Bibb  proposed  that 
preventive  medicine  concern  itself  with 
the  causes  of  disease  and  preservation  of 
health  “by  rendering  harmless  these 
causes.”  Although  sanitary  legislation  was 
useful,  health  education  was  the  most  im- 
portant strategy  of  preventive  medicine. 
Conspicuous  by  its  absence  was  any  refer- 
ence to  medical  meteorology  by  either 
Pope  or  Bibb. 

In  1877  the  association  made  changes 
in  the  constitution  and  by-laws. rec- 
ord is  not  clear  about  just  what  these 


changes  were,  but  I suggest  they  involved 
moving  in  directions  reflected  in  the  pa- 
pers by  Palmer,  Pope  and  Bibb.  Thus,  we 
find  that  in  his  report  of  1878,  Chairman 
J.  H.  Sears  called  for  enactment  of  sani- 
tary laws  and  advocated  draining  swamps 
and  other  bodies  of  stagnant  water.^^  iviost 
notably,  however.  Sears  apologized  for 
the  paucity  of  medical  meteorological  in- 
telligence. It  was  simply  a task  greater 
than  his  five-man  committee  could  accom- 
plish. As  a consequence,  in  that  year  the 
association  enlarged  the  Committee  on  Cli- 
matology and  Epidemics  to  assure  surveil- 
lance of  all  parts  of  the  state.  T.  D.  Wooten 
was  appointed  chairman  and  24  members 
were  named,  each  representing  a differ- 
ent “judicial  district.”^^ 

This  expanded  committee  made  “no  re- 
port” in  1879.1®  In  fact,  the  transactions 
of  this  year  contained  the  last  reference 
to  the  Committee  on  Climatology  and  Epi- 
demics, and  reported  the  creation  of  a 
Committee  on  State  Medicine  and  Public 
Health.  If  the  changes  planned  in  1877 
were  to  be  implemented  in  1879,  why  did 
the  association  appoint  such  a large  com- 
mittee in  1878  only  to  abandon  it  in  1879? 
The  record  is  mute,  but  I surmise  that 
there  was  dissatisfaction  with  its  activities 
and  a swing  of  interest  from  medical  mete- 
orology to  sanitation,  public  health,  and 
preventive  medicine  based  on  the  theory 
of  specific  contagion  as  the  cause  of  epi- 
demic disease. 

In  this  early  period  of  Texas’  history 
there  were  two  physicians  who  published 
notable  papers  on  medical  meteorological 
matters.  Ashbel  Smith,  long  a student  of 
yellow  fever,  wrote  “An  Account  of  the  Yel- 
low Fever  Which  Appeared  in  the  City  of 
Galveston,  Republic  of  Texas,  in  the  Au- 
tumn of  1839,  with  Cases  and  Dissec- 
tions.”!® While  contending  that  the  disease 


TEXAS  MEDICINE 


was  not  communicable  between  persons, 
Smith  believed  that  it  arose  from  expo- 
sure to  an  infected  district.  Among  the 
features  of  such  a district  were  “dense 
population,  unacclimated  people,  and 
proximity  to  stagnant  water.”  He  also  list- 
ed general  causes — “ardent  sun,  a pre- 
valence of  northerly  winds,  and  a highly 
electrical  condition  of  the  atmosphere” — 
as  being  contributory.  T.  J.  Heard,  a stu- 
dent of  epidemic  disease,  became  profes- 
sor of  theory  and  practice  of  medicine  at 
Galveston  Medical  College  in  1868.  In  that 
year  he  published  “Report  on  Medical  Top- 
ography, Meteorology,  and  Epidemic  Dis- 
eases of  Texas. ”1"  This  report,  devoted 
principally  to  a discussion  of  yellow  fever 
in  Galveston,  contained  geographical, 
meteorological  and  vital  data  as  well  as  a 
survey  of  diseases  prevalent  in  Texas  be- 
tween 1840  and  1850.  Heard’s  ideas  of 
etiology  were  consistent  with  those  of  the 
times — putrid  atmospheric  constitution, 
unseasonable  weather,  and  miasma. 

Two  other  publications  should  be  men- 
tioned in  passing,  for  one  dealt  with  the 
presumed  debilitating  effects  of  resi- 
dence in  hot  climates  and  the  other  pro- 
vided an  early  observation  about  the  ef- 
fects on  health  of  a wind  we  now  call  the 
“blue  norther.”  After  six  years  of  duty  in 
the  Army  Medical  Corps  “under  the  poi- 
sonous influence  of  malaria  in  the  swamps 
of  Louisiana  and  the  exhausting  heats  of 
the  lower  Rio  Grande”  (Ringgold  Bar- 
racks), Harveyi®  concluded  from  Fort 
Preble  that  northern  natives  were  incapa- 
ble of  adapting  to  a hot  climate.  Harvey 
spoke  in  the  spirit  of  the  time  and,  even 
though  Jousset^*^  concluded  otherwise,  it 
was  not  until  the  20th  century  that  medical 
scientists  had  sorted  out  from  the  effects 
of  heat  those  of  tropical  diseases. 

Stout  reported  on  climatic  influences  in 


northwestern  Texas. His  paper  directed 
“attention  to  those  climatic  conditions  and 
those  modes  of  living  which,  violating  the 
laws  of  hygiene,  often  provoked  diseas- 
es.”22  (p  110)  Qpe  observation,  incriminated 
abrupt  weather  change,  for  instance,  sud- 
den shifts  from  northerly  to  southerly 
winds,  as  cause  of  disease.  The  norther 
was  held  responsible  for  the  death  of 
Stephen  F.  Austin. (01)202-29.3)  indeed,  its 
reputation  for  provoking  illness  persists 
down  to  the  present,  for  in  one  Texas  city 
“admitting  personnel . . . have  learned  to 
provide  additional  beds  for  expected  ‘cor- 
onaries' whenever  the  local  weather  bu- 
reau forecasts  a blue  norther.”-'^ 

Texas  physicians  were  certainly  famil- 
iar with  medical  meteorology.  The  raw 
material  for  discovery  was  in  hand.  There 
were  meteorological  observations,  many 
of  them  actually  made  by  physicians,  and 
data  on  morbidity  and  mortality.  Although 
some  physicians  were  already  perceptive- 
ly linkingweatherand  disease,  the  Com- 
mittee on  Climatology  and  Epidemics 
failed  to  kindle  wide  interest  in  the  rela- 
tion of  man’s  health  to  his  air  environment 
and  the  official  viewpoint  swung  from  med- 
ical meteorology  to  specific  contagion. 

Isaac  Monroe  Cline 

Without  apparently  ever  realizing  it,  Cline 
followed  the  advice  of  Hippocrates:  He 
studied  meteorology  before  he  trained  for 
medicine.  This  man  was  born  near  Madi- 
sonville,  Tenn,  on  Oct  13,  1861.  His  early 
education  was  in  local  public  schools.  At 
16,  Cline  entered  Hiwassee  College  and 
majored  in  meteorology  and  civil  engi- 
neering. After  graduating  in  1882,  he 
was  appointed  to  the  weather  training 
program  of  the  Air  Signal  Corps  at  Ft 
Myer,  Virginia.  Upon  completing  this  pro- 
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gram  he  became  an  assistant  weather  ob- 
server at  Little  Rock,  Ark.  What  prompted 
his  curiosity  about  weather  and  disease  is 
not  known,  but  while  in  Little  Rock  he  de- 
termined to  study  the  relation  between 
medicine  and  meteorology.  Having  made 
this  decision  he  attended,  when  not  on 
duty,  the  University  of  Arkansas  and 
earned  the  MD  degree  in  1885.  In  this 
same  year  Hiwassee  College  granted  him 
the  AM  degree. 

Now  a meteorologist-physician,  Cline 
was  given  the  responsibility  of  building  a 
First  Order  Weather  Station  at  Abilene, 
Tex,  in  the  fall  of  1885.  It  was  there  that  he 
met  Cora  May  Bellew,  whom  he  married 
in  1887.  In  1889,  when  the  Texas  Legisla- 
ture failed  to  create  a Texas  Weather  Ser- 
vice, the  Signal  Corps  established  a Texas 
Section  of  the  US  Weather  Service  with 
headquarters  in  Galveston.  Cline  was  ap- 
pointed director  and  moved  there  in 
1889.  He  continued  in  this  capacity  after 
1891  when  the  US  Weather  Service  was 
transferred  to  the  US  Department  of  Ag- 
riculture. 

It  was  in  Galveston  that  Cline  began 
serious  medical-meteorological  investiga- 
tions. Between  1896  and  1901,  when  he 
was  transferred  to  New  Orleans,  he  was 
lecturer  in  medical  climatology  at  The 
University  of  Texas  Medical  Branch.  His 
research  focused  on  how  weather  chang- 
es affected  persons  suffering  from  a vari- 
ety of  diseases.  When  writing  his  autobiog- 
raphy some  years  later  he  observed,  “ . . . 
so  far  as  I know  no  other  medical  college 
had  taken  up  the  study  of  Medical  Clima- 
tology.”-^ Apparently  he  was  hard  at 
work  on  a book  about  weather  and  health 
growing  out  of  his  lectures,  for  he  noted 
“My  course  of  instruction  was  ready  for 
publication  in  book  form  when  it  was 
washed  away  in  the  hurricane  of 


1900. He  published  only  three  pa- 
pers on  medical  meteorology — and  they 
seem  to  be  little  known;  two  dealt  with 
seasonal  changes  in  mortality,  effects  of 
temperature  change  on  mortality,  and  a 
pathological  classification  of  the  US  clim- 
ate, and  one  dealt  with  effects  of  cli- 
matic and  weather  changes  on  the  func- 
tions of  the  skin.-* 

He  joined  the  Texas  Medical  Association 
in  1898  and  continued  his  membership 
until  1903.  Between  1898  and  1901  he 
was  the  chairman  and  only  member  of  a 
Committee  on  Texas  Climatology.  The 
transactions  make  no  mention  of  any  activ- 
ities of  this  one-man  committee. 

In  his  spare  time  he  matriculated  at  Add 
Ran  (now  Texas  Christian)  University 
where  he  studied  philosophy  and  sociology 
under  Dr  J.  W.  Lowber,  president.  In 
1896  he  was  awarded  the  PhD  degree. 

The  Galveston  hurricane  of  Sept  8, 
1900,  which  he  accurately  forecasted, 
changed  his  life.  He  survived  the  storm, 
but  his  wife  was  drowned.  He  saved  the 
lives  of  his  brother  and  of  his  three  daugh- 
ters. This  storm  aroused  a deep  interest 
in  tropical  cyclones  and  he  dropped  the 
study  of  medical  climatology  to  devote  his 
full  attention  to  them.  He  concluded  that 
even  though  very  few  doctors  were 
equipped  to  undertake  medical  meteoro- 
logical research,  he  could  be  of  greater 
service  to  his  fellow  men  by  studying  and 
forecasting  tropical  cycles.-'*  'pp  lo^-ioi) 

This  indictment  of  medical  meteorology 
was  hardly  justified,  for  important  works 
were  continuingto  appear.  The  English 
translation  of  the  three  volumes  of  A. 
Hirsch’s  Handbook  of  Geographical  and 
Historical  Pathology  was  available,^'’  H. 
Weber  was  writing  about  treatment  of 
disease  by  climate  in  Von  Ziemssen’s 
Handbook  of  General  Therapeutics,^^  and  E. 
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1.  Isaac  Monroe  Cline,  chief  of  the  Gulf  Coast  Forecast  Center,  New  Orleans.  (Photo- 
graph provided  through  courtesy  of  National  Oceanic  and  A tmospheric  Administration.) 


Volume  72,  December,  1976 


Dr.  Cline,  climatologist 


Solly  had  published  the  first  definitive 
Medical  Climatology.^'^  The  American  Cli- 
matological and  Clinical  Association  was 
founded  in  1884,  and  its  transactions 
were  published  annually. most  im- 
portantly, and  rivaling  Cline’s  own  medi- 
cal meteorological  investigations,  was 
S.  W.  Mitchell’s  classic  study  of  the  weath- 
er sensitivity  in  a patient  with  traumatic 
neuralgia. There  were  even  papers  from 
the  pens  of  Texas  physicians — Beall, 
Walker  and  Capps, 3*  Knox,35  Littlejohn, 3g 
and  Tate33 — on  these  matters. 

In  1901  Cline  was  transferred  to  New 
Orleans,  La,  where  he  became  chief  of  the 
Gulf  Coast  Forecast  Center.  There  he  did 
outstanding  work  in  forecasting  floods, 
tropical  storms,  and  hurricanes  (Fig  1). 

His  book.  Tropical  Cyclones,  was  published 
by  The  Macmillan  Co  in  1926.  Tu lane  Uni- 
versity, in  1934,  awarded  him  a DSc  de- 
gree, and  he  was  president  of  the  Ameri- 
can Meteorological  Society  in  1934-1935. 
In  December  1935,  he  retired  from  the 
US  Weather  Service  after  53  V2  years.  Af- 
ter retirement  from  the  US  Weather  Ser- 
vice, he  devoted  himself  to  antiques  and 
for  many  years  operated  “The  Art  House 
— Dr.  Cline’’  in  the  French  Quarter  of  New 
Orleans.  He  died  Aug  5,  1955,  at  the  age  of 
94  years. 

Cline  on  Weather  and  Health 

In  1894-1895  Cline  made  two  fundamental 
contributions  to  medical  meteorology. 

He  was  the  first  medical  scientist  to  dem- 
onstrate numericallyt  and  graphically 
that  disease  was  meteorotropic.  Based  on 
his  interpretation  of  this  finding,  he  pre- 


t One  cannot  say  ‘‘statistically”  here  for  the 
appropriate  statistical  tests  had  not  yet  been 
developed. 


pared  a map  of  the  pathological  climates 
of  the  United  States.  Even  though  his  dem- 
onstration of  meteorotropy  marked  a 
turning  point  in  the  history  of  medical  me- 
teorology, his  publications  were  little 
known.  For  example,  Cline’s  work  was  un- 
recognized in  de  Rudder’s  Wetter  and 
Jahreszeit  als  Krankheitfaktoren^^  or  his 
Grundriss  einer  Meteorobiologie  des  Men- 
schen,^^  two  editions  of  a basic  text  in  med- 
ical meteorology.  To  be  sure,  knowledge  of 
the  influence  of  weather  and  season  on 
disease  was  well  known  even  to  physicians 
of  antiquity.  They  did  not  measure  and 
count.  One  man  seems  to  have  come  close 
to  anticipating  Cline.  In  1885  Weber 
wrote,  “A  mere  glance  at  the  health  and 
mortality  statistics  for  different  seasons, 
and  under  different  weather  conditions, 
shows  the  influence  of  different  climatic 
factors  on  the  state  of  health  of  the  popu- 
lation, and  the  different  seasons  repre- 
sent to  a certain  extent  different  clim- 
ates.’’3°  'p^>  Weber  noted  that  different 
combinations  of  temperature  influenced 
prevalence  of  different  diseases.  Thus, 
for  example,  rheumatic  afflictions  and 
respiratory  diseases  prevail  when  the 
weather  is  moderately  cool,  humid,  and 
changeable,  and  when  the  weather  is  cold 
and  dry  apoplexy  becomes  more  frequent 
among  the  aged.  An  examination  of  Web- 
er’s papers  suggests  that  all  he  ever  did 
was  merely  “glance  at  the  statistics.’’  He 
seemed  never  to  have  taken  the  step  Cline 
did. 

How  did  Cline  proceed  to  demonstrate 
meteorotropy?  He  set  out  to  study  how 
daily  temperature  changes  affected  the 
mortality  from  such  conditions  as  con- 
sumption, pneumonia,  malaria  fever,  ty- 
phoid fever,  diphtheria,  diarrhea,  diseas- 
es of  the  kidney,  nervous  diseases,  dis- 
eases of  the  circulatory  system,  and  dis- 
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eases  of  the  blood.  His  data  on  mortality 
derived  from  Galveston  for  a 20-year  pe- 
riod, from  St  Louis  5 years,  and  “from 
Houston  and  other  places  in  Texas”  a few 
years.  The  daily  deaths  from  each  of  these 
ten  conditions  were  arranged  into  five 
groups:  days  with  stationary  air  tempera- 
ture (less  than  4°  change  or  mean  tem- 
perature within  4°  of  normal),  days  with 
a decided  rise  or  fall  (change  of  more  than 
4°),  and  days  with  abnormally  high  or  low 
air  temperature  (mean  daily  temperature 
at  least  8°  above  normal  or  daily  excess 
or  deficit  of  5°  or  more  for  four  or  more 
consecutive  days).  He  then  expressed  the 
mortality  for  each  of  the  four  groups 
where  the  temperature  had  changed  de- 
cidedly or  had  been  abnormal  as  a per 
cent  of  the  mortality  when  the  tempera- 
ture had  been  stationary.  Because  large 
populations  were  involved,  he  assumed 


that  mortality  bore  a constant  proportion 
to  the  cases  of  illness  from  a particular 
disease.  Thus,  he  was  able  to  make  “very 
accurate  studies”  of  the  meteorological 
conditions  “favorable  to  the  course  of  the 
disease”  from  illness  to  death. 

The  results  of  Cline’s  calculations  are 
displayed  in  Fig  2.  It  is  at  once  evident  that 
the  pattern  of  response  of  mortality  to 
temperature  change  is  different  for  each 
of  the  ten  conditions.  For  example,  deaths 
from  pneumonia  are  equally  elevated 
when  the  temperature  is  low  or  changing 
up  or  down,  and  lowest  when  the  tempera- 
ture is  high.  Diarrhea  decreases  when  the 
temperature  falls  and  increases  when  the 
temperature  rises.  The  diseases  of  the 
kidney  are  equally  low  when  there  are 
warm  days  and  days  with  rising  tempera- 
tures, but  the  mortality  is  maximal  when 
there  is  a decided  fall  in  temperature. 


2.  Cline’s  meteorotropisms.^'^  <p  >08)  {Published  with  permission  of  Texas  Medical  Asso- 
ciation and  American  Meteorological  Association.) 
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The  mortality  from  diseases  of  the  circu- 
latory system  are  minimal  when  the  weath- 
er is  unusually  cold  and  greatest  when 
there  are  decided  rises  of  temperature. 

These  meteorotropisms  are  most  in- 
triguing and  many  have  been  confirmed 
by  modern  statistical  analysis.  As  they 
stand  as  of  1894  they  are  difficult  to  evalu- 
ate because  Cline  provides  us  with  little  in- 
formation on  the  frequency  of  the  differ- 
ent types  of  temperature  change  and  no 
information  about  the  variance  in  the 


mortality  from  the  ten  conditions.  Thus, 
while  change  of  100%  or  more  may  well  be 
statistically  significant,  a change  of  50% 
or  less  may  not.  We  cannot  fault  Cline  on 
this  matter,  forthe  appropriate  tools  were 
not  available. 

Drawing  inferences  from  this  study  and 
from  his  knowledge  of  the  regional  clima- 
tology of  the  United  States,  Cline  then  pre- 
pared a map  showing  the  pathological  dis- 
tribution of  climate.  Fig3  is  Cline’s  map 
redrawn  and  annotated  with  the  diseases 


3.  Cline’s  pathological  distribution  of  climate  in  the  United  States.  Redrawn  and  modified 
from  /.  M.  Cline.^'^  (Published  with  permission  of  Texas  Medical  Association  and  Ameri- 
can Meteorological  Association.) 
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I LOW,  DAMP,  WARM 

Exhilirating,  low 
mortality.  Aggrevates 
renal,  hepatic,  skin 
disease  Praphylactic 
for  gastric , bowel  dis- 
orders, rheumatism, 
tuberculosis,  general 
debility. 


2.  LOW,  DAMP,  COLD 

Highest  mortality  from 
respiratory,  circulatory, 
nervous, renal  diseases, 
typhoid  fever,  diphtheria, 
diarreal  disease,  mal- 
adies of  old  age 


3.  HIGH,  DRY 

Prophylactic  for  res- 
piratory, renal,  rheum- 
atic ailments,  aggre- 
vates nervous  and 
cardiavascular 
conditions. 


4.  INTERMEDIATE 
(Between  18  2) 
Malarial  diseases 

5.  INTERMEDIATE 
(Between  I 8 3) 

6.  INTERMEDIATE 
( Between  2 8 3) 
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he  considered  to  be  peculiar  to  each  re- 
gion. This  distribution  of  diseases,  Cline 
stated-'  “agrees  with  the  distribu- 
tion of  deaths  from  these  diseases  given 
in  the  United  States  Census  reports.”  Al- 
though not  the  first  attempt  at  medical 
cartography, Cline's  map  is  the  earliest 
that  I have  located  for  the  United  States. 
This  map  is  reminiscent  of  Petersen’s 
more  recent  demonstration  of  the  geo- 
graphical distribution  of  disease  in  the 
US. Petersen  sees  in  that  distribution 
the  “footprint  of  .(^sculapius.”  The  three 
foci  of  high  mortality  are  the  northwest 
(the  heel),  the  north  central  (the  ball),  and 
the  northeast  (the  toes). 

Epilogue 

In  the  years  since  Cline's  investigations, 
medical  meteorology  has  moved  in  two 
principal  directions:  statistical  and  ex- 
perimental. Cline’s  work  actually  marked 
the  beginnings  of  statistical  medical  mete- 
orology. In  time  the  reliability  of  vital  data 
improved  and  information  became  avail- 
able on  more  precisely  diagnosed  causes 
of  death  as  well  as  various  illnesses.  Con- 
currently the  sophistication  of  measuring 
weather  not  only  at  the  ground  level  but  up 
through  the  troposphere  increased. 

Medical  scientists  then  moved  from  cor- 
relating single  weather  factors  with  vital 
data  to  weather  types  based  on  knowledge 
of  meteorological  processes  going  on  up 
through  the  atmosphere.  Meteorotropic 
indices  were  calculated  and  short-term 
medical  meteorological  forecasts  made. 

On  the  basis  of  statistical  studies,  the  Ger- 
man Weather  Service,  for  example,  now 
issues  daily  advisory  forecasts  to  practic- 
ing physicians. 

On  the  experimental  side,  chambers 
have  been  constructed  in  which  various 


meteorological  factors  can  be  maintained 
at  desired  levels  or  varied  to  simulate 
weather  phenomena.  Exposure  of  human 
volunteers  to  these  controlled  conditions 
has  advanced  understanding  of  thermo- 
regulation, acclimatization,  and  other 
physiological  functions.  The  incidence  of 
most  of  the  heat  diseases  (for  example, 
miliaria,  heat  cramps,  and  heat  exhaus- 
tion) has  been  reproduced  experimental- 
ly.Such  understanding  has  led  to  an  ap- 
preciable reduction  in  heat-generated  ill- 
ness among  industrial  workers,  military 
personnel,  and  athletes. Exposure  of  pa- 
tients with  heart  disease  to  a hot  atmos- 
phere has  increased  knowledge  of  the  dy- 
namics of  heart  failure. The  weather 
sensitivity  of  the  arthritic  to  an  approach- 
ing storm  has  been  confirmed  in  the  cli- 
matic chamber. 

Cline  did  not  anticipate  these  advances, 
but  his  work,  particularly  in  retrospect, 
was  a major  milestone  along  the  long  road 
from  observation  to  measurement  and 
finally  to  experimental  confirmation.  He 
drew  on  data  and  employed  tools  no  more 
sophisticated  than  those  available  to  the 
members  of  the  Committee  on  Climatology 
and  Epidemics,  yet  alone  he  accomplished 
in  a year  or  so  what  even  a 24-man  com- 
mittee had  been  unable  to  tackle.  Insofar 
as  this  committee  was  concerned,  per- 
haps he  was  correct  when  he  observed, 
“Very  few  members  of  the  medical  profes- 
sion are  equipped  to  carry  forward  re- 
searches of  this  nature.”  However,  in  re- 
lation to  physicians  generally  he  was 
wrong.  Cline,  as  we  pointed  out  earlier, 
was  surprisingly  unaware  of  the  extent  of 
literature  on  medical  meteorology.  What- 
ever his  criteria  for  “research  of  this 
nature”  may  have  been,  earlierworkers 
had  made  important  observations.  Anoth- 
er significant  fact  that  Cline  overlooked 
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was  that  the  Army  Medical  Department 
was  responsible  for  founding  the  first  or- 
ganized weather  service  in  the  United 
States.^® 

The  response  of  the  medical  profession 
to  these  developments  has,  however,  been 
conservative.  Medicine,  so  long  and  so  in- 
tensively concerned  with  the  biochemical, 
physiological,  and  microbial  causes  of  dis- 
ease, may  once  again  rediscover  the  pa- 
tient and  his  environment.  To  be  sure,  one 
cannot  gainsay  the  advances  that  view- 
point has  made  possible.  Nevertheless,  the 
key  problem  for  medicine  is  not  the  dis- 
ease, but  the  patient  who  is  inexorably 
bound  to  a complex,  ever-changing  envi- 
ronment which,  no  matter  how  much  we 
try  to  reduce  and  simplify,  cannot,  in  the 
last  analysis,  be  thus  realistically  con- 
ceived.®^ 
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mut Lansberg,  University  of  Maryland, 
who  had  known  I.  M.  Cline  as  a friend  and 
colleague,  reviewed  an  early  draft  of  the 
manuscript. 

A reference  list  will  be  provided  on  request  to 
Texas  Medicine,  1801  North  Lamar  Blvd, 

Austin,  TX  78701. 

Dr.  Sargent,  Professor  of  Human  Ecology, 
University  of  Texas  at  Houston,  School  of 
Public  Health,  PO  Box  20186,  Houston,  Texas 
77025. 
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If  you  take 

care  of 
your  people, 
they’ll  take  care 
of  you. 


It’s  simple  human  relations. 

To  keep  good  people  on  your 
staff — whether  you’re  just  starting 
a practice,  or  well  along  in  your 
career — you’ve  got  to  pay  them 
well.  Not  with  just  money,  but  with 
other  things,  like  health  insurance. 

And,  being  in  the  medical 
profession,  you  know  how 
important  it  is  to  provide  your 
people  with  the  best  coverage 
available. 

Blue  Cross  and  Blue  Shield 
coverage  will  assure  you  of  that. 

We  return  more  of  our  premiums  in 
claim  payments  to  policyholders 
than  most  other  major  insurance 
companies.  And  we  don’t  set 
maximum  dollar  limits  on  most 
hospital  services. 

You  might  get  group  health 
insurance  at  a lower  rate.  But  when 
you  think  of  how  much  your  people 
are  worth  to  you,  we  think  you’ll  find 


them  worth  every  nickel  that  Blue 
Cross  and  Blue  Shield  coverage 
costs. 

Do  you  think  enough 
of  your  people 
to  provide  the  best? 


Blue  Cross 

GROUP  HOSPITAL  SERVICE,  INC 

Blue  Shield 

GROUP  LIFE  & HEALTH  INSURANCE  COMPANY 

of  Texas 

Registered  Mark  Blue  Cross  Association 
® Registered  Service  Mark  of  the 

National  Association  of  Blue  Shield  Plans 
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Texas  physicians  and  their  spouses  are 
finding  time  to  enrich  their  communities 
and  their  profession.  Through  contributions 
to  scholarship  funds,  the  TMA  Physicians 
Benevolent  Fund,  public  health  education 
and  numerous  other  projects,  they  donate 
services,  dollars,  and  inspiration. 

Tarrant  County  Medical  Society,  its 
woman’s  auxiliary,  and  the  Fort  Worth  Aca- 
demy of  Medicine  have  initiated  Tel-Med  in 
the  Fort  Worth  area.  Tel-Med,  a free  tele- 
phone health  information  service,  offers  in- 
formation in  both  Spanish  and  English. 
Callers  may  select  one  of  the  200  three-to- 
five  minute  messages  to  be  played  by  the 
switchboard  operator,  who  is  a member  of 
the  Woman’s  Auxiliary  to  the  Tarrant  Coun- 
ty Medical  Society.  Tapes  cover  a myriad  of 
subjects,  includingcancer,  heart  disease, 
alcoholism,  child-rearing,  and  little  league 
elbow.  The  most  frequently  requested  tapes 
concern  birth  control,  venereal  disease,  and 
drugabuse. 

Tel-Med’s  first  year  of  operation  is  being 
financed  by  a $20,000  grant  from  the  Sid 
Richardson  Foundation  to  the  Fort  Worth 
Academy  of  Medicine.  Tarrant  County 
Woman’s  Auxiliary  will  help  finance  its  op- 
eration in  the  future. 

Mrs  Paul  W.  Mathews,  Jr,  Tel-Med  project 
directorforthe  Woman’s  Auxiliary,  said 
Tel-Med  was  developed  by  the  San  Bernar- 
dino County  (California)  Medical  Society  in 
1972.  “Tel-Med  is  now  in  operation  in  70 
cities  in  the  United  States,’’  she  said. 

Sept  24,  1976,  the  first  day  of  Tel-Med’s 
operation,  saw  approximately  100  callers 
per  hour.  During  the  first  16  days  of  opera- 
tion, Mrs  Mathews  said  10,777  tapes  were 
played. 

“The  anonymity  of  the  telephone  allows 
people  to  seek  out  information  on  subjects 
they  might  be  hesitant  to  discuss  with  their 
doctor  because  they’re  embarrassed  or  be- 
cause they  hate  to  take  up  his  time,’’  said 
James  W.  Short,  MD,  executive  officer  of 
the  Tarrant  County  Medical  Society. 


Editor’s  note:  Texas  physicians  and  their 
spouses  are  continuingthe  same  services 
to  their  colleagues  and  communities  as 
Hippocrates  expressed  in  h\sPrecepts, 
Chap.  1. 
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W.  V.  Bradshaw,  Jr,  MD,  president  of  the 
Tarrant  County  Medical  Society  and  Direc- 
tor of  the  Fort  Worth  Health  Department, 
hails  the  system  as  a valuable  tool  in  the 
area  of  preventive  medicine. 

“The  Tel-Med  program  offers  a unique  and 
valuable  health  educational  opportunity  for 
the  citizens  of  this  area,”  he  said. 

Among  the  most  widely  known  auxiliary 
projects  in  Texas  is  “Shotzy’s  Kingdom,”  a 
puppet  show  developed  by  the  Bexar  Coun- 
ty Auxiliary  to  educate  children  on  the  im- 
portance of  immunizations.  Shotzy  pre- 
miered in  1972,  when  the  play  headlined 
the  auxiliary’s  youth  safety  fair.  The  show 
won  a community  service  award  from  a 
local  newspaper,  was  cited  for  excellence 
by  the  Woman's  Conference  of  the  National 
Safety  Council,  and  contributed  to  the  auxil- 
iary’s winning  the  “Outstanding  Organiza- 
tion of  1972”  award  from  San  Antonio’s 
Council  of  Presidents. 

Amongthe  stage  hands  involved  in  the  pro- 
duction of  Shotzy  were  Everett  P.  Bratcher, 
MD,  who  donated  time  and  talent  to  build  a 
two-level,  seven-foot  portable  theatre  for 
the  production.  The  eleven  life-like  puppets 
were  skillfully  designed  and  made  by  auxil- 
iary members.  Auxiliary  members,  as  well 
as  physicians  and  their  children,  portray 
various  characters  in  the  play,  including 
Shotzy,  a dragon  who  thinks  he’s  a dog,  and 
his  master,  the  Prince.  Other  characters  are 
the  Dark  Monster  of  the  Forest;  Mary,  Mary 
Quite  Contrary;  Jack  Horner;  Humpty 
Dumpty  and  Old  KingCole. 

The  play  was  taped  fortelevision  showing 
and  used  extensively  in  the  San  Antonio 
Area  during  Immunization  Action  Month. 
Shotzy’s  fame  and  benefit  spread  even  fur- 
ther when  the  Honolulu  auxiliary  studied 
the  show,  in  hopes  of  using  him  as  a model 
for  a similar  project  in  Hawaii. 

The  Bexar  County  Medical  Society,  San  An- 
tonio, Bexar  County  and  the  San  Antonio 
Fire  Department  joined  forces  in  early  1972 
to  develop  Emergency  Medical  Services 
(EMS)  system  in  San  Antonio. 

EMS  is  not  limited  to  ambulance  service.  It 
also  includes  education  in  cardio-pulmon- 
ary  resuscitation,  the  Heimlick  maneuver, 
and  other  life  support  techniques. 

San  Antonio’s  EMS  recently  was  presented 


with  a citation  from  the  City  of  San  Antonio 
for  its  “superb  record  and  performance  in 
the  line  of  duty.”  Additionally,  the  Ameri- 
can Legion  has  honored  five  individual  EMS 
technicians,  who  are  members  of  the  Fire 
Department,  fortheir  performances  in  life 
saving  situations.  Also  among  their  awards 
are  more  than  300  letters  from  grateful  citi- 
zens. 

Still  another  tribute  to  San  Antonio’s  EMS 
system  is  the  fact  that  aftertouringthe 
United  States,  representatives  from  the 
Iranian  government  chose  the  San  Antonio 
system  as  a model  fortheir  pilot  program. 
San  Antonio  physicians  also  participate  in 
a local  radio  program,  “Morning  Maga- 
zine.” Since  August,  doctors  have  been 
regular  guests  on  a special  segment  of  the 
program  called  “Good  Morning,  Doctor,” 
which  is  broadcast  by  station  WOAI. 
Physicians  in  Smith  County  compile  and 
distribute  a health  services  directory  to  new 
residents  of  Tyler.  According  to  the  execu- 
tive secretary  to  the  County  Medical  So- 
ciety, “Several  groups  have  commended 
these,  but  the  Chamber  of  Commerce  has 
especially  found  it  useful.” 

The  booklet,  originally  printed  in  1974  and 
revised  this  year,  directs  newcomers  to  in- 
formation on  planned  parenthood.  Alco- 
holics Anonymous,  ambulance  service,  con- 
valescent homes,  hospitals,  emergency 
room  care,  pharmacies,  runaway  hot  lines 
and  several  voluntary  health  organizations. 
The  directory  also  offers  advice  on  how  to 
select  a doctor  for  your  family,  as  well  as  a 
summary  of  the  function  and  role  of  the 
county  medical  society. 

The  members  of  the  Tom  Green  Eight  Coun- 
ty Medical  Society  have  supported  a 
science  fair  at  Angelo  State  University  for 
more  than  five  years.  This  year  physicians 
made  donations  which  enabled  two  repre- 
sentatives to  attend  the  27th  International 
Science  and  Engineering  Fair  in  Denver. 
One  of  the  representatives  wrote  the  Socie- 
ty, “Within  our  school  the  interest  in  scien- 
tific research  has  greatly  expanded  ...  A 
science  fair  is  an  excellent  eachingtool, 
and  learning  experience  for  students.” 
“The  principal  objective  of  the  medical  pro- 
fession is  to  render  service  to  humanity 
with  full  respect  to  the  dignity  of  man.” 
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In  keeping  with  the  spirit  of  this  excerpt 
from  the  Principle  of  Medical  Ethics  of  the 
American  Medical  Association,  the  mem- 
bers of  the  Texas  Medical  Association  cre- 
ated the  Physicians  Benevolent  Fund.  For 
the  physician  who  is  unable  to  work,  or  for  a 
physician’s  widow  who  is  without  adequate 
means  of  support,  the  answer  may  be  the 
Physicians  Benevolent  Fund.  As  of  Novem- 
ber, 1976,  assistance  payments  were  being 
made  to  20  individuals  in  an  amount  of 
morethan  $5,000  per  month.  The  fund  in- 
cludes profits  of  many  county  auxiliary 
fund  raising  efforts. 

AsTMA  members  consider  the  future, 
scholarshipfunds  and  health  career  clubs 
are  a major  part  of  community  activities. 
The  TMA  Auxiliary  Committee  on  Health 
Careers  has  provided  $24,873  for  scholar- 
ships and  $1,788  for  loans,  as  well  as  more 
than  80  health  career  clubs  and  future 
nurses  clubs. 

The  TMA  Board  of  Trustees  oversees  sev- 
eral scholarships  includingthe  DrS.  E. 
Thompson  Fund  for  students  at  medical 
schools  of  the  University  of  Texas  System, 
and  the  Valley  Family  Physicians  Loan 
Fund  for  Rio  Grande  Valley  students  inter- 
ested in  returningtothe  Valley  to  practice 
medicine. 

A TMA  physician  is  not  only  doctor.  He’s 
also  a speaker,  a program  organizer,  a fund 
raiser,  a volunteer  in  a public  health  pro- 
gram, and  much  more. 
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Medical  Newsmakers 


BRASWELL  LOCKER,  MD,  of  Brownwood, 
has  been  honored  as  a “Distinguished 
Alumnus”  of  Daniel  Baker  College  in 
Brownwood.  Daniel  Baker  College  was  in- 
corporated into  Howard  Payne  University 
in  1953.  Dr  Locker  is  a past  president  of 
TMA.  He  is  also  a past  chairman  of 
TMA’s  Board  of  Councilors  and  a member 
of  the  Texas  Ophthalmological 
Association. 


DOYLE  ROGERS,  MD,  JD,  has  been  hon- 
ored as  a “Distinguished  Alumnus”  of 
Howard  Payne  University  in  Brownwood. 
Dr  Rogers,  a pathologist  and  attorney, 
lives  in  Houston. 


KERN  WILDENTHAL,  MD,  of  Dallas,  a 
heart  research  scientist,  has  been  ap- 
pointed acting  dean  of  the  Graduate 
School  of  Biomedical  Sciences  at  The  Uni- 
versity of  Texas  Health  Science  Center  at 
Dallas.  A search  committee  is  at  work  to 
make  recommendations  for  a permanent 
chairman  for  the  graduate  school.  Dr 
Wildenthal  recently  returned  from  a year 
as  Guggenheim  Fellow  and  Visiting  Sci- 
entist at  the  University  of  Cambridge, 
England.  He  has  developed  new  methods  of 
heart  culture  and  preservation.  An  as- 
sociate director  of  the  Weinberger  Labor- 
atory for  Cardiopulmonary  Research  at 
Southwestern  Medical  School,  he  was  part 
of  a team  which  successfully  used  the  little 
known  “diving  reflex”  to  aid  in  control  of  a 
runaway  heart  condition  known  as  parox- 
ysmal atrial  tachycardia. 


JAMES  C.  GUCKIAN,  MD,  of  Galveston,  as- 
sociate professor  of  internal  medicine 
and  microbiology  at  The  University  of 
Texas  Medical  Branch  in  Galveston,  has 
been  named  recipient  of  the  first  annual 
Dean  of  Medicine’s  Teacher  of  the  Year 
Award.  The  award  is  made  in  recognition 
of  “meritorious  achievement  in  the  field  of 
medical  education,”  at  the  Medical 
Branch.  Dr  Guckian,  a graduate  of 
UTMB,  also  received  his  postgraduate 
training  at  Galveston,  serving  as  a 
research  associate,  intern,  and  resident 
in  internal  medicine,  and  a fellow  in 
internal  medicine  in  infectious  diseases. 
He  is  currently  consultant  to  the  U.S. 
Public  Health  Service  Hospital  in  Galves- 
ton and  Associate  Editor  of  Continuing 
Education  for  the  Family  Physician. 


G.  VALTER  BRINDLEY,  JR.,  MD,  thoracic 
surgeon  at  the  Scott  and  White  Clinic  in 
Temple,  formerTMA  president,  and  a 
consultant  on  TMA’s  Council  on  Medical 
Education  and  Hospitals,  has  been  elected 
as  a regional  delegate  to  the  American 
Hospital  Association.  He  has  been  elected 
to  a three-year  term. 


JOSEPH  T.  PAINTER,  MD,  of  Houston,  has 
been  named  Vice  President  for 
Administration  at  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute. Prior  to  being  appointed  vice  presi- 
dent, Dr  Painter  served  as  associate 
director  of  M.D.  Anderson  in  charge  of 
outreach  programs.  He  serves  as  chairman 
of  the  Texas  Institute  for  Medical  Assess- 
ment and  as  a delegate  to  the  American 
Medical  Association. 
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Charles  M.  Gaitz,  MD 


CHARLES  M.  GAITZ,  MD,  psychiatrist  and 
chief  of  gerontology  research  of  the  Texas 
Research  Institute  of  Mental  Sciences  in 
Houston,  assumed  the  presidency  of  the 
Gerontological  Society  at  its  annual  meet- 
ing in  New  York  in  October.  Dr  Gaitz,  54, 
is  a specialist  in  geriatric  psychiatry  who 
has  been  one  of  the  country’s  chief  pro- 
ponents of  better  health  care  for  elderly 
people.  His  research  supports  the  idea 
that  growth  and  development  continue 
throughout  life,  and  that  old  age  is  a stage, 
not  a disease.  The  geriatric  service  he  es- 
tablished at  the  Texas  Research  Institute 
of  Mental  Sciences  four  years  ago  ren- 
ders social,  medical  and  psychiatric  ser- 
vices to  the  aged.  Dr  Gaitz  is  a Fellow  of  the 
American  College  of  Psychiatrists,  clinical 
professor  of  psychiatry  at  Baylor  College 
of  Medicine,  and  chief  of  psychiatry  at  St. 
Anthony  Center. 


A Houston  eye  physician  won  the  first 
place  award  in  the  ophthalmology  film 
program  at  the  annual  meeting  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology.  LOUIS  J.  GIRARD,  MD, 
who  produced  three  medical  films  shown 
at  the  meeting,  won  the  top  award  for  his 
film,  “The  Anterior  Adnexa,”  which  de- 
picts the  front  of  the  eye  and 
related  structures. 


JERRY  MARCONTELL,  MD,  of  Houston  has 
been  invited  to  serve  on  the  new  AMA  Ad 
Hoc  Committee  on  Services  to  Young  Phy- 
sicians. The  15-member  committee  will 
ascertain  the  needs  of  young,  practicing 
physicians  and  make  recommendations  for 
the  modification  of  existing  AMA  activities 
and  the  creation  of  new  services. 


The  Texas  Chapter  of  the  American  Acad- 
emy of  Pediatrics  has  been  named  recipi- 
ent of  the  Wyeth  Outstanding  Chapter 
Awards  for  1976.  The  Texas  group, 
winner  of  the  award  for  large  chapters, 
was  cited  for  “developing  well  identi- 
fied goals  illustrating  growth  and  develop- 
ment of  the  chapter.”  The  chapter  has 
worked  to  identify  communities  with 
unmet  child  health  needs,  and  will  help 
plan  services  for  these  groups  through 
participation  in  state  agencies  and 
governing  bodies.  Texas  pediatricians  are 
continuing  the  Expanded  Child  Health 
Care  Project  in  Eagle  Pass,  Tex.  The 
project,  originally  launched  with  federal 
funds,  is  now  supported  by  local  and  state 
revenue.  It  serves  5,000  needy  children 
annually.  Texas  chapter  chairman  is  WIL- 
LIAM CONKLING,  MD,  of  Navasota. 
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MEDICINE  AND  THE  LAW 


PHYSICIAN’S  CIVIL  RIGHTS  NOT  VIOLATED  WHEN  DENIED  COUNSEL  DURING  A 
FEES  INVESTIGATION  BYTHE  COUNTY  MEDICAL  SOCIETY 


In  the  following  case'  a physician  claimed 
his  civil  rights  were  violated  because  he 
was  not  allowed  the  right  of  counsel  or 
cross-examination  during  an  investigation 
by  the  county  medical  society’s  Adjudica- 
tion and  Medical  Testimony  Committee. 

Facts 

The  county  medical  society  committee  was 
investigating  a fee  charge  complaint 
against  a physician.  The  society’s  bylaws 
included  no  right  to  counsel  or  cross-ex- 
amination in  a fee  charge  complaint  pro- 
ceeding. The  physician  contended  this  de- 
nied him  rights  guaranteed  by  the  Fifth, 
Sixth,  and  Fourteenth  Amendments  of  the 
U.S.  Constitution  and  by  virtue  of  Title  42 
U.S.C.A.  1983,  which  states,  “Every  per- 
son who,  undercolorof  any  statute,  ordi- 
nance, regulation,  custom,  or  usage,  of 
any  state  or  territory,  subjects  or  causes  to 
be  subjected,  any  citizen  of  the  United 
States  or  other  person  within  the  jurisdic- 
tion thereof,  to  the  deprivation  of  any 
rights,  privileges,  or  immunities  secured 
by  the  constitution  and  laws,  shall  be  liable 
to  the  party  injured  in  action  at  law,  suit 
in  equity,  or  other  proper  proceeding  for 
redress.” 

Ruling 

The  District  Court  granted  a motion  to 
dismiss  the  suit  for  lack  of  subject  matter 
jurisdiction. 

The  Appelate  Court  found  the  county  medi- 
cal society  to  be  a private,  voluntary  organ- 
ization, and  an  affiliate  of  the  Texas  and 
American  Medical  Associations.  The  socie- 
ty obtained  its  revenues  from  membership 
dues  and  publication  of  the  society’s  bul- 
letin. 


'^Ford  Vi'  Harris  County  Medical  Society,  et  al, 
No.  76-1113,  United  States  Court  of  Appeals, 
Fifth  Circuit,  July  19,  1976. 


It  received  no  funds  from  the  state  of  Texas 
or  any  governmental  agency.  The  society 
had  no  power  to  issue,  suspend,  revoke, 
or  otherwise  affect  the  licensing  of  doctors 
practicing  in  Texas.  That  authority,  ac- 
cording to  the  court,  rested  with  the  Texas 
State  Board  of  Medical  Examiners. 

The  court  further  found  that  a physician 
does  not  have  to  belong  to  the  society  in 
orderto  practice  medicine,  and  the  society 
had  no  power  or  authority  to  enforce  an 
order  from  the  State  Board  of  Medical  Ex- 
aminers in  a disciplinary  proceeding,  nor 
in  any  other  proceeding.  There  was  no  evi- 
dence in  this  case  of  dissemination  of 
information  regardingthe  professional  con- 
duct of  the  physicians  between  the  society 
and  the  State  Board. 

Discussion 

Thethrust  of  the  physician’s  argument 
was  that  the  society  operated  as  an  arm 
of  the  Texas  State  Board  of  Medical  Ex- 
aminers in  policingthe  ethics  of  the  profes- 
sion. The  district  court  found  no  such  evi- 
dence to  support  this  contention.  The  doc- 
tor pointed  out  a specific  occasion  when 
the  State  Board  had  found  him  guilty  of 
“unprofessional  conduct  likely  to  defraud 
the  public.” 

Although  the  society  did  recommend  a 
course  of  action  to  be  followed  in  comply- 
ing with  the  State  Board’s  finding,  this  was 
done  at  the  request  of  the  physician. 

The  court  found  that  whatever  the  ultimate 
sanction  imposed  by  the  society  arising 
from  the  instant  complaint,  it  would  not 
affect  the  doctor’s  license  to  practice 
medicine. 

The  court  said  that  Section  1983  of  42 
U.S.C.A.  requires  that  there  be  state  in- 
volvement before  a cause  of  action  can  be 
asserted.  The  Appellate  Court  found  that 
the  facts  proven  in  the  District  Court  clear- 
ly indicated  a lack  of  state  involvement 
sufficient  for  Section  1983  purposes. 
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The  court  cited  as  authority  a Louisiana 
case  where  a dentist  was  denied  member- 
ship for  failure  to  receive  the  affirmative 
vote  of  a majority  of  the  members.  There 
was  no  issue  of  race  discrimination  in  that 
case  and  the  District  Court  there  also  held 
that  there  was  no  Section  1983  cause  of 
action. 

Conclusion 

Activities  of  a county  medical  society 
should  be  conducted  in  conformity  with 
the  bylaws  and  constitution  of  the  society. 
Contemporary  due  process  requirements 
necessitate  that  a member  cannot  be  disci- 
plined without  first  receiving  notice  of 
intention  to  proceed  against  the  member, 
a recital  of  the  charges  or  accusation,  and 
a fair  and  impartial  hearing  where  he  or 
she  may  respond  to  the  charges. 

Once  these  due  process  requirements  have 
been  satisfied,  courts  havetraditionally 
avoided  interjectingthe  judicial  processes 
into  decisions  of  an  association  unless 
there  are  discrimination  deficiencies 
(sometimes  called  civil  rights  issues). 
Hence,  the  court  wisely  found  that  ad- 
herence to  the  bylaws  of  the  society  was 
expressly  not  grounds  for  a cause  of  action 
involving  procedural  matters  relatingto 
the  society’s  bylaws. 

This  case  affords  additional  authority  for 
a county  medical  society  after  procedural 
due  process  to  proceed  with  professional 
disciplinary  matters  without  the  interfer- 
ence of  the  courts  in  the  internal  matters 
of  the  society. 

Jack  Maroney,  Ace  Pickens 

Brown,  Maroney,  Rose,  Baker  & Barber 

TMA  Legal  Counsel 


104 


TEXAS  MEDICINE 


Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&f  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


Iradcmark 


MAKES  SENSE 
FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION* 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


♦ 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
TTiiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K*  frequently;  both  can  cause  K"  retention  and 
elevated  serum  K*  . Two  deaths  have  been  re- 
ported with  such  conepmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium®  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 

SI^&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKlme  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  N/HILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


For  insomnia  that  is  a chronic  problem . . . 


Only  Dalmane  (f  lurazepam  HCI) 

tflers  sleep  laboratory  proof 
f effectiveness  for  as  long 
s 28  nights 


jContinued  relief  of  insomnia  in 
patients  with  chronic  insomnia 

Since  insomnia  is  often  transient  and  intermit- 
:ent,  the  prolonged  administration  of  a hypnotic  is 
generally  not  necessary  or  recommended.  But  when 
insomnia  is  a chronic  or  recurring  problem, 
:ontinued  effectiveness  is  as  important  as  initial 
effectiveness.  Results  of  a recently  published  sleep 
research  laboratory  study'  demonstrated  that,  while 
pentobarbital  lost  effectiveness  within  two  weeks, 
Dalmane  maintained  eff  ectiveness  for  28  consecu- 
:ive  nights.  Similar  28-night  results  with  Dalmane, 
displayed  below,  were  obtained  by  a second  sleep 
research  group.^  In  previous  studies,^  both  chloral 
hydrate  and  glutethimide  began  to  lose  effective- 
ness after  several  nights,  while  Dalmane  main- 
tained effectiveness  throughout  the  14  medication 
nights.  Whether  the  problem  is  difficulty  falling 
asleep,  staying  asleep  or  sleeping  long  enough, 
consider  these  results  when  selecting  a 
sleep  medication. 


SLEEP  RESEARCH  LABORATORY  PROOF 
OF  EFFECTIVENESS  DURING  28  NIGHTS^ 

mean  % improvement  in  5 patients  with  chronic  insomnia 


47.2 


17.7 


41.3 


23.3 


SLEEP 

LATENCY 

(min) 


WAKE  TIME 
AFTER  SLEEP 
ONSET 
(min) 


TOTAL 
SLEEP  TIME 
(hr) 


[ I 3 baseline  placebo  nights 

H Dalmane  (flurazepam  HCI) 
nights  1-3, 12-14,  26-28 


Patient  benefits  include  relative 
safety,  infrequent  morning 
‘fiang-over” 

Dalmane  is  well  tolerated,  seldom  causing 
morning  drowsiness  or  grogginess."'  No  increase  in 
dosage  is  required  for  continued  eff  ectiveness  from 
night  to  night.'  -^  Should  Dalmane  be  used  repeat- 
edly, periodic  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed.  The  usual  adult 
dose  is  30  mg  h.s.,  but  15  mg  may  suffice  for  some 
patients  and  is  recommended  as  a starting  dose  for 
the  elderly  and  debilitated  to  help  preclude  over- 
sedation, dizziness  or  ataxia. 

Continued  relief  of  insomnia 
One  more  good  reason 
to  specify 

Dalmane 

(flurazepam  HCI ) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( 1 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

whenever  a hypnotic 
is  needed 


Please  see  following  page  for  a summary  of  product  information. 


Objective  proof: 

continued  insomnia  relief  without 

increasing  dosage... 


Dalmane 

(f  lurazepam  HCI  )6 


Objectively  proved 
in  the  sleep  research 
laboratory. . . 


during  28  consecutive  nights  of 
administration: 

□ effectiveness  with  a single 
30-mg  h.s.  dose,  maintained 

□ rapid  sleep  induction, 
maintained 

□ sleep  for?  to  8 hours,  on 
average,  maintained 

□ less  time  awake  during  the 
night,  maintained 

Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insom- 
nia characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and/ 
or  early  morning  awakening;  in  patients 
with  recurring  insomnia  or  poor  sleeping 
habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Since  insomnia 
is  often  transient  and  intermittent,  pro- 
longed administration  is  generally  not  neces- 
sary or  recommended. 

Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Ubmings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental 
alertness  {e.g.,  op>erating  machinery,  driving). 
Usage  in  Pregnancy:  Several  studies 
of  minor  tranquilizers  (chlordiaze- 
poxide,  diazepam,  and  meprobamate) 
suggest  increased  risk  of  congenital 
malformations  during  the  first  trimes- 
ter of  pregnancy.  Dalmane,  a benzo- 
diazepine, has  not  been  studied  ade- 
quately to  determine  whether  it  may 
be  associated  with  such  an  increased 
risk.  Because  use  of  these  drugs  is 
rarely  a matter  of  urgency,  their  use 
during  this  period  should  almost  al- 
ways he  avoided.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Not  recommended  for  use  in  persons  under  - 
15  years  of  age.  Though  physical  and  psy-  ^ 


reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 
individuals  or  those  who  might  increase 
dosage. 

Precautions:  In  elderly  and  debilitated,  limit 
initial  dosage  to  15  mg  to  preclude  overseda- 
tion, dizziness  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnot- 
ics or  CNS  depressants.  Employ  usual  pre- 
cautions in  patients  who  are  severely 
depressed,  or  with  latent  depression  or  sui- 
cidal tendencies.  Periodic  blood  counts  and 
liver  and  kidney  function  tests  are  advised 
during  repeated  therapy.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
Ughtheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  leth- 
argy, disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  head- 
ache, heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia, 
sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus. 


skin  rash,  dry  mouth,  bitter  taste,  excessive 
salivation,  anorexia,  euphoria,  depression, 
slurred  speech,  confusion,  restlessness,  hal- 
lucinations, paradoxical  reactions,  e.g, 
excitement,  stimulation  and  hyperactivity, 
and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins  and  alkaline  phosphatase. 
Dosage:  Individualize  for  maximum  benefi 
cial  effect.  Adults:  30  mg  usual  dosage;  15 
mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30 
mg  flurazepam  HCI. 
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IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association  stands  as  a perma- 
nent memorial  to  physicians  who  have  served  their  patients,  their  profession 
and  the  people  of  Texas  so  faithfully  over  the  years. 


C.F.  SHERMAN 
Temple,  1904-1976 

G.H.  SMITH,  Jr 
Temple,  1937-1976 

V.L.  TUCK 

Sherman,  1905-1976 

G.K.  WALLACE 
Dallas,  1913-1976 


The  Library  ranks  as  one  of  the  finest  in  the  nation.  It  is  providing  more 
than  10,000  reference  requests,  3,500  tapes  and  cassettes,  and  2,500 
films  each  year  to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the  Library  include 
60,000  volumes,  400  tapes,  and  300  scientific  and  lay  films;  more  than 
1,300  professional  journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library  Fund  are  invested  in 
a permanent  fund  and  are  managed  by  the  Board  of  Trustees  of  the  Texas 
Medical  Association.  Dividends  are  used  to  purchase  new  books  and  to 
operate  the  Library. 


TEXAS  MEDICAL  MEMORIAL  LIBRARY  FUND 

1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


I enclose  the  amount  of  $ 

Please  send  remembrance  card  to: 
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City  and  State  


. Given  in  Memory  of 

Donor  Information: 
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EDITOR’S  NOTE:  This  month’s  bibliogra- 
phy, prepared  by  the  staff  of  TMA’s  Me- 
morial Library,  lists  articles  related  to 
skiing  injuries.  Copies  of  these  and  other 
articles  pertaining  to  skiing  injuries  are 
available  from  the  Memorial  Library. 
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E.  W.  Breihan,  MD 

Dr  Ernest  Winfred  Breihan,  an  honorary 
member  of  Texas  Medical  Association 
since  1966,  died  May  7,  1976. 

Dr  Breihan,  93,  retired  from  practice  in 
1966.  He  was  a 55-year  resident  of 
Dallas. 

The  family  physician  was  born  in  Industry, 
Tex,  in  1883.  He  received  his  bachelor’s 
and  master’s  degrees  from  The  Univer- 
sity of  Texas,  Austin.  After  teaching  sci- 
ence for  three  years  in  Austin,  he  moved 
to  Galveston  to  attend  The  University  of 
Texas  Medical  Branch,  graduating  in 
1914.  He  interned  at  St  Mary’s  Infirmary, 
Galveston,  and  was  a resident  at  Philadel- 
phia General  Hospital  from  1914  to  1916. 
During  World  War  I,  Dr  Breihan  served 
as  a captain  in  the  US  Army  Medical  Corps 
in  France.  He  was  awarded  two  gold  war 
service  chevrons. 

In  1919,  he  began  a family  practice  in 
Denton.  He  moved  to  Dallas  in  1922.  In 
1937,  Dr  Breihan  became  medical  direc- 
tor of  Guardian  International  Life  Insur- 
ance Company.  He  continued  in  this 
position  until  his  retirement. 

Dr  Breihan  was  a member  of  the  Dallas 
County  Medical  Society  for  54  years.  He 
also  was  a member  of  the  American  Medi- 
cal Association  and  a past  president  of  the 
Society  of  Life  Insurance  Medical  Direc- 
tors of  Texas.  He  had  been  a staff  physi- 
cian at  St  Paul  Hospital  and  Methodist 
Hospital  of  Dallas,  and  received  the  St 
Paul  Award  of  Honor  for  dedicated 
service. 

Dr  Breihan  also  was  a member  of  the 
American  Legion  and  White  Rock  Meth- 
odist Church.  He  had  been  the  chairman 
of  the  Board  of  Trustees  of  Trinity  United 
Methodist  Church  for  20  years. 

Surviving  are  his  sisters,  Laura  and  Olga 
Breihan  of  Dallas  and  Mrs  Lewis  Behrens 
of  Copperas  Cove,  Tex;  and  ten  nieces  and 
nephews. 


B.R.  Buford,  MD 

Dr  Ben  Ragsdale  Buford,  an  honorary 
member  of  Texas  Medical  Association, 
died  April  7,  1976,  in  Dallas. 

Dr  Buford,  80,  had  practiced  in  Dallas 
more  than  50  years. 

The  native  of  Sulphur  Springs  was  a grad- 
uate of  Southwestern  University,  George- 
town, Tex.  He  moved  to  Dallas  in  1917, 
and  received  his  MD  from  Baylor  College 
of  Medicine  in  1921.  Following  graduation 
from  medical  school.  Dr  Buford  served  his 
internship  and  residency  at  Parkland 
Memorial  Hospital,  also  in  Dallas. 

In  1923,  the  physician  began  his  general 
practice.  Later,  he  limited  his  practice  to 
internal  medicine  and  rheumatology.  From 
1943  to  1953,  Dr  Buford  was  a clinical  as- 
sistant professor  of  internal  medicine  at 
The  University  of  Texas  Southwestern 
Medical  School. 

Dr  Buford  was  a fellow  and  founding  mem- 
ber of  the  Dallas  Southern  Clinical  Society, 
as  well  asa  past  president  of  the  organiza- 
tion. He  also  was  a member  of  the  Ameri- 
can Rheumatism  Association,  Texas  Rheu- 
matism Association,  Southern  Medical  As- 
sociation, Dallas  Internists  Club,  Dallas 
County  Medical  Society  (honorary  mem- 
ber) and  American  Medical  Association. 

He  was  a past  president  of  the  Baylor 
Medical  College  Alumni  and  a member  of 
the  Dallas  Huntingand  Fishing 
Club. 

Dr  Buford  is  survived  by  his  wife,  Verna 
Sklibos  Buford,  Dallas;  daughters,  Jane  B. 
Henkel,  Northbrook,  III,  and  Julie  Buford, 
Dallas;  sisters.  Rose  Buford  Driver,  Dallas, 
and  Mrs  WilliamZ.  Tramel,  Sulphur 
Springs;  two  grandchildren  and  one  great- 
grandchild. 


J.  F.  Collins,  Jr,  MD 

Denton  urologist  Dr  John  Frank  Collins, 
Jr,  died  May  24,  1976,  at  the  age  of  44. 
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Dr  Collins  was  a native  of  McKinney,  Tex, 
and  had  practiced  in  Denton  since  1968. 
He  attended  The  University  of  Texas  in 
Austin  three  years  before  entering  UT 
Medical  Branch  at  Galveston. 

Following  graduation  from  medical  school 
in  1956,  Dr  Collins  became  an  intern  at 
Akron  (Ohio)  City  Hospital.  His  residency 
was  at  UT  Medical  Branch. 

DrCollins  was  a lieutenant  in  the  US  Naval 
Reserve.  His  professional  memberships 
included  the  American  Medical  Associa- 
tion; South  Central  Section,  American 
Urological  Association;  theTexas  Urologi- 
cal Association  and  the  Denton  County 
Medical  Society.  He  also  was  a member  of 
the  Alpha  Kappa  Kappa  medical  fraternity 
and  the  Rotary  Club. 

Survivors  include  his  wife,  Margaret 
Kraus  Collins;  sons,  John  Joseph  Collins 
and  Charles  Kraus  Collins;  daughter, 
Catherine  Ann  Collins;  parents,  Mrand 
Mrs  John  F.  Collins,  all  of  Denton;  and  a 
brother,  Charles  M.  Collins,  MD,  of  Lake 
Jackson. 


WJ.  Fisher,  MD 

Dr  William  Joel  Fisher,  43,  died  March  24, 
1976,  in  Wichita  Falls. 

Dr  Fisher  had  been  a member  of  the  US  Air 
Force  more  than  18  years.  He  had  served 
as  chairman  of  a Task  Force  on  Drug 
Abuse  and  as  a senior  consultant  in  psy- 
chiatry to  the  US  Air  Force  Surgeon  Gen- 
eral. He  formerly  was  a clinical  instructor 
in  psychiatry  at  the  University  of  Texas  at 
San  Antonio.  Atthe  time  of  his  death,  he 
was  stationed  at  Sheppard  Air  Force  Base, 
in  Wichita  Falls,  where  he  was  chief  of  psy- 
chiatry and  an  instructor.  He  previously 
had  been  stationed  at  Wright-Patterson 
Medical  Center,  Dayton,  Ohio,  as  an  intern; 
Wilford  Hall  USAF  Medical  Center,  San 
Antonio,  as  a resident;  and  in  Vietnam. 


During  his  military  career.  Dr  Fisher  re- 
ceived the  Air  Medal,  the  Bronze  Star  and 
the  Legion  of  Merit.  He  also  received  a 
commendation  medal  for  his  part  in  setting 
upa  drug  treatment  center  at  Lackland  Air 
Force  Base. 

A native  of  Louisville,  Ohio,  Dr  Fisher  was 
graduated  from  Hiram  College,  Hiram, 
Ohio,  in  1960.  He  received  his  medical  de- 
gree from  Western  Reserve  University 
Medical  School,  Cleveland,  in  1963. 

Dr  Fisher  was  a former  chairman  of  the 
Board  of  Education  forthe  Mount  Olive 
Lutheran  Parochial  School,  San  Antonio. 
His  professional  memberships  included 
the  Wichita-Young-Archer-Jack  County 
Medical  Society,  American  Medical  Asso- 
ciation and  American  Psychiatric 
Association. 

Surviving  Dr  Fisherare  his  wife,  Beckie 
Jones  Fisher,  and  infant  daughter,  Jen- 
nifer Joell  Fisher,  Memphis;  daughters, 
Deborah  Ann,  Pamela  Louise  and  Cynthia 
Lea  Fisher,  all  of  San  Antonio;  his  mother, 
Mrs  Pete  Vucas,  Louisville,  Ohio;  and  sis- 
ters, Mrs  Joe  Leeson,  North  Canton,  Ohio, 
and  Mrs  Martin  Leftoff,  Wilson,  Kan;  and 
brother,  Jerry  Fisher,  Clovis,  NM. 


Dr  Fisher 
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A.  I.  Goldberg,  MD 

Dr  Abraham  Isaac  Goldberg,  74,  died  May 
7,  1976,  in  Fort  Worth. 

The  gastroenterologist  was  a native  of  Bal- 
timore. He  was  graduated  from  The  Uni- 
versity of  Texas  at  Austin  and  UT  Med- 
ical Branch,  Galveston  (1926).  He  served 
his  internship  and  residency  at  St  Joseph 
Hospital,  Fort  Worth,  and  began  practic- 
ing in  1928. 

Dr  Goldberg  completed  extensive  training 
in  the  use  of  hypnotic  techniques,  and 
was  a member  of  the  American  Board  of 
Medical  Hypnosis  and  the  International 
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Society  of  Clinical  and  Experimental  Hyp- 
nosis. He  was  a charter  member  and  life 
fellow  in  the  American  Society  of  Clinical 
Hypnosis. 

His  other  professional  memberships  in- 
cluded the  World  Medical  Association;  the 
American  Geriatrics  Society  (fellow);  the 
American  Academy  of  Family  Physicians 
(charter  fellow);  the  American  Physicians 
Fellowship,  Inc,  for  the  Israel  Medical  As- 
sociation; the  American  Medical  Associa- 
tion and  the  Tarrant  County  Medical  Soci- 
ety. He  also  was  a founder  and  member  of 
the  Fort  Worth  Academy  of 
Medicine. 

He  was  a Mason,  a Shriner  and  honorary 
member  of  the  Hella  Shrine  Temple.  In 
1975,  the  Scottish  Rite  Supreme  Council 
honored  Dr  Goldberg  with  the  Thirty- 
third  degree.  Inspector  General  Hono- 
rary. He  also  had  been  recognized  for  his 
medical  contributions  to  the  Masonic 
Home.  During  the  past  20  years  the  doc- 
tor had  served  as  the  Home’s  physician 
and  was  head  physician  the  last  seven 
years. 

In  1974,  Dr  Goldberg,  a member  of  the 
Century  Club  of  the  Fort  Worth  YMCA, 
was  awarded  a plaque  by  the  YMCA  for  his 
outstanding  service  to  youth. 

Dr  Goldberg  is  survived  by  his  wife,  Flo- 
rene  Richardson  Goldberg,  Fort  Worth; 
daughters,  Gayle  Stout  and  Margie  Lott, 
Houston;  six  sisters,  one  brother  and  four 
grandchildren. 


residency  at  Brackenridge  Hospital, 

Austin. 

Priorto  entering  medical  school,  Dr 
Prewett  had  taught  Spanish  and  athletics 
in  Hebbronville  and  Manor,  Tex.  He  had 
been  a member  of  the  National  Guard  and 
had  served  in  the  US  Air  Force  during 
World  War  II.  At  the  time  of  his  death.  Dr 
Prewett  was  a captain  in  the  Air  Force  Re- 
serve. He  received  a Distinguished  Ser- 
vice Award  for  his  service  in  the  interest 
of  disabled  veterans. 

His  professional  memberships  included 
the  Travis  County  Medical  Society,  Texas 
Academy  of  Family  Physicians  and  Ameri- 
can Academy  of  Family  Physicians  (char- 
ter fellow).  Dr  Prewett,  who  was  fluent  in 
Spanish  and  French,  had  attended  profes- 
sional seminars  in  Denmark,  Spain  and 
South  America. 

He  also  was  a former  member  of  the  Opti- 
mists and  Kiwanis  Clubs.  He  was  an  active 
Mason,  a member  of  Austin  Lodge  No  12, 
AF  & AM,  Scottish  Rite  bodies  and  Ben  Hur 
Temple. 

Surviving  Dr  Prewett  are  his  wife,  Gloria 
McRae  Prewett;  sons,  Jon  McRae  Prewett 
and  John  Edwards  Prewett,  Jr;  and  daugh- 
ter, Rebecca  Jane  Prewett,  all  of  Austin; 
two  other  daughters,  Mrs  Quince  A.  Tiller 
of  Manchaca,  Tex,  and  Mrs  Lloyd  Watson 
of  Virginia  Beach,  Va;  brothers,  Hartford 
H.  Prewett  of  Houston,  and  Carroll  L. 
Prewett  of  Waco;  sister,  Nancy  Prewett 
Dudley  of  Austin;  five  granddaughters  and 
eight  nieces  and  nephews. 


114 


J.  E.  Prewett,  MD 

Dr  John  Edwards  Prewett,  health  officer 
for  the  city  of  Rollingwood  and  a longtime 
Austin  physician,  died  June  26, 

1976. 

Dr  Prewett,  59,  had  been  a family  practi- 
tioner in  Austin  for  more  than  26  years. 

He  was  a native  of  Texarkana,  Tex.  In  1938 
he  received  his  BA  degree  from  The  Uni- 
versity of  Texas,  Austin.  He  received  his 
MD  from  The  University  of  Texas  Medical 
Branch,  Galveston,  in  1948.  Following 
graduation  from  medical  school,  he  be- 
came an  intern  at  Wichita  Falls  (Tex)  Clin- 
ic. He  also  took  an  obstetrics-gynecology 


N.G.Ray,  MD 

Dr  Norwin  Gene  Ray  died  in  Dallas  May  7, 
1976  as  a result  of  smoke  inhalation  when 
his  house  caught  fire. 

Dr  Ray,  45,  was  a native  of  Dallas  and  had 
practiced  there  since  1962.  He  had  been  a 
clinical  instructor  in  internal  medicine  at 
The  University  of  Texas  Health  Science 
Center  at  Dallas  since  1962. 

Dr  Ray  was  an  honor  graduate  of  South- 
ern Methodist  University,  Dallas  (1950). 
He  attended  graduate  school  at  SMU  and 
The  University  of  Texas,  Austin,  before 
entering  The  University  of  Texas  Medical 
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Branch,  Galveston.  After  receiving  an  MD 
degree  in  1958,  Dr  Ray  interned  at 
Michael  Reese  Hospital,  Chicago,  and  was 
a resident  in  internal  medicine  at  the  Vet- 
erans Administration  Hospital,  Dallas. 

The  doctor’s  professional  memberships 
included  the  Dallas  Academy  of  Internal 
Medicine,  Dallas  Internists’  Club,  Dallas 
Diabetes  Association,  Dallas  County  Medi- 
cal Society  and  American  Medical  Asso- 
ciation. Healsowasa  member  of  Tau 
Delta  Phi  social  fraternity  and  Temple 
Emanu-EI. 

Surviving  Dr  Ray  are  an  uncle,  Henry 
Printz,  and  aunt,  Bertha  Zekman,  both  of 
Denver;  and  cousins,  Mrs  Thelma  W. 
Swango,  Norman  Ray,  Dr  Maury  Ray,  Dr 
Thurman  J.  Ray  and  Sylvan  E.  Ray,  all  of 
Dallas. 


N.  L.  Schiller,  MD 

Dr  Nelson  Lorenz  Schiller,  an  Austin  gen- 
eral practitioner  for  34  years,  died  Aug 
14,  1976.  He  was  67  years  of 
age. 

Dr  Schiller  was  born  in  Buckholtz,  Tex.  He 
attended  Wartburg  College  in  Waverly, 
Iowa,  and  Texas  Lutheran  College  in  Se- 
guin.  In  1931  he  completed  his  bachelorof 
arts  degree  at  The  University  of  Texas.  In 
1935  he  was  graduated  from  The  Universi- 
ty of  Texas  Medical  Branch.  Dr  Schiller 
served  his  internship  attheTacoma  Gen- 
eral Hospital  and  Pierce  County  Hospital, 
both  in  Tacoma,  Wash.  Before  movingto 
Austin  in  1942,  he  practiced  in  Pflugerville 
and  Brenham,  Tex. 

He  was  a member  of  the  T ravis  County 
Medical  Society,  American  Medical  Asso- 
ciation, American  Academy  of  Family  Phy- 
sicians (charter  fellow)  and  Texas  Acad- 
emy of  Family  Physicians.  Dr  Schiller 
served  as  a Texas  Academy  of  Family  Phy- 
sicians state  director  and  as  a member  of 
its  committee  on  education. 

The  physician  also  was  an  active  member 
of  St  Martin’s  Evangelical  Lutheran 
Church,  having  served  on  the  church 
council  and  numerous 
committees. 

Surviving  Dr  Schiller  are  his  wife,  Ele- 


nora  Fuchs  Schiller,  Austin;  son.  Nelson 
Louis  Schiller,  also  of  Austin;  daughter, 
Joyce  E.  Miller,  Fairfax,  Va;  sister,  Elvira 
Brehmer,  Kerrville,  and  two  grand- 
children. 


C.  F.  Sherman,  MD 

DrCyril  Fantus  Sherman,  a Temple  radi- 
ologist, died  April  18,  1976. 

Dr  Sherman,  72,  had  practiced  in  Madi- 
son, Wis,  before  moving  to  Temple  in 
1955. 

A native  of  Hillsboro,  Wis,  Dr  Sherman  at- 
tended the  University  of  Wisconsin  in  Mad- 
ison from  1922  to  1924.  He  entered  the 
University  of  Colorado  Medical  School  in 
Denver  in  1924,  and  received  his  MD  in 
1928.  His  internship  was  at  St  Mary’s  Hos- 
pital, Madison,  Wis,  during  1928-1929. 
During  1929-1931,  he  held  a radiology 
residency  at  the  University  of  Chicago 
Hospitals  and  Clinics.  Dr  Sherman  also 
was  involved  in  postgraduate  studies  in 
pathology  at  the  Veterans  Administration 
Hospital  in  Los  Angeles  in  1935  and 
1936. 

The  physician’s  professional  member- 
ships included  the  Bell  County  Medical 
Society,  American  Medical  Association 
and  American  College  of  Radiology.  He 
also  was  a member  of  the  Presbyterian 
church,  was  a Mason  and  a Shriner  and 
was  actively  involved  in  his  hobby  as  a ham 
radio  operator. 

Surviving  Dr  Sherman  is  his  wife,  Eyiene 
Worden  Sherman,  Temple. 


G.  H.  Smith,  Jr,  MD 

Dr  Garland  Hansford  Smith,  Jr,  38,  of 
Temple  died  at  his  home  April  19, 1976. 
The  cause  of  death  was  an  accidental  gun- 
shot wound. 

Dr  Smith  was  chief  of  the  section  on 
nephrology  at  Scott  and  White  Memorial 
Hospital.  He  had  lived  in  Temple  since 
1969. 

Dr  Smith,  a native  of  Uvalde,  was  gradu- 
ated from  The  University  of  Texas,  Austin, 
in  1959.  He  received  his  MD  from  The 
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University  of  Texas  Medical  Branch,  Gal- 
veston, in  1962.  Following  his  graduation 
from  medical  school  he  was  an  intern  and 
resident  at  John  Sealy  Hospital,  also  in 
Galveston. 

Dr  Smith  was  a member  of  the  Alpha 
Omega  Alpha  honorary  medical  fraternity 
and  the  Sigma  Chi  medical  fraternity.  He 
also  was  a member  of  the  Bell  County 
Medical  Society,  American  Medical  Asso- 
ciation and  American  Society  of  Nephrol- 
ogists. He  belonged  to  Christ  Episcopal 
Church  of  Temple. 

The  physician  had  served  as  a captain  in 
theTexas  National  Guard  in  San  Antonio 
and  in  the  US  Army  in  California  and 
Vietnam. 

Survivors  include  his  wife,  Kay  Cart- 
wright Smith;  daughter,  Kelley  Smith; 
sons,  Kyle  Smith,  Douglas  Smith,  Charles 
Smith,  Scott  Smith  and  Slade  Smith,  all  of 
Temple;  and  his  parents,  Laura  Timber- 
lake,  Uvalde,  and  Garland  H.  Smith,  Sr, 
San  Antonio. 


V.  L.  Tuck,  MD 

Dr  Vernon  LeeTuck,  70,  a former  Sher- 
man, Tex,  mayor,  died  June  6,  1976  fol- 
lowing an  extended  illness. 

Dr  Tuck  was  a native  of  Sherman  and  had 
practiced  there  40  years.  He  attended 
Austin  College  in  Sherman,  and  in  1928  he 
was  graduated  from  Bucknell  University 
in  Lewisburg,  Pa.  He  received  his  MD 
from  The  University  of  Texas  Medical 
Branch  in  1932.  Dr  Tuck's  residency  was 
at  Philadelphia  General  Hospital. 

In  1935  he  opened  his  practice  in  Sher- 
man and  continued  to  practice  there  until 
his  retirement  in  1975. 

DrTuck  was  a veteran  of  World  War  II 
and  received  a decoration  for  his  service 
as  a US  Army  medical  officer  for  the 
troops  at  Omaha  Beach  during  the  Nor- 
mandy invasion  of  Europe. 

The  physician  was  a former  Grayson 
County  health  officer.  He  was  a fellow  of 
both  the  International  College  of  Surgeons 
and  the  American  College  of  Surgeons.  He 
was  a past  president  of  the  Grayson 


County  Medical  Society  and  of  the  staff  of 
Wilson  N.  Jones  Memorial  Hospital,  Sher- 
man. He  also  was  a member  of  the  Amer- 
ican Medical  Association. 

Survivingare  Dr  Tuck’s  wife,  Grace 
BurneyTuck,  Sherman;  son,  Lon  B.  Tuck, 
Washington,  DC;  sisters,  Mrs  Kenneth 
Foree,  Jr,  Dallas;  Mrs  Elizabeth  Higgin- 
botham, Sherman,  and  Mrs  W.  J.  Smith, 
Pampa;  and  sister-in-law,  Mrs  H.  G.  Tuck 
of  Sherman. 


G.  K.  Wallace,  MD 

Dr  Gordon  Kenneth  Wallace  died  June  22, 
1976,  in  Dallas,  at  the  age  of  62. 

Dr  Wallace,  a native  of  Dallas,  was  medical 
directorof  the  Great  American  Life  Insur- 
ance Company  and  was  a member  of  the 
staff  of  the  Medical  Arts  Hospital  of 
Dallas. 

The  internist  received  his  undergraduate 
education  at  North  Texas  Agricultural 
College  in  Arlington.  In  1935,  he  received 
his  MD  degree  from  Baylor  College  of 
Medicine,  Dallas,  and  completed  an  intern- 
shipthere  in  1936.  Following  a surgical  in- 
ternship at  Bellevue  Hospital  Center  in 
New  York  City,  he  held  a medical  (chest) 
residency  at  the  Nassau  County  Sanitari- 
um, Farmingdale,  New  York. 

Dr  Wallace  returned  to  Dallas  in  1937  to 
begin  his  private  practice. 

The  physician’s  professional  member- 
ships included  the  Dallas  County  Medical 
Society,  American  Medical  Association, 
Southern  Medical  Association  and  Dallas 
Southern  Clinical  Society.  He  also  was  a 
member  of  the  Dallas  Country 
Club. 

Surviving  Dr  Wallace  are  his  wife,  Anna 
Henderson  Wallace,  and  daughter,  Mrs 
Mouzon  Bass,  both  of  Dallas;  and  sons, 
Gordon  Wallace  of  Dallas  and  William  Wal- 
lace of  San  Francisco. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 
I NPATI ENT-OUTPATI  ENT 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

A Private  1 15  bed  psychiatric  hospital  located  in  Oak  Cliff  on  18  acres  amidst  natural  wooded 
surroundings.  A multi-approach  treatment  center  of  neurologic  and  all  psychiatric  disorders. 
Treatment  modalities  include  Somatic  Therapy,  Milieu  Therapy,  Chemotherapy,  Individual 
and  Group  Therapy  and  Behavior  Modification.  Complete  facilities  for  OT-RT  under  the  divi- 
sion of  trained  personnel.  An  individually  directed  program  based  on  full  diagnostic  evalua- 
tion and  actual  performance  administered  by  a staff  skilled  in  special  education  and  problems 
of  the  adolescent  and  young  adult. 


PSYCHIATRY 


Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHOLOGY 


George  R.  Mount,  ?h.D. 


Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 


Tom  I.  Payton,  M.S. 
Patrick  R.  Barnes,  M.S. 


DIRECTOR  OF  NURSES 

Nita  Ivey,  R.N. 


DIRECTOR  OF  EDUCATION 

William  E.  Nix,  Ph.D. 


SOCIAL  SERVICES  COURTESY  STAFF  O.T.  AND  R.T.  THERAPY 

Beth  Rutherford,  M.S.W.  Director 

Chequita  Dian  Bodger,  B.S. 


1353  N.  WESTMORELAND  AVENUE,  DALLAS,  TEXAS  75211  214  331-8331 
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TO  ALL  MY  PATIENTS 


jftpite  you  to  discuss  frankly 
[ig^e  any  cjuestions  regarding 
^services  or  my  fees. 

^ejhest  medical  service  ts  based 
in^'a/friendly  mutual  under- 
standing between  doctor  and  patient. 


Do  Your  Patients  Understand  Your  Fees? 

Patients  hesitate  to  ask  about  fees.  But  they  want  to  know.  They 
naturally  worry  about  what  their  medical  costs  will  be.  And  if  they 
don’t  feel  free  to  talk  about  it,  serious  problems — misunderstanding, 
resentment  and  even  deep  hostility — can  arise,  threatening  the  all- 
important  rapport  between  you  and  your  patients. 

Open  discussion  before  treatment  prevents  such  embarrassing 
problems.  It  paves  the  way  for  mutual  understanding  and  good  will. 

An  AMA  Fee  Plaque,  prominently  displayed  in  your  waiting  room, 
serves  as  an  open  invitation  for  your  patients  to  discuss  medical  costs 
and  financial  problems  with  you.  It  shows  that  you  care.  Just  seeing 
the  message  can  give  many  financially  worried  patients  peace  of  mind. 

The  AMA  Fee  Plaque  works  hard  to  prevent  doctor-patient  mis- 
understandings. And  it  works  well. 

Suitable  for  wall  or  desk  display,  the  plaque  measures  6"  x 
101/2"-  The  lettering  is  white  on  a dark  brown  background  and  the 
frame  is  durable  beige  plastic. 

How  do  you  obtain  one? 

Just  mail  the  coupon  below  and  your  check,  or  money  order,  for 
$2.40  (postage  paid).  Your  Fee  Plaque  will  be  sent  to  you  by  return 
mail. 


Order  Department 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Please  send  me A.M.A.  fee  plaques,  offered  at  only  $2.40 

each.  Enclosed  is  my  check  or  money  order  for  $ 

Name 

Address 

City State Zip  Code 
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TEXAS  MEDICI^ 


MEDICAL  ARTS  CLINIC  ASSOCIATION  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN.  M.D.,  F.A.A.D.* 
J.  D.  SMITH,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D.* 

L.  BRYAN  COTTON,  JR.,  M.D.* 

KENT  ROGERS,  M.D. 

FAMILY  PRACTICE  DEPARTMENT 

ENNIS,  TEXAS 
W.  B,  KINZIE,  M.D.* 

• DIPLOMATE  OF  THE  AMERICAN  BOARD 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 
W.  GENE  MURFF,  M.D.,  F.A.C.O.G.* 

NEAL  GREEN,  M.D. 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D.,  F.A.A.O.O.* 

ORTHOPAEDIC  SURGERY 

WALLACE  E.  LOWRY,  JR.,  M.D.* 

JAMES  A.  DOTSON,  M.D.* 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

UROLOGY 

WILLIAM  V.  HALL,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


TRAVIS  CLINIC  FOUNDATION 
AND 

TRAVIS  CLINIC  ASSOCIATION 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Pediatrics: 

L.  L.  Travis,  M.D., 

Emeritus 

J.  T.  Boyd,  M.D. 

M.  L,  Gray,  M.D. 

Ken  E.  Kuykendall, 

M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Seogin,  M.D. 

D.  D.  DeWitt,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

Radiology  and  Radioactive  Isotopes: 

E.  Lb  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

J.  A.  Armstrong,  M.D. 

D.  B.  Turner,  M.D. 

Obstetrics  and  Gynecology: 

L.  W.  Ralston,  M.D. 

Podiatry: 

Daniel  H.  Phelps,  D.P.M. 

Pathology: 

J.  C.  Rucker,  M.D. 

Psychology: 

Harbert  Davenport, 

Jr.,  M.D. 

J.  D.  Crawford,  M.D. 

Charles  T.  Fries,  Ed.D. 

Business  Manager: 

Gerald  L.  Burks 

THE  MALPRACTICE  CRISIS 

MANY  MAJOR  COMPANIES  HAVE  QUIT  OR  WILL  SOON  QUIT  WRITING  PROFESSIONAL  LIABILITY  INSURANCE.  IF  YOU 
CANNOT  SECURE,  OR  CANNOT  RENEW  YOUR  COVERAGE,  CONTACT  JOE  NIGRELLE,  512  - 341-2564. 


JOE 

NIGRELLE  msurahce  agehcy 


Suite  518  - GPM  Building  - North  Tower,  800  N.W.  Loop  410 
SAN  ANTONIO,  TEXAS  78212  - A/C  512  - 341-2564 


1007  WEST  31st  STREET,  AUSTIN,  TEXAS  78705 
A/C  512  452-0189  KIRKE  JEFFERY 


PROFESSIONAL  LIABILITY 

OFFICE  LIABILITY 

PHYSICIAN  EQUIPMENT  FLOATERS 


FIRE  AND  HOMEOWNERS 

AUTOMOBILE 

FARM  INSURANCE 


LIFE,  ACCIDENT  AND  SICKNESS, 
DISABILITY  INCOME 
MALPRACTICE  INSURANCE 
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Climes 


CLINIC-HOSPITAL  MEDICAL  ASSOCIATES 
224  West  Beaur^ard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatric  Allergy 
M.  O.  Knight,  M.D.,  Surgery 
M.  H.  Brauns,  M.O.,  Internal  Medicine 
Roy  E.  Moon,  M.D.. 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 
R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 

Dale  W.  Hayter,  M.D., 

Ophthalmology 

Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner  M.D., 
Internal  Medicine 
Jack  S.  Rice,  M.D.,  Urology 
Lee  Paul  Fry,  M.D., 
Otolaryngology  and  Facial 
Plastic  Surgery 

A.  Price  Burdine,  M.D., 
Orthopedic  Surgery 
Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 


Telephone  817  336-7191 

INTERNAL  MEDICINE 
Kendra  J.  Belfi,  M.D. 

John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Robert  R.  Dickey,  M.D. 

Ford  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 
John  E,  Johnson,  Jr.,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 

Robert  U Sewell,  M.D. 

ORTHOPEDIC  SURGERY 
Thomas  E.  Rapp,  M.D. 

CONSULTANTS  IN  RADIOLOGY 
Victor  E.  McCall,  M.D. 

Dixon  Presnail,  M.D. 

Harry  H.  Whipp,  M.D. 


MALONE  AND  HOGAN  CLINIC 

1501  West  11th  Place,  Big  Spring,  Texas  79720,  Telephone  267-6361 


OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 


GENERAL  SURGERY 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

J.  E.  Mathews,  M.O..  F.A.C.S. 


ORTHOPEDIC  SURGERY 
C.  T.  Moore,  M.D. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 
W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 
n.  M.  Logan,  M.D. 

V.  T.  Smith,  M.D. 


FAMILY  PRACTICE 
W.  R.  Strahan,  M.D. 


PEDIATRICS 

J.  M.  Woodall,  M.D 

B.  R.  Owen,  M.D.,  F.A.A.P. 


RADIOLOGY  & NUCLEAR  MEDICINE 
Buerk  Williams,  M.D. 


UROLOGY 

G.  F.  Dillon,  M.D.,D.A.B.U. 
J.  W.  Cowan,  M.D. 


DERMATOLOGY 
H.  K.  Butler,  M.D. 

PODIATRY 

Bradford  Glass,  D.P.M. 

CONSULTANT  IN 
ELECTROENCEPHALOGRAPHY 


OBSTETRICS  AND  GYNECOLOGY  m l Proler  M D 
M.  A.  Porter,  M.D.  ’ ’ ' 

J.  W.  Kuykendall,  M.D. 

ADMINISTRATION 
R.  L.  Heith,  Administrator 
Charles  N.  Butts,  Fiscal  Officer 
H.  L.  Mott,  Office  Manager 
Danny  Nichols,  Comptroller 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC 

1533  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  883-7411 


FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D.,  F.A.A.F.P. 

r.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L,  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
Mark  G.  Strauss,  M.D. 

ADMINISTRATOR 
Gene  Hybner 

DIRECTOR  OF  NURSES 
Pat  Parker,  R.N. 


Remind  your  colleagues  of  your  specialty  and  office  location. 
Purchase  a listing  in  the  ‘Texas  Physicians’  Directory.” 


Internal  Medicine 
C.  M.  Marurl,  M.D. 

A.  J.  Nodarse,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Family  Medicine 

J.  H.  Cochrane,  Jr.,  M.D.,  F.A.A.F.P. 
J.  W.  O’Bryant,  M.D. 

A.  A.  PIske,  M.D. 

Family  Medicine  and 
General  Surgery 
Salvador  Faus,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION  OBSTETRICS  & GYNECOLOGY 


C.  H.  “Ham"  Rugeley 
Richard  R.  Raphael 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

DERMATOLOGY 
T.  S.  Arrington,  M.D. 


D.  M.  Voulgaris,  M.O. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb.  M.D. 

ANESTHESIOLOGY 
C.  G.  Spears,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kleler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 
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TEXAS  MEDICINE 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77030 
Telephone  713  797-9191 

Internal  Medicine  and  Diagnosis 


Allergy 


PETER  B.  KAMIN,  M.D.,  P.A. 

Certified  American  Boards  of  Pediatrics  and  Aiiergy 
Dipiomate  American  Board  of  Aiiersy  and  immunoiogy 

Allergy  and  Immunology 

Suite  601,  Oak  Hills  Medical  Building 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Phone  512  696-4405  or  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Richard  H.  Jackson.  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
Warren  J.  Raymer,  M.D.,  F.A.C.A.,  F.A.A.A.,  F.A.A.C.I.A.* 
O.  W.  Waddell,  M.D.,  F.A.A.C.I.A. 

Ramon  Garrido,  M.D.,  F.A.C.A.,  F.A.A.C.I.A.* 

(Certified  American  Board  of  Pediatrics) 

*Oiplomate  American  Board  of  Allergy  & Immunology 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77030,  713  - 797-0900 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 

CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 
Hugh  F.  Arnold,  M.D. 

Hu^  H.  Hanson,  M.D. 

Mlorael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
SIganund  W.  Friedland,  M.D. 
Boguslaw  Godlewski.  M.D. 
Matthew  T.  Monroe,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 
Thomas  G.  Vandivier,  M.D. 
Raymond  L.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 
Thomas  J.  Hanson,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 
Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

James  K.  Gordon,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 
George  T.  Conklin,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
Benjamin  L.  Portnoy,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  ZatorskI,  M.D. 

James  V.  Ryan,  M.D. 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.O.,  F.A.C.A. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


NEPHROLOGY 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 
George  Isaacs,  M.D. 

Ernesto  Infante,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middieman,  M.D. 
Martin  J.  Hrgovic,  M.D. 

PATHOLOGY 

Paul  B.  RadelaL  M.D. 

Ashok  M.  Balsaver,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 

Louis  C.  Waddell,  Jr.,  M.D. 

RADIOLOGY 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 

Howard  J.  Pollock,  M.D. 

NUCLEAR  MEDICINE 
Donald  A.  Podoloff,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice, 
Assistant  Administrator 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette,  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville,  M.H.A. 


JOHN  p.  McGovern,  m.d. 
Director-Consultant 

THEODORE  J.  HAYWOOD,  M.D. 
ORVILLE  C.  THOMAS,  M.D. 
JOSEPH  T.  QUENG,  M.D. 
LAWRENCE  G.  THORNE,  M.D. 
K.  VENUGOPALAN,  M.D. 
ROBERT  E.  SMITH,  M.D. 
JAMES  A.  AYERS,  M.D. 

EUNICE  W.  CHOU,  M.D. 
ALBERT  LEHMANN,  M.D. 


Research  Associates 
MICHAEL  H.  SMOLENSKY,  Ph.D. 
ALAIN  REINBERG,  M.D.,  Ph.D. 
CALVIN  J.  McLERRAN.  Ph.D. 
MICHAEL  A.  McCORMICK,  Ph.D. 


Consultants 

EVAN  M.  HERSH,  M.D. 

JUDITH  H.  MARSTON,  Ph.D. 
Immunology 

JAMES  A.  KNIGHT,  M.D. 
Psychiatry 

HERBERT  C.  McKEE.  Ph.D. 
RICHARD  K.  SEVERS.  Ph.D. 

Air  Pollution 

CAROLYN  S.  LEACH.  Ph.D. 
Clinical  Laboratories 

JOHN  A.  THOMAS,  Ph.D. 
Clinical  Pharmacology 

THOMAS  D.  DOWNS,  Ph.D. 
Biometrics 

WARREN  E.  SCHALLER,  H.S.D. 
Allied  Health  Sciences 


Certified  American  Board  of  Allergy  and  Immunology 

DIplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025,  (713)  661-1444 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozler,  M.D.,  F.A.C.A.,  Allergy-Immunology 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building 
1213  Hermann  Drive,  Suite  855 
Houston,  Texas  77004 
(713)  528-1916 

Neourology 

Ninan  T.  Mathew,  M.D.,  F.R.C.P.(C) 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

1801  North  Lamar  Blvd.,  Austin.  Texas  78701,  512  477-6704 

. . . Another  service  of  your  association 


2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


STUART  ALAN  MASON,  M.D.,  P.A. 

Fellow  American  Association  for  Clinicai  Immunology  and  Allergy 
Feiiow  of  the  American  (ktiiege  of  Allergists 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer  924-4231 


ALLERGY  AND  IMMUNOLOGY 

Joseph  T.  Sams,  M.D.,  P.A.  or  C.  David  Meadows,  M.D.,  P.A. 
DIplomates  of  the  American  Board  of  Allergy  and  Immunology 

900  W.  Randol  Mill  Rd.,  Suite  215,  Arlington,  Texas  76012,  817  277-1161 


TMA  Group  Insurance  Plans 

. . . Another  service  of  your  association 
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CHARLES  A.  RUSH,  JR.,  M.D. 

l^lptamate/Amerlcan  Board  of  Allergy  & Immunology 

Northeast  Medical  Clinic  Association 
7602  Qlenview  Drive 
Fort  Worth,  Texas  76118 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 


1400  Eighth  Street,  Wichita  Falls,  Texas 

Anesthesiology 


HOUSTON  PAIN  CLINIC 
ALEX  M.  STRAJA,  M.D.,  F.R.C.P.(C),  F.A.C.A. 
Practice  Limited  to  Treatment  of  Chronic  Pain 
Syndromes  and  Nerve  Blocks 

Practice  by  Referral  Only 

Medical  Tovrers,  6608  Fannin,  Suite  1417 

Houston,  Texas  77030  Phone;  713  797-1681 


DRS.  PIPKIN  AND  RESSMANN 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Maiignancles 
714  Medicai  Arts  Bldg.,  San  Antonio,  Texas  78205 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

R.  D.  DIGNAN,  M.D. 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Suite  1209  Barnett  Tower,  3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  824-2573  


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 
X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

A Professional  Association 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas  79410 


2715  Fannin  Street,  Houston,  Texas 


C.D.L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

Suite  8,  3337  Plainview,  Pasadena,  Texas  77504 


SOMMAI  SEHAPAYAK,  M.D. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

Diseases  and  Surgery  of  the  Colon  and  Rectum  and 
Fiber-optic  Colonoscopy 

Medical  Tower,  Suite  210,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104,  817-338-4501  (24  hours) 


SUVID  PITA,  M.D. 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


MANUEL  G.  LAGON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 
FORT  WORTH  COLON  AND  RECTAL  CLINIC,  P.A. 

Colonoscopy,  Colon  and  Rectal  Surgery 

909  Eighth  Avenue,  Fort  Worth,  Texas  76104;  Telephone  332-1371 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

7777  Forest  Lane,  Suite  214,  Dallas,  Texas  75230;  Phone  661-7460 


GERALD  A.  CASID,  M.D.,  P.A. 

Skin  Diseases — Skin  Tumors 

Hair  Transplantation,  Dermabrasion,  Chemical  Peels 

333  N.  Shiloh  Rd.,  Garland,  Texas  75042 
Phone  214-272-5451 


DAVID  S.  ALKEK,  M.D.  AND  ASSOCIATES 
Dermatolo^  and  Cancer  of  the  Skin 
Dermabrasion  and  Chemical  Peel 

8226  Douglas  Avenue.  Suite  755 
Dallas,  Texas  75225 
Ph:  214-691-6691 


Present your  ideas 
in  Texas  Medicine 


TMA  Members’  Retirement  Trust  (Keogh) 

. . . Another  service  of  your  association 


For  details  on  submitting  manuscripts, 

send  for  a copy  of  “Information  for  Authors." 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  P.A. 
STANLEY  FELD,  M.D. 

RICHARD  SACHSON,  M.D. 

Practice  Limited  to  Endocrinology 

Oouelas  Plaza  Bldg.,  Telephone:  363-5535 
B226  Douglas  Avenue,  Dallas,  Texas  75225 


Eye,  Ear,  Nose,  Throat 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Thoracic  Surgery 

Vascular,  General  and  Thoracic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue, 

Dallas,  Texas  75246,  821-2356 


DRS.  NALLE,  ELLSASSER  AND  CLAYTON 
Eye  and  Allergy  of  the  Ear,  Nose  and  Throat 

Ernest  Nalle,  Jr.,  M.D.,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph. 

Miles  G.  Clayton,  M.D.,  Oph. 

1312  Main  Street.  Lubbock,  Texas  79401,  806  762-8771 


Family  & General  Practice 


GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.“^ 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

SAMUEL  SILVA,  M.D. 

Hair  Transplantation 

4759  South  Freevray,  Fort  Worth,  Texas  817  923-7374 


Gastroenterology 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

DAVID  E.  LANGDON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy, 
and  Colonoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


General  Surgery 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


ROBERT  J.  TURNER,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  and  Peripheral  Vascular  Surgery 

The  Saint  Joseph  Professionai  Building 
1400  South  Main  Street,  Suite  104 
Fort  Worth,  Texas  76104,  335-8311 


ROBERT  M.  STECKLER,  M.D. 

Dipiomate  American  Board  of  Surgery 

Head  and  Neck  Surgery,  Surgery,  and 
Surgical  Oncology 

Bayior  Medical  Plaza,  Suite  1008,  3600  Gaston  Avenue, 
Daiias,  Texas  75246,  214  827-9880 


J.  E.  WAY,  M.D.,  F.A.C.S. 

Diplomate  of  the  American  Board  of  Surgery 

General  Surgery 

516  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104 


ROBERT  DAVIS,  M.D.,  M.B.,  B.Ch.  (Rand), 
F.R.C.S.  (Edin.) 

General  Surgery 

430  Park  Piaza  Professional  Building,  1213  Hermann  Drive, 
Houston,  Texas  77004;  713  528-0597 

By  Appointment 


Hand  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

PETER  R.  CARTER,  M.D. 

Hand  Surgei7  and  Upper  Extremity 
Reconstructive  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  Suite  802,  3600  Gaston  Avenue 
Daiias,  Texas  75246,  214  823-5351 


Neurological  Surgery 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery 

Casey  E.  Patterson,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D.  Ira  C.  Denton,  Jr.,  M.D. 

Morris  Sanders,  M.D.  W.  Robert  Hudgins,  M.D. 

Jack  Woolf,  M.D.,  Consultant 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 

3600  Gaston  Avenue,  Barnett  Tower,  Baylor  Medical  Plaza,  Suite  310, 
Dallas,  Texas  75246;  214  826-1976 
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JACK  STERN,  M.D. 

GARYC.  HUTCHISON,  M.D. 

Neurological  Surgery 

8210  Walnut  Hill  Lane,  Suite  805,  Dallas,  Texas  75231,  363-8524 


RONALD  SMITH,  M.D. 
Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 


CHERRY-LONG  NEUROSURGERY  ASSOCIATION 
GLENN  R.  CHERRY,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
R.  GORDON  LONG,  M.D.,  D.A.B.N.S.,  F.A.C.S. 
Neurological  Surgery 

Baylor  Medical  Plaza  — 605  Barnett  Tower 
3600  Gaston  Avenue  — Dallas,  Texas  75246 
Telephone  214  826-7060 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Physiotherapy 

William  J.  Nelson,  M.D.,  Neurosurgery 
John  T.  O’Neal,  M.D.,  Neurosurgery 

Robert  D.  Schneider,  M.D.,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  M.D.,  Neurology  and  Electroencephalography 


HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg.,  Houston,  Texas  77030,  713  790-1100 


Medical  Plaza  Bldg.,  Suite  307 

El  Paso  Medical  Center 

1501  Arizona  Avenue,  El  Paso,  Texas  79902 

Telephone  915  532-8901 


Richard  S.  Ruiz,  M.D.,  F.A.C.S. 
Charles  E.  Russo,  M.D.,  F.A.C.S. 
Malcolm  L.  Mazow,  M.D.,  F.A.C.S. 
Robert  H.  Stewart,  M.D.,  F.A.C.S. 
Robert  B.  Wilkins,  M.D.,  F.A.C.S. 


Jeffrey  D.  Lanier,  M.D.,  F.A.C.S 
Michael  A.  Bloome,  M.D.,  F.A.C.S. 
Paul  C.  Salmonsen,  M.D. 

Richard  L.  Kimbrough,  M.D. 


TEXAS  NEUROLOGICAL  INSTITUTE  AT  DALLAS,  P.A. 
Neurological  Surgery 

James  E.  Bland,  M.D. 

Martin  L.  Lazar,  M.D. 

Medical  Neurology,  Electroencephalography  and 
Electromyography 

Ralph  G.  Greenlee,  Jr.,  M.D. 

Allan  L.  Naarden,  M.D. 

Richard  R.  North,  M.D. 

William  S.  Woodfin,  M.D. 

Neuro-Ophthalmology  and  Electrodiagnosis  of  the  Eye 

Peter  R.  Bringewald,  M.D. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214  661-7676 
8210  Walnut  HIM  Lane,  Suite  900,  Dallas,  Texas  75231;  214  361-8100 


DRS.  ALPAR,  TAYLOR,  HOWELL,  CURRIE  & 

WEINBERGER 

Ophthalmology 

John  J.  Alpar,  M.D.  Hugh  B.  Currie,  M.D. 

Coleman  Taylor,  M.D.  Bruce  L.  Weinberger,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  M.D. 

William  B.  Snyder,  M.D. 

William  L.  Hutton,  M.D. 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


ROBT.  C.  L ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D.,  F.A.C.S. 
E.  FLOYD  ROBINSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


FORT  WORTH  NEUROSURGICAL  CLINIC 

William  R.  Bernell,  M.D. 

George  B.  Crisp,  Jr.,  M.D. 

Charles  L.  Webster,  Jr.,  M.D. 

662  South  Henderson,  Fort  Worth,  Texas  76104 
Telephone  338-9333;  WATS  Line  1-800-792-2278 


“Every  man  owes  some  of  his  time 
to  the  upbuilding  of  his  profession” 

— Theodore  Roosevelt 

Take  an  active  role  in  TMA  and  your  county  society. 


BRUCE  C.  TAYLOR,  M.D. 

RICHARD  L.  WINSLOW,  M.D. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.,  Dallas,  Texas  75204 
214  521-1153 


McPherson  associates 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Alice  R.  McPherson,  M.D. 

Robert  A.  Moura,  M.D. 

Arthur  W.  Willis,  M.D. 

Durham  Barnes,  M.D. 

6436  Fannin,  Suite  800,  Houston,  Texas  77030 
713  797-1903 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  M.D. 

Alan  C.  Baum,  M.D. 

3838  Hillcroft,  #415,  Houston,  Texas  77027,  713  781-2882 
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CORPUS  CHRISTI  EYE  ASSOCIATES 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

S166  Reid  Drive,  Corpus  ChrlstI,  Texas  78404,  Phone  853-7319 


EYE  CENTER  OF  AUSTIN 

3913  Medical  Parkway 

Austin,  Texas  78756;  512  451-8484 

Edward  J.  Petrus,  M.D. 

Richard  E.  Nieman,  M.D. 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomates  American  Board  of  Orthopaedic  Surgery 
'Emphasizing  Surgery  of  the  Hand 
Frank  R.  Vlncenti,  M.D. 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012,  817  261-8284 


JOHN  Y.  HARPER,  JR.,  M.D.,  P.A. 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

601  Madison  Square  Medical  Building 

311  Camden  Street,  San  Antonio,  Texas  78212 

(512)  226-1812 


BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

4849  West  Lawther  Drive 
Dallas,  Texas  75214 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Consultation  and  Surgery 

James  P.  Evans,  M.D. 

Practice  Limited  to  Sports  Medicine 


PETER  R.  BRINGEWALD,  M.D. 
Neuro-Ophthalmology 

Texas  Neurological  Institute  at  Dallas,  P.A. 

7777  Forest  Lane,  Suite  347,  Dallas,  Texas  75230;  214-661-7676 

By  appointment  only. 


LOUIS  W.  BRECK,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Practice  Limited  to  Orthopaedic  Surgery 

1300  N.  Stanton  Street,  El  Paso  79902 
Telephone  915  544-3831 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

R.  Stephen  Curtis,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 


SPORTS  MEDICINE  CLINIC  OF  NORTH  TEXAS 


4849  W.  Lawther  Dr.,  Suite  101 
Dallas,  Texas  75214 

James  Pat  Evans,  M.D. 


THURSTON  DEAN,  M.D. 

Diplomats  American  Board  of  Orthopedic  Surgery 

509  N.  Garfield  Street 
Midland,  Texas  79701 
Telephone:  915  682-0433  or  682-0163 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Fred  W.  Sanders,  M.D. 

James  M.  Beckley,  M.D. 

Joseph  H.  Gaines,  M.D. 


Otolaryngology 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

J.  Price  Brock,  Jr.,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

Lee  C.  Detenbeck,  M.D. 

Thomas  S.  Padgett,  M.D. 

5620  Greenbriar,  Houston,  Texas  77005,  526-6262  and 
Parkway  Towers  Professional  Building,  150  West  Parker  Road, 
Houston,  Texas  77022,  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  M.D. 

W.  Te<1  Sisco.  M.D. 

G.  S.  Gill,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail.  Send  old 
and  new  address  to  Membership  Department,  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 
Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 


Otology 


DANIEL  McNAMARA  MARTINEZ,  M.D.,  F.A.C.S. 
Otology  and  Otoneurology 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Building, 
Suite  400,  Dallas.  Texas  75231;  214  691-7331 


DALLAS  HEARING,  BALANCE  AND  OCULAR 
PULSE  UBORATORY 

Audiology — Vestibulometry — Non-invasive  Carotid 
and  Vertebral  Circulation  Studies 

402  Presbyterian  Professional  Building,  8210  Walnut  Hill  Lane, 
Dallas,  Texas  75231;  214  691-7367 
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Physical  Medicine  & Rehabilitation 


FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andular,  M.D. 

Dorothy  Patras,  M.D. 


1400  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
WILLIAM  E.  HISEY,  Administrator 
LARRY  E.  BROWNE,  M.D.,  Medical  Director 


BROWN  & ASSOCIATES  MEDICAL  LABORATORIES 
Clinical  Pathology,  Hematology,  Surgical  Pathology, 
Exfoliative  Cytology  and  Electrophoresis 

Wilson  G.  Brown,  M.D. 

George  V.  Miller,  M.D. 

Walter  G.  Olin,  Jr.,  M.D. 

John  R.  Thomas,  M.D. 

S.  Joseph  Skinner,  M.D. 

Joe  B.  Haden,  M.D. 

Enrique  van  Santen,  M.D. 

Elaine  V.  Shalek,  M.D. 

Robert  H.  McNeely,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas  77030 
220  Park  Plaza  Prof.  Bldg.,  Houston,  Texas  77004 
Telephone  527-5230 

Mailing  Containers  on  Request  — Office  Pickup  Service  in  Houston 


PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

E.  Hernandez,  M.D. 

Diplomates,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 


ROBERTO  G.  ROLFINI,  M.D. 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

702  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205,  Telephone  226-2424 


Plastic  Surgery 


THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

LAURENCE  E.  WOLF,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 


WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 


WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.aA.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Robert  Wayne  Walter,  M.O.,  F.A.C.P. 

Clinical  Pathology 
Surgical  Pathology 
Exfoliative  Cytology 
Medicolegal  Consultation 
Maliing  Containers  on  Request 

2112  Washington  Ave.,  P.O.  Box  3160,  Waco,  Texas  76707,  756-7226 

J.  S.  Wilkenfeld,  M.D.,  Medical  Laboratories,  Inc. 

J.  S.  WILKENFELD,  M.D.  ENA  E.  MOCEGA,  M.D. 

Diplomates  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 
Houston,  Texas  77055.  713  468-0738 

Mailing  Containers  on  Request— Office  Pickup  Service  In  Houston 

ARTHUR  L.  RAINES,  M.D.  AND  ASSOCIATES 
Pathologists 

DIPLOMATES,  AMERICAN  BOARD  OF  PATHOLOGY 

Clinical  Pathology  Surgical  Pathology 

Exfoliative  Cytology  Medicolegal  Consultation 

Hospitai  and  Clinic  Laboratory  Consultation 

P.  O.  Box  118,  Cleburne,  Texas  76031 

817  645-9181,  Ext.  360 

MAILING  CONTAINERS  ON  REQUEST 


HENRY  B.  OWENS,  M.D.,  F.C.A.P. 

Diplomate  American  Board  of  Pathology 

Cytology  and  Tissue  Pathology  Only 

801  E.  Border  St.,  Suite  M,  P.  O.  Box  1627 
Arlington,  Texas  76010,  (817)  461-2771 

Maliing  Containers  on  Request — Office  Pickup  Service  in  Arlington 


530  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 


JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Cosmetic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas  336-0356 


PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  M.D.,  F.A.C.S. 
diaries  W.  Bailey,  Jr.,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

Jonathan  J.  Dora,  M.D. 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 


Do  your  patients  understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an 
invitation  for  patients  to  discuss  medical 
costs  with  you.  It  shows  you  care  and  helps 
prevent  doctor-patient  misunderstanding. 

Send  $2.40  to:  Order  Department,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  III.  60610. 


606  Medical  Plaza  Bldg.,  800  Eighth  Avenue,  Fort  Worth,  Texas  76104, 
335-4751 


VALENTIN  GRACIA,  M.D.,  P.A., 

F.A.C.S.,  F.I.C.S.,  D.A.B. 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364)446 
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Psychiatry 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

3100  Red  River,  Austin,  Texas  78705;  512-476-9149  Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 


PATRICK  H.  BECKHAM,  M.D.  AND  ASSOCIATES 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

1111  West  34th  Street,  Suite  207,  Austin,  Texas  78705,  459-3258 


Larry  E.  Tripp,  M.D. 

Larry  R.  Kimsey,  M.D. 
Charles  M.  Smith,  M.D. 
Gregory  G.  Dlmijian,  M.D. 
Linda  R.  Hughes,  M.D. 

Roy  H.  Fanoni,  M.D. 

Byron  Howard,  M.D. 

Larrie  W.  Arnold,  M.D. 
Madeline  W.  Harford,  M.D. 
John  G.  Looney,  M.D. 


WILLIAM  E.  BARNES,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street  Suite  608,  Austin,  Texas,  454-7659 


JOHN  E.  CARTER,  M.D.,  P.A. 

Diplomats  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JOSEPH  C.  FORD,  M.D.,  P.A.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery 
DIplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

508  Madison  Square  Medical  Building 

311  Camden,  San  Antonio,  Texas  78215,  224-5509 


practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


FABRE  CLINIC 

LOUIS  F.  FABRE,  JR.,  M.D.,  Ph.D. 

Certified  in  Psychiatry  by  the  American  Board  of 
Psychiatry  and  Neurology 

Individual  and  Group  Psychotherapy 
Children  — Family  — Alcoholism 

Free  of  charge  to  patient  MEDICATION  CLINIC 
FOR  PATIENTS  WITH  ANXIETY  OR  DEPRESSION 
IN  CONJUNCTION  WITH  CNS  RESEARCH  WITH 
PSYCHOPHARMACOLOGICAL  COMPOUNDS 


BROMLEY  S.  FREEMAN,  M.D.,  F.A.C.S. 
D.  ROBERT  WIEMER,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

7000  Fannin,  Suite  1770,  Houston,  Texas  77025 
713  795-5584 


JACK  L.  CONLEE,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Cosmetic  Surgery 

3318  S.  Alameda,  Suite  1,  Corpus  Christ!,  Texas,  855-7359 


PLASTIC  SURGERY  ASSOCIATION 
LEONARD  KOCH,  M.D. 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410,  806  792-2313 


ROBERT  L.  CLEMENT,  M.D.  AND  ASSOCIATES 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery 

nil  West  34th  Street,  Suite  205,  Austin,  Texas  78705,  512  459-3101 


DAVID  McLendon,  Ph.D. 

Licensed  Clinical  Psychologist 

Individual  and  Group  Psychotherapy 
Diagnostic  Evaluations  and  Counseling 

H.  JOHN  JACKSON,  Ed.D. 

Educational  Psychologist 

Administrative  Consultation  to  School  Districts 
Program  Organization  Consultation 
Individual  Family  Counseling 

5503  Crawford  Street,  Houston,  Texas  77004  713  526-2328 


ALAN  B.  BRINSMADE,  M.D. 

General  Psychiatry 

Specializing  in  Psychotic  lllnesses-Acute  and  Chronic 

Hermann  Medical  Center  Professional  Building 
Houston,  Texas  77025,  713  524-8496 


PERRY  C.  TALKINGTON,  M.D. 

Psychiatry 

4645  Samuell  Blvd.,  Dallas,  Texas  75228,  214  381-3849 


TMA  Automobile  Lease  Program 

TMA  International  Travel  Program  Another  service  of  your  association 

. . . Another  service  of  your  association 
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Rheumatology 


Psychiatry  & Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  HazSewood,  M.D.,  J.  J.  Leyva,  M.D. 

Department  of  Psychology 

Alien  Goss,  Ph.D.,  Jim  M.  Phillips,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  SouOimore,  Suite  1103,  Pasadena,  Texas  77502,  473-7&4S 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas  747-5183 


DON  E.  CHEATUM,  M.D.,  F.A.C.P. 

DIplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 

4105  Uve  Oak  SL 

Dallas,  Texas  75204,  823-4151 


RHEUMATOLOGY 

Roy  M.  Heischmann,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 

Rheumatology  Consultation  of  Physician  Referral 

3707  Gaston  Avenue,  Suite  810,  Dallas,  Texas  75246;  827-0868 


HAUSER  CLINIC 

Psychiatry,  Neurology,  Electroencephalography  and 


Electromyography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 
Javier  A.  Zapata,  M.D. 
'Susan  B.  Darsey,  M.D. 
'Harvey  A.  Rosenstock,  M.D. 


Section  of  Psychology 
Ken  R.  Vincent,  Ed.D. 

Administrator 
Richard  J.  Kurzenberger 


Section  of  Neuroloffir 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Ronald  DeVere,  M.D. 

Section  of  Social  Work 
Pamela  Plimmer,  A.C.S.W. 
Marguerite  Papademitriou,  A.C.S.W. 
Margery  Engel,  M.S.S.W. 

Jean  Lemer,  M.S.W. 


BOS  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  713-224-5041 


'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

'Herbert  G.  Rush,  M.D. 

A.  Arauzo,  M.D. 

Sanford  Lehrer,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomate  American  Board  of  Psychiatry  and  Neurology 


Radiology 


Thoracic  Surgery 


Donald  L.  Paulson,  M.D.  Maruf  A.  Razzuk,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON,  URSCHEL,  RAZZUK  AND 
ASSOCIATES 

Thoracic  and  Cardiovascular  Surgery 

1201  Barnett  Tower 

3600  Gaston  Avenue,  Dallas,  Texas  75246,  824-2503 


JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 


ALLAN  L GRAHAM,  M.D.,  F.A.C.S. 

KARAMAT  U.  CHOUDHRY,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

ROBERT  W.  MILEY,  M.D. 

Diplomate  American  Board  of  Surgery 

Cardiac,  Thoracic  afid  Vascular  Surgery  Associates 

800  Eighth  Ave.,  Suite  626,  Fort  Worth,  Texas  76104,  332-7878 


Thoracic  Surgery  Associates 
ROBERT  E.  CARR,  M.D.,  F.A.C.S. 

ROBERT  N.  McGEHEE,  M.D. 

Thoracic  and  Cardiovascular  Surgery 

DIplomates  American  Boards  of  Surgery  and  Thoracic  Surgery 
532  Medical  Plaza,  800  Eighth  Ave.,  Ft.  Worth,  Texas  76104,  332-2720 


ROYAL  WERTZ,  M.D.,  F.A.C.R. 
Practice  Limited  to  Radiology 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
Jwnes  P.  Wills,  M.D.,  DJLB.R. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


James  L.  Clifford,  M.D.  Henry  D.  Wolfe,  M.D. 

JAMES  L.  CLIFFORD  & ASSOCIATES 

Cobalt  60  Rotational  Therapy,  Deep  & Superficial  X-ray, 
Radium  Therapy,  Roentgen  Diagnosis,  & Nuclear  Medicine 
Services  to  area  hospitals  & clinics;  Strontium  90  aye 
applicator. 

845  Clarksville  St..  P.  O.  Box  100,  Paris,  Texas  75460,  214-784-4624 


HECTOR  0.  YANES,  M.D.,  P.A.,  F.A.C.S.,  F.A.C.C. 

Cardiac,  Vascular  and  Thoracic  Surgery 

Diplomate  American  Board  of  Surgeiy  and 
American  Board  of  Thoracic  Surgery 

432  Medical  Plaza,  800  Eighth  Ave., 

Fort  Worth,  Texas  76104  332-1947 

RICHARD  E.  WOOD,  M.D. 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 

Make  your  plans  now  to  attend  the 
TMA  Conference  on  Legislation 
January  15,  1977,  Austin 
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Urology 


JO  C.  ALEXANDER,  M.D.,  FOSTER  FUQUA,  M.D., 

ELGIN  W.  WARE,  JR.,  M.D.,  GEORGE  E.  HURT,  JR.,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 
L.  MICHAEL  GOLDSTEIN,  M.D.,  THOMAS  P.  REILLY,  M.D. 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

Dolphus  E.  Compere,  M.D.,  F.A.C.S. 

Grant  F.  Begley,  M.D.,  F.A.C.S. 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Oiplomates  of  American  Board  of  Urology 


H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 
ABELGARDUNO,  M.D. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephone  532-8130  & 533-4765 


MARVIN  GREER  RAPE,  M.D. 

NEWTON  F.  MCDONALD,  M.D. 

JAMES  E.  MORNEAU,  M.D. 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 


DONALD  J.  NEESE,  M.D. 

H.  R.  WAGNER,  M.D. 

Practice  Limited  to  Urology 

218  Hermann  Professional  Building 
Houston,  Texas  77025,  Telephone:  713  521-9538 
400  Medical  Center  Blvd.,  Suite  207 
Webster,  Texas  77598,  Telephone:  713  332-2466 


EUGENE  R.  TODD,  M.D.,  P.A. 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Feliow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3434  Swiss  Ave.,  Suite  406,  Dallas,  Tex.  75204,  214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Relsman,  M.D. 

Donald  J.  Logan,  M.D. 

Allen  S.  Plotkin,  M.D. 

Donald  L.  McKay,  M.D. 

Practice  Limited  to  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $12.50  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is 
allowed  for  six  months’  advance  payment.  Section  headings 
are  limited  to  those  specialties  designated  by  the  American 
Medical  Association.  A list  of  these  specialties  is  available 
upon  request.  New  listings,  changes,  or  cancellations  should 
be  sent  to  Advertising  Manager,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th 
of  the  month  preceding  publication  month. 


Christmas  Seals 
Rght 

Lung  Disease 


AMERICAN 

LUNG 

ASSOCIATION 

The  "Christmas  Seal"  People 


Space  contributed  by  the  publisher  as  a public  service 
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When  a period  of  intensive  residential  treatment 
is  indicated:  THE  BROWN  SCHOOLS 


A community  within  a community  to  provide  individualized  treatment  within  a residential 
milieu. 

A program  designed  for:  psychiatric  illness,  behavior  problems  in  neurological  patients, 
and  rehabilitation  of  the  mentally  retarded. 

Three  separate  treatment  centers  plus  a transitional  treatment  center  provide  individually 
prescribed  programs  of  care,  education,  treatment  and  training  for 

children,  adolescents  and  adults.  The  centers  are  geographically  , ^ 

separated  to  provide  the  proper  residential  group,  yet  near  enough 
to  benefit  from  the  combined  training  and  experience  of  a wide 
range  of  staff  members. 


For  information,  write:  The  Director  of  Admissions,  Department  'T'X  TT^ 

K-1 , THE  BROWN  SCHOOLS,  P.O.  Box  4008,  Austin,  Texas  1 
78765.  Toll  Call:  (512)  478-6662/Out  of  State  Free:  (800)531-5305/  TXT 

From  Texas  Free:  (800)  292-5404  tllx*  IWI  x 


All  our  programs  are  accredited  by  the  appropriate  Councils 
of  the  Joint  Commission  on  Accreditation  of  Hospitals. 


SCHOOLS 


Have  you  completed  and  returned 

your  1976  TMA  Professional  Liability 

Insurance  Survey? 


TEXAS  - 

TWO  IMMEDIATE  POSITIONS 

BOARD  CERTIFIED  OR  ELIGIBLE 
INTERNIST  . . . 

$45,000  net  practice  guarantee  first  year;  second  year 
partnrship  option  or  solo  in  area  if  preferred.  Inclusive 
Malpractice;  office  space;  office  equipment;  nursing 
personnel;  full  fringes.  90  acre  Medical  Complex  with 
379  bed  full  service  hospital  (physician  management); 
superior  general  services;  excellent  specialty  services 
and  facilities;  separate  Psychiatric  Annex. 

Situated  in  Pasadena,  Texas,  adjacent  to  Houston. 
Located  near  NASA  — a few  miles  east  of  Texas  Medi- 
cal Center.  Population  126,000.  Metropolitan  Houston 
population  2,509,000.  High  per  capita  income  area.  Ex- 
cellent schools  (from  elementary  to  doctorate  in  25  mile 
range);  2 major  universities  and  2 medical  schools 
easily  accessible;  fine  churches  with  a friendly  area 
population;  complete  cultural  and  social  opportunities; 
fresh  and  salt  water;  Astrodome,  major  league  sports 
(football,  baseball,  ice  hockey,  golf  tournaments,  ten- 
nis tournaments). 

Submit  resume:  INTERNIST;  P.  0.  Box  3093,  Pasa- 
dena, Texas  77501;  or  call  713-943-2500. 


EMERGENCY  PHYSICIANS 

Career  oriented  emergency  physicians  with 
additional  post  graduate  training  and/or  emer- 
gency medicine  experience.  Continuing  educa- 
tional requirements  mandatory.  Teaching  and 
non-teaching  emergency  departments  available. 
The  only  emergency  medicine  group  staffing 
emergency  department-Texas  Medical  Center. 
Board  eligibility  or  certification  with  interest  in 
trauma  qualifies  for  director  status.  Gulf  Coast 
area.  Immediate  openings. 

Guarantee  $52,000  - $58,000. 

Fringes:  Malpractice,  major  medical,  life, 
disability  income. 

Houston  metropolitan  facilities.  Excellent 
schools,  churches  with  a friendly  area  population. 
Cultural  and  educational  opportunities.  Fresh 
and  salt  water.  Astrodome,  major  league  sports 
(football,  baseball,  ice  hockey,  golf  tournaments, 
tennis  tournaments). 

Only  Qualified  Need  Apply 

Call  or  Send  C.V.:  Gulf  Coast 
Emergency  Physicians, 

(713)  943-1918,  3325  Plainview,  Suite  7 
Pasadena,  Texas  77504 
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Physicians  Wanted 


A BETTER  PLACE  TO  PRACTICE  MEDICINE.  Enjoy  practicing 
medicine  in  a warm  climate,  and  with  the  friendly  people  in  Wichita 
Falls,  Texas.  Our  brand  new  66,000  square  foot  clinic  building  has  new 
offices  and  ^amining  rooms  ready  for  specialists  in  internal  medicine, 
family  practice,  and  diagnostic  radiology.  We  are  a multi-specialty  group 
located  in  a city  of  100,000  people  in  North  Central  Texas — close  to 
everything — but  away  from  the  big  city  problems.  Call  collect  Dr.  David 
M.  Pogue  at  817-766-3661,  at  601  Midwestern  Parkway,  East,  Wichita 
FaJls,  Texas  76302. 

WANTED  ORTHOPEDIC  SURGEON  TO  JOIN  multispecialty  clinic 
vit^  facilities  for  doing  all  types  of  surgery  in  new  hospital  as  well  as 
office  in  new  clinic  building.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
M6-267-6361. 

GENERAL  PRACTITIONER  NEEDED:  To  work  with  general  surgeon 
doing  GP  work.  Excellent  opportunity  for  a doctor  desiring  family  prac- 
tice work.  May  start  for  salary  of  $46,000  per  year  negotiable.  City  has 
population  of  6,000  with  trade  area  of  20,000  to  26,000.  Contact  Chris 
S.  Cruzcosa,  M.D.,  300  South  6th  Street,  Carrizo  Springs,  Texas  78834. 
W2-876-6236. 

WANTED  01^  OR  TW0"B0ARD“ELIGIBLE^’AMILY"PRACTITI0N- 
£RS  to  come  into  a growing  multispecialty  clinic.  Many  benefits  that 
only  a grroup  practice  can  provide.  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361,  _ 

WANTED  BOARD  ELIGIBLE  OB-GYNECOLOGIST  to  join  two  others 
in  the  department  with  all  new  facilities  in  hospital  and  clinic.  Henry 
K.  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 


LOCUM  TENENS  WANTED:  Doctor  interested  in  GP  work  with  OB, 
to  cover  one  doctor  on  weekly,  monthly  or  any  time  of  the  year  basis. 
Financial  arrangement  negotiable.  Contact  Chris  S.  Cruzcosa,  M.D.,  300 
South  5th  Street,  Carrizo  Springs,  Texas  78834,  512-876-5236. 

WANTED:  ANESTHESIOLOGIST  to  join  growing  multispecialty  clinic 
with  excellent  facilities.  New  clinic  building  adjacent  to  new  hospital. 
Contact  Henry  K,  Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West 
11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  OPHTHALMOLOGIST  TO  JOIN  growing  multispecialty 
clinic  with  excellent  facilities.  New  clinic  building  adjacent  to  new 
hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and  Hogan  Clinic, 
1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone  916-267-6361. 

WANTED:  INTERNIST,  preferably  with  subspecialties  in  gastro- 
enterology, pulmonary  diseases,  rheumatology  or  cardiology  to  join 
growing  multispecialty  clinic.  Elxcellent  facilities  in  new  clinic  building 
adjacent  to  new  hospital.  Contact  Henry  K.  Butler,  M.D.,  Malone  and 
Hogan  Clinic,  1601  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
916-267-6361. 

PHYSICIANS  AND  PSYCHIATRISTS — general  practice,  pediatricians 
and  psychiatrists  for  vacancies  in  state  mental  hospitals  and  state 
schools  for  mentally  retarded.  Salaries;  $31,000  to  $38,000  plus  $1,000 
for  board  certification  plus  up  to  $3,000  supplement  in  certain  areas; 
usual  State  benefits.  Liability  protection  provided  under  Texas  law. 
Texas  license  or  reciprocity  required.  Contact  the  Personnel  Specialist, 
Texas  Department  of  MHMR,  P.O.  Box  12668,  Capitol  Station,  Austin, 
Texas  78711.  612-464-3761.  An  equal  opportunity,  affirmative  action 
employer. 

NEAR  GULF  COAST:  Several  specialties  including  family  practi^. 
Two  accredited  district  hospitals,  1968  additions.  Excellent  potential 
to  double  present  staff  of  20.  Offices  available.  Great  rural  place  to 
raise  family.  Water  recreation,  hunting.  76  miles  west  of  Houston. 
Steve  Walters,  Administrator,  Box  910,  Bay  City,  Texas  77414,  713- 
246-6883. 

PSYCHIATRIST,  board  certified  or  eligible  needed  for  modem  forensic 
psychiatry  program.  Texas  license  required.  Salary  $34,000-1-.  Immediate 
openings.  Call  or  write:  Robert  B.  Sheldon,  M.D.,  Superintendent,  Rusk 
State  Hospital,  P.  O.  Box  318,  Rusk,  Texas  76786;  214-683-648L 

WANTED:  PEDIATRICIAN  to  join  growing  multispecialty  clinic  with 
excellent  facilities.  New  Clinic  building  adjacent  to  new  hospital.  Many 
benefits  that  only  a group  practice  can  provide.  Contact  Henry  K. 
Butler,  M.D.,  Malone  and  Hogan  Clinic,  1601  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  916-267-6361. 

GENERAL  INTERNIST  WANIED:  Board  certifi^  or  eligible  to  join 
expanding  successful  group.  Busy  hospital  and  office  practice.  Houston 
environs.  Excellent  salary  and  fringe  benefits.  Contact  Doctors  Clinic, 
1601  Broadway,  Galveston,  Texas;  attention  Robert  Walsh,  Administra- 
tor,  

GENERAL  PRACTITIONER  to  join  two  GPs  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Aus- 
tin. Modern  three  man  clinic;  adjacent  to  36  bed  hospital,  recently 
remodeled.  Salary  $40-48,000  per  year.  Partnership  available  after  trial 
period.  Contact  Willis  G.  Youens,  Jr.,  M.D.,  106  N.  Grohmann,  Weimar, 
Texas  78962;  713-726-8646. 

GENERAL  PRACTITIONER— FAMILY  PRACTICE:  Clinic,  inciuding 
lab  and  x-ray.  Join  internist  and  general  practitioner  in  busy  practice. 
Salary  and  benefits  negotiable  with  subsequent  partnership  offered. 
Contact  Ribelies  Ciinic  Associates,  9801  Katy  Freeway,  Houston,  Texas 
77024.  713-461-0072, 

EMERGENCY  DEPARTMENT  GROUP,  HOUSTON  AREA,  EX- 
PANDING— choice  of  salary  or  fee-for-service  with  guarantee — malprac- 
tice paid — Call  713-861-7942  or  write  Greater  Houston  Emergency  Physi- 
cians  Association.  626  West  19th.  Houston.  Texas  77008. 

FAMILY  PRACTICE  OR  OPHTHALMOLOGIST.  Attractive  office  in 
ideal  location  with  excellent  public  exposure  on  corner  with  easy  access. 
1370  square  feet  at  30c  per  square  foot  per  month  in  an  underserved 
middleclass  area  of  Irving.  Formerly  occupied  by  internist.  Contact  Litt 
Perry,  DDS,  209  South  O'Conner,  Irving,  Texas  76060;  214-269-4680. 


WANTED;  GP  OR  FP.  Potentially,  lucrative  practice,  suburban  area 
of  about  20,000.  Willing  to  negotiate.  Paul  A.  Grandy,  M.D.,  North 
Lamar  Medical  Clinic,  10806  North  Lamar  Blvd.,  Austin,  Texas  78763; 
612-837-2640. 


PSYCHIATRIST  BOARD  CERTIFIED  OR  ELIGIBLE.  $36,000  to  $40,- 
000.  Texas  license  required.  Building  a better  and  more  dynamic  program 
in  State  Hospital.  Ideal  family  living  town  of  30,000,  good  schools,  recre- 
ation, mild  weather.  Maurice  A.  Watts,  M.D.,  Clinical  Director,  Big 
Spring  State  Hospital,  Box  231,  Big  Spring,  Texas,  79720;  916-267-8216. 

PUBLIC  HEALTH  PHYSICIAN  with  Austin-Travis  County  Health 
Department  in  Austin.  Texas.  Clinical  experience  required.  Public  health 
background  preferable  but  not  required.  Starting  pay  approximately 
$30,000,  plus  fringe  benefits.  Regular  hours,  40  hours  per  week.  Must 
have  valid  license  to  practice  medicine  in  State  of  Texas.  Contact  Dr. 
Meisenbach,  Austin-Travis  County  Health  Department,  1313  Sabine, 
Austin,  Texas  78701;  telephone  512-474-6581. 

SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  Anes- 
thesiologist, solo  or  group  practice.  Home  of  Exxon,  U.S.  Steel;  major 
expansions  underway.  High  income.  Bay  area  near  Houston.  Outstand- 
ing schoois,  colleges.  Contact  Administrator,  1101  Decker  Drive,  Bay- 
town,  Texas  77620;  713-422-3405. 

PSYCHIATRIC  RESIDENCY  in  approved  three-year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics  and 
community  centers.  Outstanding  faculty  and  programs.  Stipends  with 
Texas  iicense  are  $16,000,  $16,000  and  $17,000  per  year.  In  addition, 
now  offering  residency  in  child  psychiatry.  For  full  information,  write 
to  Anthony  P.  Rousos,  M.D.,  Director  of  Residency  Training,  Austin 
State  Hospitai,  4110  Guadaiupe  Street,  Austin,  Texas  78761. 

CHILD  PSYCHIATRY  RESIDENCY  may  be  taken  before  or  after 
adult  psychiatry  training.  Academic  program  in  child  development, 
family  therapy,  genetic  and  metabolic  disorders,  behavior  therapy, 
group  therapy,  psychopharmacology  and  ethology.  Basic  clinical  orienta- 
tion in  child  development  with  intensive  individual  supervision  in  psy- 
choanalytic and  eclectic  modaiities  and  pediatric  neurology.  Research  op- 
portunities in  genetic  and  metabolic  disorders,  child  development,  lin- 
guistic anthropology,  community  services  and  other  fields.  Excellent 
opportunities  in  teaching,  administration,  inpatient  and  outpatient  clini- 
cal programs.  New  60-bed  in-patient  unit  for  children.  Liaison  with 
graduate  schools,  medical  school  and  community  programs.  Stipends: 
First  year,  $16,000;  second  year,  $16,000;  third  year,  $17,000;  fourth 
year,  $18,000,  Contact  Anthony  P.  Rousos,  M.D.,  Director  of  Residency 
Training,  Austin  State  Hospital,  4110  Guadalupe,  Austin,  Texas  78751. 

WANTED:  BOARD  CERTIFIED  OR  ELIGIBLE  OBSTETRICIAN- 
GYNECOLOGIST  to  join  multispecialty  clinic  in  Houston.  Starting 
salary  competitive,  early  partnership  available.  Contact  Business  Man- 
ager, Glen  Valley  Clinic,  7640  Bellfort,  Houston,  Texas  77061;  644-3344. 

INTERNIST. — In  small  city  South  Centrai  Texas;  San  Antonio,  Austin 
area.  Drawing  area  22,000.  60-bed  new  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator,  Gon- 
zaies  County  Hospital  District,  Gonzales,  Texas.  512-672-2811. 

PEDIATRICS — In  small  city  South  Central  Texas;  San  Antonio,  Austin 
area.  Drawing  area  22,000.  60-bed  new  hospital  under  construction. 
Financial  assistance  available.  William  B.  Watts,  Administrator,  Gon- 
zales  County  Hospital  District,  Gonzales,  Texas.  612-672-2811. 

FAMILY  PRACTICE — In  small  city  South  Central  Texas;  San  An- 
tonio, Austin  area.  Drawing  area  22,000.  60-bed  new  hospital  under 
construction.  Financiai  assistance  available.  William  B.  Watts,  Adminis- 
trator,  Gonzales  County  Hospital  District,  Gonzales,  Texas  612-672-2811. 

FAMILY  PRACTITIONER  WANTED  to  join  two  established  family 
practitioners  in  Trinity,  Texas.  Former  partner  is  leaving  November 
1976  for  residency.  A large  ready  made  practice  is  available  now.  You 
are  invited  to  investigate  clinic  and  hospital  facility,  compatibility, 
economic  and  environment  of  rural  practice  in  an  outstanding  recrea- 
tional area  that  includes  2,000,000  acres  of  East  Texas  forest,  90,000 
acre  Lake  Livingston,  various  golf  courses,  marinas,  and  country  club 
developments.  All  guarantees,  etc.  are  negotiable.  Bring  your  wife. 
Sam  R.  Barnes,  M.D.  and  J.  Richard  Cook,  M.D.,  P.O.  Box  672, 
Trinity,  Texas  76862. 


FAMILY  PRACTITIONER  WANTED  TO  ASSOCIATE  with  well 
established  solo  practitioner  to  handle  patient  overflow.  Alternate  week- 
end coverage,  etc.  Space  available,  reasonable.  X-ray  and  full  lab  in 
building.  Desire  experienced  FP  with  holistic  approach.  No  hospital 
practice  necessary.  Please  reply  to  Ad-652,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE,  GENERAL  PRACTICE— Wanted  immediately 
to  join  physician  staff  in  rural  community  one-hour  from  Dallas-Fort 
Worth  area.  Extremely  active  practice  with  good  benefits  and  an  op- 
portunity to  enter  into  the  corporation.  Practice  is  with  physicians 
clinic,  26-bed  hospital,  and  42-bed  nursing  home  within  the  same  build- 
ing complex.  Excellent  arrangement  for  family  practice.  For  further 
information  contact  Roger  E.  Marks.  M.D.,  817-897-2215  or  817-897-4436. 

NEEDED:  PHYSICIANS  to  practice  at  Mexia  State  School,  located 
in  central  Texas  just  30  minutes  east  of  Waco.  Many  fringe  benefits — 
retirement,  sick  leave,  vacation,  40-hour  week,  group  insurance.  Salary 
range  $34,300  to  $37,300,  depending  on  qualifications.  An  equal  oppor- 
tunity employer.  Contact  Medical  Director,  Mexia  State  School,  P.O. 
Box  1132,  Mexia,  Texas  76667.  817-662-2821. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $10.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  5th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EMERGENCY  MEDICINE  GROUP  PRACTICE  in  Texas.  Salary 
$44,000  with  many  fringe  benefits.  Send  resume  to  Houston  E.P.A., 
8700  Commerce  Park  Drive,  Suite  121,  Houston,  Texas  77036. 

FAMILY  PRACTITIONER  FOR  MULTISPECIALTY  CLINIC  in 
Houston's  fastest  growing  Southwest  area.  Salary  guarantee  and  early 
partnership.  Excellent  radiographic  and  diagnostic  facilities  in  new 
clinic  building  adjacent  to  hospital.  Contact  Pierre  Gendron,  6630 
DeMoss,  Houston,  Texas  77074. 

BOARD  CERTIFIED  AND  OR  BOARD  ELIGIBLE  INTERNISTS: 
Board  certified  and/or  board  eligible  internists  sought  for  Chief  and 
Deputy  Chief,  Department  of  Medicine,  U.S.  Public  Health  Service  Hos- 
pital, Galveston,  Texas  and  other  areas  of  Gulf  Coast.  Affiliated  with 
University  of  'Texas  Medical  Branch  in  terms  of  medical  student,  intern 
and  resident  teaching.  Employment  in  PHS  Commissioned  Corps,  if 
eligible,  or  under  Federal  Civil  Service  System  with  liberal  benefits  and 
adherence  to  equal  employment  practices.  For  information  call  or  write 
Thomas  Shinnick,  M,D.,  Director,  U.S.P.H.S.  Hospital,  4400  Avenue  N, 
Galveston,  Texas  77550;  713-763-1211. 

GENERAL  PRACTICE — SOLO  PRACTICE:  Rural  area,  progressive 
community,  friendly  people,  excellent  school  system.  Modern  30  bed 
hospital.  One  other  doctor  on  active  medical  staff.  Rent  free  office 
space.  Good  hunting  and  fishing.  Contact  Administrator,  Throckmorton 
County  Memorial  Hospital,  P.O.  Box  487,  Throckmorton,  Texas  76083; 
817-849-2161  or  817-346-3206,  Dr.  Luis  A.  Barranco. 

WANTED:  DIRECTOR.  CITY-COUNTY  HEALTH  DEPARTMENT. 
Licensed  to  practice  in  Texas,  M.D.,  M.P.H.  Serving  a population  of 

120.000  in  North  Central  Texas,  Reply  to:  Chairman,  Board  of  Health, 

Wichita  Falls  City-Wichita  County  Public  Health  Center,  1700  Third 
Street,  Wichita  Falls,  Texas  76301. 

DALLAS  AREA  OPPORTUNITIES:  Outstanding  private  practice 
opportunities  exist  for  general  internists  and  family  practitioners  in 
the  suburban  community  of  Plano,  Texas.  Plano’s  population  has  in- 
creased from  17,000  to  over  46,000  in  the  last  six  years.  Excellent 
schools,  new  193  bed  hospital,  physician  offices  across  the  street.  Be 
a part  of  this  dynamically  growing  community.  For  further  details  call 
collect  or  write  to:  John  C.  Daniels,  Director,  Professional  Relations, 
Plano  General  Hospital,  3901  West  16th  Street,  Plano,  Texas  75076; 
214-423-6800, 

WANTED;  INTERNIST  TO  JOIN  busy  solo  internist  in  new  office. 
Complete  clinical  laboratory  facilities  plus  x-ray.  City  of  26,000  popula- 
tion in  Northeast  Texas,  Drawing  area  of  100,000.  Two  new  hospitals. 
High  caliber  medical  community.  Excellent  recreational  facilities;  good 
schools  and  churches.  Ideal  family  city.  Please  reply  to  Ad-625,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EXCELLENT  OPPORTUNITY  FOR  ONE  OR  TWO  FPs.  North  Cen- 
tral Texas,  small  town,  large  lake.  Large  cities  nearby.  Exceptional 
recreation  on  doorstep.  Clinic  adjacent  to  new  hospital.  New  schools, 
churches,  homes.  On-call  time  with  three  others.  Solo  or  group.  Salary 
guarantee.  Growing  area.  Help  needed  badly.  Please  reply  to  Ad-663, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  '78701. 

PHYSICIAN  WANTED:  FAMILY  CARE  AND  CHRONIC.  Hospital 
facilities  available  ten  miles.  Clinic  space  available  downtown  Kemp. 
Pharmacy  available.  45  miles  southeast  Dallas.  Close  to  Cedar  Creek 
Lake,  fastest  growing  recreational-retirement  area  in  Texas,  Projected 

100.000  population  by  1980  in  area.  Country  club,  golf  course,  three 
miles.  Excellent  opportunity.  Please  reply  to  Edmund  Horton,  Ph.,  P.O. 
Box  449,  Kemp,  Texas  75143;  phone  214-498-2011. 

WANTED:  LOCUM  TENENS  for  6 months  to  18  months  to  help  me 
in  a busy  general  practice.  Modern  clinic,  new  80  bed  hospital.  Present 
associate  leaving  Jan.  1st.  Contact:  M.  A.  Treadwell,  M,D,,  Eastland, 
Texas;  817-629-2633. 

WANTED:  M.D.  for  busy  downtown  Houston  industrial  clinic,  4 man 
group.  Partner  retiring.  May  1977.  $48,000.  Opportunity  full  partner- 
ship. Night/weekend  calls  to  your  liking.  Position  not  filled  by  June  '77 
would  consider  locum  tenens  2-8  months.  Malpractice  insurance  paid. 
Under  40  years  old.  Please  reply  to  Ad-667,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED  in  Ranger,  Texas,  location 
1-20  between  Fort  Worth  and  Abilene,  New  36  bed  hospital,  new  schools 
under  construction.  Junior  College  (EMT  and  LVN  training).  Lake 
Leon,  7 miles  with  country  club.  Call  collect  817-647-1166. 

GENERAL  PRACTITIONER  WANTED — Growing  hospital  in  progres- 
sive East  Texas  town  near  metroplex  needs  an  ambitious  general  practi- 
tioner to  join  staff.  Community  and  hospital  very  cooperative  in  helping 
to  establish  your  practice.  Call  (214)  846-2281,  or  write  to  Milton  Bol- 
giano  or  Paul  Bennett,  Gladewater  Municipal  Hospital,  300  West  Upshur, 
Gladewater,  Texas  75647. 

STAFF  PHYSICIAN  NEEDED  FOR  STATE  HOSPITAL.  Progressive 
760  resident  state  institution.  Eligibility  for  Texas  licenses  required. 
40  hour  work  week,  paid  vacation,  sick  leave,  holidays,  good  retirement 
plan,  free  group  insurance.  Kerrville  is  known  as  a retirement  center. 
Prefer  mature  physician  over  age  50.  Please  contact  Luther  W.  Ross, 
M.D.,  Superintendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerr- 
ville, Texas  78028  or  phone  512-896-2211,  We  are  an  equal  opportunity 
employer. 

EXCELLENT  OPPORTUNITY  FOR  YOU— MD,  GP  OR  FP  to  replace 
physician  who  has  moved.  New  38  bed  hospital,  basic  surgery,  gyn, 
I)B  necessary.  To  associate  with  physician  with  quite  a few  years  prac- 
tice. Excellent  character  reference  absolutely  necessary.  Contact  T.  R. 
Wilson,  M.D.,  P.O.  Box  47,  Groesbeck,  Texas  76642. 

NEUROLOGIST:  To  work  in  conjunction  with  busy  neurosurgeon 
associated  with  a growing  regional  medical  center  serving  North  Texas 
and  Southern  Oklahoma.  Must  be  board  certified  or  eligible  and  ex- 
perienced in  EEG  and  EMG.  A variety  of  practice  arrangements  are 
available.  Call  Otmar  W.  Albrand,  M.D.,  Denison,  Texas,  214-465-6111 
or  214-463-1693. 

MEDICAL  DIRECTOR:  Houston  plant,  major  chemical  company  with 
excellent  preventive  medicine  program.  Training  in  occupational  medi- 
cine or  internal  medicine  preferred.  Benefits  include  malpractice  in- 
surance, society  dues,  retirement  plan,  savings  plan,  health  insurance, 
10  holidays,  low  cost  life  insurance.  Send  resume  to  Dr.  Burdick,  Ethyl 
Corporation,  Box  472,  Pasadena,  Texas  77601. 

NEED  AN  ASSOCIATE  FOR  BUSY  FAMILY  PRACTICE.  Good 
facilities  close  to  university.  Stable  solid  agriculture  economy  with  cot- 
ton, oil,  cattle.  Population  11,600,  draws  from  25,000,  Six  doctors  • — 
two  on  verge  of  retiring.  Lucrative  business  for  22  years.  Financial  ar- 
rangement open  and  negotiable  — salary,  rental,  share  office,  etc. 
Please  reply  to  Ad-672,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Aus- 
tin. Texas  78701. 


MEDICAL  DIRECTOR:  Rio  Grande  State  Center  for  MHMR.  Plan- 
ning, administrating,  and  supervising  treatment  care  programs,  Texas 
licensable.  Salary  $39,900,  fringe  benefits,  liability  protection  under 
Texas  law.  Alvaro  Samaniego,  M.D..  Clinical  Director,  Rio  Grande 
State  Center  for  MHMR,  P.O.  Box  2668,  Harlingen,  Texas  78550;  512- 
423-5077.  EOE. 

WANTED:  INTERNISTS,  GENERAL  OR  WITH  SUBSPECIALTIES 
in  oncology  and  hematology  or  gastroenterology  to  iiractice  with  a 
sixteen  member  multispecialty  association  in  East  Texas.  New  build- 
ing, nuclear  medicine,  linear  accelerator  therapy  unit.  Travis  Clinic, 
P.O.  Box  870,  Jacksonville,  Texas  75766,  or  call  214-586-2505. 

COLLEGE  PHYSICIAN  WANTED:  IXill-time  college  physician  need- 
ed immediately  in  liberal  arts  college  of  1200  students  to  serve  as: 
(1)  physician  in  well-eiiuipped  campus  health  center  for  students,  facul- 
ty, and  staff,  and  some  family  members  of  faculty  and  staff;  (2)  in- 
structor in  team-taught  interdisciplinary  courses;  (3)  director  of  com- 
prehensive advising  program  for  health  care  professions;  and  (4)  liaison 
to  cooperating  physicians  and  professional  schools  in  health  sciences. 
If  desired,  could  gradually  be  phaserl  into  half-time  college  position  plus 
local  private  practice.  Compensation  (including  benefits)  approximately 
$4U, 000/year.  Contact  Dr.  Dan  Bedsole,  Austin  College,  Sherman,  Texas 
'75090  or  telephone  214-892-9101.  An  etjual  opportunity  employer. 

WANTED:  FAMILY  PRACTITIONER  TO  JOIN  three  man  group. 
East  Central  Texas.  New  joint  commission  approved  30  bed  hospital. 
Airport.  New  junior-senior  high  complex.  Railroad  division  point.  Smalt 
industry.  Primary  income  ranching.  Three  fishing  lakes.  Deer,  quail, 
dove  hunting.  Country  club.  No  initial  investment  necessary.  Contact 
Drs.  Gage,  Cox  or  Halbert,  315  Main  Street,  Teague,  Texas  75860, 
817-739-2561, 

WANTED:  PSYCHIATRIST/NEUROLOGIST  to  join  growing  multi- 
specialty clinic  with  excellent  facilities.  New  clinic  building  adjacent 
to  new  hospital.  Contact  Heni-y  K.  Butler,  M.D.,  Malone  and  Hogan 
Clinic,  1501  West  11th  Place,  Big  Spring,  Texas  79720;  telephone 
915-267-6361. 

OPPORTUNITY  FOR  OPHTHALMOLOGIST  AND  OTOLARYN- 
GOLOGIST in  Central  Texas.  Trade  territory  of  75,000-100,000.  Only 
one  ophthalmologist  and  no  otolaryngologist  following  retirement  of 
physician  doing  EENT.  New  hospital  with  160  beds  and  all  modern 
eciuipment.  The  need  is  great  and  the  opportunity  is  unlimited.  Contact 
Braswell  Locker,  M.D.,  Route  3,  Box  184,  Brownwood,  Texas  76801. 

ORTHOPEDIC  SURGEON,  board  eligible  or  certified.  Large  major 
city.  To  associate  with  board  certified  orthopedic  surgeon.  Attractive 
financial  arrangements  can  be  made.  Send  curriculum  vitae.  Please 
reply  to  Ad-675,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Situations  Wanted 


WE  PRESENTLY  HAVE  SEVERAL  PHYSICIANS,  GPs  and  special- 
ists on  file  who  wish  to  practice  in  Texas  on  a salary  basis,  with  a view 
to  future  partnership.  How  may  we  help?  Medi-Search  (recruiting  physi- 
cians exclusively),  309  Wichita  Title  Building,  Wichita  Falls,  Texas; 
817-322-5269. 

SITUATION  WANTED:  36  year  old  ophthalmologist  wishes  to  relocate 
in  Texas.  University  of  Toronto  graduate  1965  with  Canadian  fellowship 
in  ophthalmology  1969.  Interested  in  general  ophthalmology  practice. 
Please  reply  to  E.  P.  Sholdra,  M.D.,F.R.C.S.  (c) , 120  Holland  Avenue, 
Ottawa,  Ontario,  Canada  K1Y()X7;  telephone  1-613-729-4375. 

CARDIOLOGIST:  33 — FLEX.  Echo  and  stress  testing  expertise. 
Knowledge  of  Spanish.  Looks  for  hospital  based  or  group  practice. 
Available  July  1977.  Prefers  South  Texas,  other  areas  considered.  Please 
reply  to  Ad-664,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  SURGEON  (Board  certified,  DABS),  bilingual  (Spanish 
and  English).  Texas  license.  Seeks  association,  partnership,  group  or 
hospital.  Prefer  South  Texas.  Contact  Dr.  Domingo  Galliano,  720  West 
170  St.,  New  Y^ork,  New  York  10032. 


CANADIAN  FAMILY  PRACTICE  PHYSICIAN  licensed  in  Texas, 
seeking  location.  Open  to  all  opportunities — private,  association,  emer- 
gency room,  etc.  Please  reply  to  Ad-669,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GASTROENTEROLOGIST-INTERNIST:  33,  foreign  graduate,  board 
eligible  for  internal  medicine.  University  trained,  experienced  in  all 
endoscopic  procedures.  Seeks  solo,  partnership,  multispecialty  group  or 
hospital  based  ijractice.  Will  prefer  moderate  size  community  with 
average  population  of  100,000  or  above.  Please  reply  to  Ad-670,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


LOCUM  TENENS  in  radiology.  Available  preferably  in  Dallas  or  the 
area  around  Dallas.  Contact  J.  Z.  Vlasak,  M.D.,  3437  Longmeade  Dr., 
Dallas,  Texas  75234.  Telephone  247-6417  or  376-5451,  VA  Dallas. 


GENERAL  AND  TUMOR  SURGEON,  FECS(C),  FACS.  Age  47.  Ex- 
tensive training  and  experience  in  head  and  neck  and  general  oncology. 
Currently  in  high  volume  practice  in  Academic  Centre  in  Canada.  Wishes 
to  relocate  in  Texas  or  Southeast.  Academic  setting  not  essential.  Please 
reply  to  Ad-671,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


FAMILY  PHYSICIAN  SEEKS  OPPORTUNITIES  as  a GP  in  Houston 
area.  Qualified  1961,  solid  medical  background,  well  experienced,  all- 
rounder.  ECFMG  certificate  and  other  credentials  available  if  necessary. 
Ready  to  emigrate  to  USA  end  1977  but  will  be  visiting  Houston  in 
January  1977  and  will  be  available  for  interviews.  Please  reply  to  Ad- 
674,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN’S  ASSISTANT:  National  board  certified  physician’s  as- 
sistant, Texas  graduate,  AMA  accre<lited  program.  Employed  one  year  in 
family  practice  residency  program.  Seven  years  prior  experience  in 
health  associated  fields.  Desire  position  in  family  practice,  general  sur- 
gery, or  internal  medicine  situation.  Resume,  curriculum  vitae  available. 
Walter  Moss,  6912  Heritage,  Fort  Worth,  Texas  76134;  817-293-7252. 


SEEKING  LOCATION:  UROLOGIST,  36,  Flex.  Completing  training 
in  June  1977.  Desires  group,  associate  or  solo  practice.  All  areas  con- 
sidered. Available  in  July  1977.  Please  reply  to  Ad-673,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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For  Sale  or  For  Rent 


OFFICE  SPACE  IN  DALLAS  — Office  suites  still  available  one  block 
from  Baylor  Hospital  in  new  Medical  Center  Building,  3801  Gaston 
Avenue,  Dallas,  Texas.  Pharmacy  laboratory  in  building.  Generous 
allowance  for  office  improvements.  Planning  and  layout  available  with- 
out cost.  Contact  Joe  Mistrot,  (214)  328-2761,  or  write  P.O.  Box  18237, 
Dallas,  Texas  76218. 


^ FOR  SALE  OR  LEASE — Beaumont,  Texas.  Medical  office  and  prac- 
tice, one  or  two  doctors;  prosperous  port,  petrochemical  industry,  ship- 
building and  steel  plant.  One  billion  dollars  capital  investment  in  area 
last  six  months;  hub  of  regional  rice  growing  and  cattle  raising. 
Population  130,000;  state  university,  new  public  library  and  public 
transportation  system;  86  miles  from  Houston.  Suitable  for  all  special- 
ties; prefer  GP  or  internal  medicine.  Contemporary,  prize  winning 
design;  new  roof,  air  conditioning  and  painting;  2973  sq.  ft.,  sound- 
proofed interior  walls.  Ample  parking,  including  adjacent  rental  prop- 
erty. Practice  25  years  old,  17  years  same  location.  Unlimited  income 
potential,  especially  with  OB  or  surgery.  Price  includes  practice,  fur- 
nishings, adjacent  lot  and  rental  property.  Owner  retiring.  Texas  license 
required.  Terms  available  for  sale  or  lease.  Please  reply  to  Ad-6B9. 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AUSTIN— NEW  PROFESSIONAL  PARK.  Internist.  GP.  hT>,  Peds, 
OB/GYN  sought  to  associate  in  group  setting  for  solo  practice.  Physi- 
cian population  has  not  kept  pace  with  accelerated  growth.  University 
town,  new  hospital.  Call  or  write:  Cannon  Professional  Park  c/o  3913 
Medical  Parkway,  Austin,  Texas  78756.  Telephone  512-451-8489. 


KING  STATION,  specialized  shopping  center  planned  for  7 acre  tract 
at  Walnut  Street  & King  Lane  in  north  Garland.  Medical  and  retail 
shops.  Oriental  stucco  canopied  with  8-ft.  covered  walkway;  wood 
columns;  heavily  landscaped.  Central  access  road.  Two  hospitals  stone’s 
throw  away.  Call  Metro  Leasing  & Management,  214-276-6933. 


GARLAND  MEDICAL  & PROFESSIONAL  BUILDING— Connected  by 
corridor  to  Garland  Community  Hospital.  Two-story  beautiful  new  build- 
ing now  leasing.  1200  and  1500  sq.  ft.  suites.  Call  Metro  Leasing  & 
Management,  214-276-6933. 


NEW  ULTRA-MODERN,  cedar  and  glass  office  space  for  lease  in 
Northwest  San  Antonio,  one  block  from  loop  410  and  one  exit  from 
IH  10.  Across  the  road  from  Park  North  Hospital,  the  building  is  di- 
vided into  six  separate  office  spaces,  four  of  which  are  occupied  by  4 
general  dentists,  one  orthodontist,  and  three  oral  surgeons.  Up  to  4700 
sq.  ft.  available  at  60c  sq.  ft.  with  a very  liberal  allowance  to  finish  out 
to  your  specifications.  Ideal  situation  for  the  family  practitioner  or  pe- 
diatrician. Contact  Mossrock  Venture,  2803  Mossrock,  Suite  201,  San 
Antonio,  Texas  78230. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  resi- 
dential and  non-residential  program  with  medicai  care  and  counseling  for 
the  expectant  mother.  We  have  one  thousand  waiting  adoptive  couples 
of  all  faiths.  Costs  adjusted  to  ability  to  pay.  Home  of  the  Holy  Infancy, 
610  West  26th  Street,  Austin,  Texas  78706.  Phone  612-472-9261. 


Christmas  Seals 
Fight  Lung  Disease 
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IMAGES  OF  MEDICINE’S  PAST 

Both  studies  of  the  past  and  experiences  of  the 
present  are  needed  for  a full  understanding  of 
the  human  predicament.  A student  of  history 
can  know  more  aboutthe  past  than  did  those 
contemporary  with  the  past  events  he  is  study- 
ing. A student  of  history  can  also  know  more 
about  the  present  than  those  of  his  contem- 
poraries who  ignore  the  past.  Recognizing  this 
throughout  its  history,  the  Texas  Medical  Asso- 
ciation has  supported  numerous  efforts  to  un- 
derstand the  history  of  medicine  in  Texas;  recall 
the  centennial  issue  of  the  Texas  State  Journal  of 
Medicine  (May  1953)  and  the  centennial  annual 
session  \ssue  oi  Texas  Medicine  pubWshed  in 
March  1967.  It  seems  highly  appropriate  for 
historians  and  physicians  to  continue  this  legacy 
as  the  bicentennial  era  evolves. 

In  keeping  with  the  spirit  of  this  era,  two  es- 
says are  presented  in  this  issue  of  Texas  Medi- 
cine. Dr  Frederick  Sargent  tells  the  story  of  Dr 
Isaac  Cline  and  his  efforts  to  understand  rela- 
tionships between  weather  and  health.  Mr  Maury 
Darst  depicts  some  of  the  highlights  of  physi- 
cians’ responses  to  the  railway  system  developed 
to  serve  Galveston  in  the  latter  part  of  the  19th 
century.  These  are  only  two  of  the  many  aspects 
of  the  history  of  medicine  in  Texas  which  de- 
serve exploration. 

Every  physician  in  Texas  has  some  image  of 
medicine’s  past.  These  images  are  refined  and 
enlarged  by  rekindling  memories  about  practi- 
tioners now  dead,  practices  now  forgotten,  and 
policies  once  claimed.  These  reformed  images — 
historical  understanding — can  then  help  us  deal 
with  the  complexities  of  present  changes  and 
with  our  fears  about  medicine’s  failure.  We  hope 
that  these  and  other  important  purposes  will  be 


served  by  the  historical  essays  written  for  Texas 
Medicine.  Readers  are  invited  to  send  their  com- 
ments about  the  articles  in  this  issue,  and  sug- 
gestions for  other  essays. 

Chester  R.  Burns,  MD,  PhD,  Galveston. 

P.  R.  OVERTON  RETIRES  AFTER 
37  YEARS  AS  TMA  GENERAL  COUNSEL 

Retirement  has  taken  the  title,  “General  Counsel 
forTexas  Medical  Association,’’  from  Philip  R. 
Overton,  LLB,  after  an  eventful  37-year  stint  at 
the  legal  helm,  but  his  legacy  of  years  and  un- 
limited energy  will  not  be  forgotten. 

His  concentrated  efforts  have  become  an  in- 
tegral part  of  the  TMA’s  past  and  a foundation 
for  its  future,  and  we  are  fortunate  indeed  to 
have  had  our  problems  in  the  hands  of  such  a 
man  as  Phil  Overton. 

The  promotion  of  public  health,  delivery  of 
quality  medical  care,  and  the  concept  of  the 
“health  team’’  were  his  main  goals  during  his 
vigorous  and  illustrious  career. 

in  the  early  1930’s,  health  laws  in  Texas  as  we 
know  them  today  were  practically  nonexistent. 
Many  diseases  were  preventable  but  there  were 
no  specific  laws  for  their  control.  One  of  Mr 
Overton’s  earliest  contributions  was  the  estab- 
lishment of  sanitation  laws.  He  was  not  alone  in 
this  battle.  With  the  help  of  interested  physi- 
cians, hospitals,  and  local  and  state  health  offi- 
cials, he  brought  about  a Sanitary  Code  that  es- 
tablished minimum  standards  and  requirements 
of  sanitation.  This  code  covered  everything  from 
toilet  facilities  and  garbage  to  drinking  water 
and  the  handling  of  food — anything  which  pro- 
moted cleanliness  to  preclude  the  transmission 
of  disease. 
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While  one  hand  skillfully  and  knowledgeably 
guided  the  Sanitary  Code,  the  other  was  setting 
things  in  orderto  amend  the  Medical  Practice 
Act  to  assure  Texans  that  those  who  aspired  to 
practice  the  healingarts  in  our  state  were  quali- 
fied by  education  and  training  to  treat  the  sick. 

To  further  his  idea  of  a health  team  and  a team 
effort,  he  persuaded  Texas  hospitals  to  come 
together  and  form  an  association  for  the  ex- 
change of  information  and  better  delivery  of 
hospital  care.  For  a quarter  of  a decade,  he  serv- 
ed ably  as  general  counsel  for  the  Texas  Hospital 
Association. 

In  the  aftermath  of  the  Great  Depression, 
many  of  our  people  were  unable  to  afford  ade- 
quate food,  much  less  hospital  and  medical  care. 
Along  with  other  leaders  in  the  health  field,  he 
pushed  forth  the  concept  of  prepaid  medical  and 
hospital  care  in  Texas,  as  originally  outlined  by 
J.  F.  Kimball,  MD,of  Dallas,  by  taking  out  a char- 
ter for  Group  Hospitalization  Service  to  do  busi- 
ness in  our  state.  This  organization  we  now  know 
as  Blue  Cross-Blue  Shield,  and  Mr  Overton  also 
served  as  its  general  counsel. 

In  the  unique  position  of  counsel  for  the  doc- 
tors, the  hospitals,  and  Blue  Cross,  he  then  had 
the  support  which  is  so  necessary  to  carry  forth 
proposals  to  the  Legislature,  and  was  successful 
through  the  years  in  introducing  numerous  bills 
desired  by  these  groups  in  the  interest  of  better 
health  care. 

With  burning  desire  for  the  continuing  im- 
provement of  health  in  Texas,  Mr  Overton  made 
it  a point  never  to  be  too  busy  to  serve  on  worth- 
while committees  or  to  work  with  health  associa- 
tions. He  devoted  many  years'  service  as  a mem- 
ber of  the  board  of  directors  of  the  Texas  Tuber- 
culosis Association,  and,  in  natural  sequence. 


later  accepted  appointment  to  the  Governor’s 
Special  Committee  for  the  Eradication  of  Tuber- 
culosis. With  the  support  of  the  Special  Commit- 
tee, the  Texas  T uberculosis  Association,  physi- 
cians, hospitals,  and  theTexas  State  Department 
of  Health,  he  was  assigned  the  task  of  recodify- 
ing and  enlarging  existing  laws  pertaining  to 
tuberculosis,  which  culminated  in  the  enactment 
of  the  Texas  T uberculosis  Code. 

Mental  health  was  another  long-neglected 
area  deserving  of  the  attention  of  the  health 
team,  and  Mr  Overton  was  appointed  to  the  Gov- 
ernor’s Committee  for  Mental  Health  Planning. 
Mr  Overton,  supported  by  the  committee,  physi- 
cians, hospitals,  and  Texas  State  Department  of 
Mental  Health  and  Mental  Retardation,  was  in- 
strumental in  the  final  drafting  and  enactment  of 
the  Mental  Health  Code — a labor  of  several 
years. 

Every  two  years  throughout  his  long  and  dedi- 
cated career,  Mr  Overton  was  before  the  Texas 
Legislature  to  carry  out  the  wishes  of  the  organ- 
izations with  which  he  was  allied  in  amending 
and  updating  legislation  affecting  health. 

The  son  of  a beloved  pioneer  Lubbock  physi- 
cian, M.  C.  Overton,  MD,  he  was  medically 
oriented  and  keenly  aware  of  the  health  needs  in 
our  state.  His  lifetime  career  has  been  almost 
totally  devoted  to  health. 

Devotion  to  ideals  does  not  cease  with  an  an- 
nouncement of  retirement,  and  after  having  Mr 
Overton  “in  the  saddle’’  for  so  many  years,  it  is 
comforting  to  know  that  if  we  need  an  extra  hand 
to  help  with  future  health  legislation,  he  will  ride 
with  us  again. 

JoeT.  Nelson,  MD,  Weatherford, 

TMA  Board  of  Trustees. 
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Can  we,  as  victims, 
help  cure 
high  costs? 


“Just  what  are  you  doctors  going  to 
do  about  these  high  prices  ? It’s  getting 
so  that  plain  folks  can’t  afford  to  get 
sick  anymore !” 

How  I wish  I had  a nice  sugar-coat- 
ed pill  guaranteed  to  cure  that  misery ! 
And  some  strong  pain-killers  for  my 
colleagues  who  say  the  financial 
squeeze  hurts  so  much  that  plain  doc- 
tors can’t  afford  to  practice  medicine 
anymore. 

The  fact  is,  however,  that  the  physi- 
cian, like  the  patient,  is  the  victim  of 
federal  policy  and  federal  health  pro- 
gram expansion,  and  little  can  be  done 
until  the  federal  government  is  pre- 
pared to  act  responsibly  in  these  areas. 

That  is  what  I stated  to  the  Council 
on  Wage  and  Price  Stability  when  it 
held  a public  hearing  in  Houston  late 
in  October,  and  I think  it’s  true.  Costs 
for  physicians’  services  follow  the  up- 
ward climb  of  charges  for  health  ser- 
vices, but  they  don’t  lead  it. 

The  government’s  own  General  Ac- 
counting Office  has  formally  reported 
that  the  primary  reasons  for  cost  es- 
calation in  Medicare  and  Medicaid  are 
inflation  and  the  government  expan- 
sion of  its  health  programs. 

Proportionately,  Americans  now 
spend  4%  fewer  health  care  dollars 
for  physicians’  services  than  they  did 
ten  years  ago.  At  the  same  time,  gen- 
eral inflation  and  soaring  professional 
liability  insurance  rates  have  greatly 
increased  the  overhead  costs  of  prac- 
ticing medicine. 

In  short,  physicians  really  can’t 
solve  the  problem  of  high  costs,  but  we 


can  examine  customary  procedures 
and  explore  others  which  might  be 
equally  appropriate  but  less  costly. 

For  example,  we  favor  and  support 
use  of  ambulatory  care  facilities  in- 
stead of  traditional  hospital  facilities 
when  such  an  alternative  is  suitable 
for  the  patient.  Also,  we  can  fight  for 
acceptable  solutions  to  the  profession- 
al liability  insurance  crisis  at  the  state 
level  so  that  we  can  stop  practicing 
defensive  medicine — that  would  save 
our  patients  a lot  of  money  and  allow 
us  to  spend  more  time  taking  care  of 
sick  people. 

On  the  national  level,  the  AMA  has 
convened  a Commission  on  the  Cost  of 
Medical  Care,  and  that  group  should 
pinpoint  several  more  possibilities  for 
reducing  costs. 

One  of  the  most  important  things  we 
can  do  is  to  oppose  more  government 
control.  After  all,  controlled  health 
care  systems  have  as  many  cost 
problems  as  we  have,  or  more,  and  in 
addition  they  have  trouble  maintain- 
ing quality  and  quantity  of  personnel 
and  facilities. 

We  must  do  what  we  can  to  control 
costs,  but  we  must  not  let  anyone  toss 
us  the  whole  burden  to  carry  alone. 


L.  S.  Thompson,  Jr,  MD,  Pre^dent. 

Texas  Medical  Association.  " S f* 
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